
HEW\'' DATA ON PRIVATE" 

REnAft\ OF DISABLED 




Tlic OIRcc of Vocalio^al Rehabilitation J 

a grant of .$5,300 for a s\>r\'cy of expenclibircs by 
private voluntary agcncicAfor rehabilitation*Ob*the* 
(iisablecl. The grant went to (the National RGlvibili-__ 
lation Association. I'lio Deinartment of HealflT, 
Education, and Welfare want# the information in 
order to determine what thc^'fovcrnnient effort for 
meeting the problem .should '/o. 

OVR is .si^cnding $57,60(^00 for rehabilitation 
this S’ear, and state agencio'Xuc prepared to spend 
about $28,300,000. “li wc y e to plan soundly for 
die future, the gox’crmnenyi agencies should Know 
how much of the job cagjimd u’ill be done by tlie 
private agencies and thf'fvoluntary organizations, 
in turn, should know j*Jt what the federal and 
state agencies are prcpaijncl to do, "Secretary Flem¬ 
ming said. f 

“In that way we should be able to arrive at a 
reasonable and cqiutable division of the costs and 
at the same time develop more efBcicncy in opera¬ 
tions through prevcntioii of os'erlapping activities. 

, Tliis should benefit all epneemed—tlie handicapped, . 
the taxpayer, and the f|Ontributing public.” 


NATIONAL [ 
REPOR,' 


llEALTH SURVEY 
S ON AGED 


.New figures gathered b)' the National Health 
Sun’ey show that of I f million middle-aged people, 
14,800,000 reported no long-term chronic illness. 
Furtlier, 3,600,000 ok of 15 million persons 65 
’ years or older also imported no chronic condition. 
>• Tlie sun’ey, started oi’er 15 months ago, shows 
flTiere is a progressive increase in the incidence of 
chronic illness and disabilit)' as persons get older. 
Tlie e.vistence of one or more chronic health condi¬ 
tions was reported for one-sixth of children, one- 
third of youth, one-half of 50 million young adults, 
three-fourths of tliose in middle age, and three- 
fourths of those who are 65 years or older. 

“Fortunately, not all chronic conditions are dis¬ 
abling,” according to Bertha Adkins, Under Secre- 
Wr}' of HEW, “but tliey do impose some h'mita- 
tions on tlie activities of' more than 6 million 
middle-aged people and on 6,300,000 persons 65 
or:,,more years of age. Among tlie older group, 
aoout 2,250,000 are unable to carry on their major 
activities of living.” 
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MISCELLANY 

r -A month-long course in “Principles of Medical 
Operations in Nuclear Warfare” is under way at 
Walter R?ed Army Institute of Research, Washing¬ 
ton, D. C. jti attendance are 23 Army medical offi¬ 
cers from stations throughout the world. The objec¬ 
tive is to-toach'the principles involved in medical 
•phases of liuclear war, including a review of mathe- 
. matics and theory, nuclear weapons systems, phe¬ 
nomenology ^od human effects and medical plans, 
.training, a^d applications. Lieut. Col. Joseph D. 
Goldstein jS director of the course. 

Col. Fli-'yd L. Wergeland, director of the Office 
for Z7ependt?nts’ Medical Care (Medicare) has been 
Tromoted to . brigadier general. He succeeded 
flajor Gen. Paul I. Robinson in die post last Sep- 
.'-mber. 
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Nov. lb' 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasineanie, 535 
North Dearborn St., Chicago 10, Executive Vice President, 
loss Clinical Meeting, Minneapolis, Dec. 2-5. 

1059 Annual Meeting, Atlantic City, Jnne 8-12. 

1959 Cl/nical Meeting, Dallas, Texas, Dec. 1-4. 

1960 Annual Meeting, Miami Beach, Fla.,- June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 

1961 Annual Meeting, New York City, June 19-23. 

JS5J CJinhai Meeting, I>eneer, Nav. 29-I>ec. 1. 

AMERICAN 

November 

AxiEmcAN Associatios op Baoon Banks, Netherlands Plaza Hotel, Cin- 
cinnaU, Nov. 20-22. Dr. John B. Alsever, 1211 W. Washington, Phoenix, 
Ariz., Secretaiy. 

AXIEniCAN COEl-EGE OF CaHOIOI-ODV, IntEWM MEETING, Jung Hotel. New 
Orleans, La., Nov. 20-22. Dr. Philip Reichert, Empire Stale Bldg., New 
York 1, Sectelat}'. 

Association of Military Surgeons of the U. S., Hotel Statler, Wash¬ 
ington, D. C., Nov. 17-19. Col. Robert E. Bitner, 1726 Eye St., N. \\., 
Washington 6, D. C., Secretary. 

District of Columuia, Medical Society of the. Hotel Statler, Wash¬ 
ington, Nov. 24-26. Mr. Theodore Wipmd, 1718 M St., N. W., Mash- 
ington 6, Secfetar}'. 

iNTERNA-noxAL COLLEGE OF SURGEONS, Mid-Atlantic Sectional Meetmg. 
The Homestead, Hot Springs, Va„ Nov. 16-18. Dr. E. G. Gal, 711 
S. Jefferson St., Roanoke, Va., Chairm.in. 

National Society for Crippled Children & Adults, Statler Hilton 
Hotel. Dallas, Te.x., Nov. 16-20. Miss Catharine Bauer, 11 S. LaSalle St., 
Chicago 3, Director of Information. 

Puerto Rico Medical Association, Santurce, P. R., Nov. 18-22. Mr. ]. A. 
Sanchez. Box 9111. Santurce 29, P. R., Executive Secretaiy. 

Radiological Society of North America, Palmer House, Chicago, 
Nov. 16-21. Di. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretory’. 

Southern Thoracic Suroical Associatio.n, Deauville Hotel, Miami 
Beach, Fla., Nov. 28-30. Dr. Hawley H. Seiler, 517 Bayshore Blvd.. 
Tampa 6, Fla., Secretary. 

U.viTED States Sectio.n, I.vternatio.val College of Surgeons, Mm- 
Atlantic Regional Meeting, The Homestead, Hot Springs, Va., Nos. 
17-18. For information address: Dr. Elbryne G. Gill, 711 Jefferson St., 
S., Roanoke 13, Va. 

Western Surgical Association, Kahler Hotel. Rochester. Minn., Nov. 
I 0 I 2 : Dr. John T. Reynolds, 612 N. Afiehigan Ave., Chicago 11. 
Secretan*. 

Decejnber 

AxrKniCAV Acapemv or Dejimatologv and Svphjlology, Palmer Home. 
^ Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clime, Rochester. Minn.. 
Secretarj'* 

American Medical Association Clinical 

Minneapolis, Dec. 2-5. Dr. F. J. L. Blasing.ime, 535 N. Dearborn St-, 
Chicago 10, Executive Vice President. 

"-'SeTr dSTf: 

St.. New YorV 32, Secretar>’, 

Min West Forum on Ali-Ebgy, Sheraton-Cadillac 
T 7 vl Johnll. Sheldon. University Hospital, Ann Arbor, Mieh.. Gen- 

cra\ Chainnan. 

Md.. Secretary. 

AAffiRICAN 

c X> 1953 

January 

Secretary. 


A^ieiucan Protestant Hostjtae AssoiA^iON, Jefferson Hotel, St. \ 

Jan. 27-30. Mr. OHn E. Oeschger./40 Rush ,St., Chicago 11,. •. 

• Secretary*. ; •. ' ^;- 

Amebican Society for Surcervof the Hand, Palmer Home, Chicaa 
Jan. 23-24. Dr. George S. .^halen, 2020 E.’ 93d St., Glevelatid-C 
Secretary. / 

International. College O’ Sdeceons, Southeastern Regional MEti- 
iNG, Miami Beach, Fla.. Jan. 4-7. Dr. Harold O. Kallstrand, 7210 Bd 
Road, South Miami, F^,, Chairman. y p' 

International Medic^A, Assembly of Soutiovest Texas, GubIm 
Hotel, San Antonio, Ttx., Jan. 26-28. Mr. S. ‘H. Cockrell Jr., 

W. French PL, San Anmio, Tex., Executive Secretary. ‘ 

Rocky Mountain TiiAuxrA ic Surgical Association, Aspen, Colo., Jr 
28-31. Dr. Cliarles B. Bar-.R, 1600 Orange Ave., Long Beach 13, Ca^ 
Secretary, f, 

Western Society for Clincal Research, Carmel-by-the-Sea, CaH, 
Jan. 29-31. Dr. William N.’^’alcntine, University of California MedW 
Center, Los Angeles 24, Sec^tary. ' j 

vebruaiy \ 

American Academy of AllerA*^^ Morrison Hotel, Chicago, f eh. 9-11 
Dr, Bram Rose, Royal Victoriimosp., Montreal, Quebec, Secretar>’.. 
American Academy of ForensiiVciences, Drake Hotel, Chicago, Fti 
26-28. Dr. Walter J. R. Camp, lt33 W. Polk St., Chicago 12, Secrctaij 

American Academy of Occupai;onal Medicine, Boston.'Feb. H-IS 
Dr. L. Blaney, 1608 Walnut St.. Philadelphia 3. Secretary. * 
American College of Radiology Drake Hotel, Chicago, Feb. 6-/. lij 
William C. Stronach, 20 N. WaC;er Dr.; Chicago 6. Executive Duerta 
California Medical Association, Sheraton-PalaceJIotel, San Franchet 
Feb. 22-25. Mr. John Hunlon, 45C(|j;utter St., San Francisco 8, Execubv 
Secretary. j 

Colorado State Medical Society, j^jidwinter Clinical Session. Shirk] 
Savoy Hotel, Feb. 17-20. Mr. HarJiy T. Sethman, 1612 Tremont Plac 
Denver 2, Executive Secretary’. 1 
Congress on Industrial Health, ifetherland Hilton Hotel, Cincinnal 
Feb. 16-18. Dr. B. Dixon HoUaDd,.5S5 N. Dearborn St., Chicago I' 
Secretory. ,, 

Marcl, 

Alaska Territorial Medical AssC:iation, Baranof Hotel, Juom 
M arch. Dr. Robert B. Wilkins, 1121 »7ourth Ave., Anchorage, SecreUf 

American Broncho-Esopkacolocical', Association, The 

Hot Springs, Va., Mar. 8-9, Dr. F. J^inson Putney, l712^Locust b 
PhUadelphia 3, Secretary. \ - 

American College of Allergists, Fairmont Hotel, Son FraAcKcdT^f 
15-20. Dr. M. Colemon Harris, 450 Sutler St., San Francis«>^ Secrelf 

American Laryngolocical Association, The Homestead.'Hot SpnR 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arhi 
Mich., Secretary. 

AXtERJCAN LAUVNCOI-OCICAI.. HtaNOGOCICAI. & 

Homestead, Hot Springs, Va,. Mar. 10-12. Dr. C. Stewart Nash. 1 
Medical Arts Bldg., Rochester 7, N. 1., Secretary. , f 

AxrEiucAN OnTHOPSYCHiATBic ASSOCIATION, Sheratou-Palace Hotel, S 
FiSictsco, M™. 30-Apr. 1. Dr. Marion F. Danger, 1790 Broadw.ay, N. 
York 19, Executive Secretaiy. 

Ameuican Otoeocicau Society. The Homestead, Hot Springs W.i hf 
13-14. Dr. LawTcnce K. Boies, University Hospital. MmneapoUS J 
Secretary. « —'•*— 

MicincA-N Academy of Generae Phactice, 

Sbcraton-CadiUac Hotel. Detroit, htar, 4. Dr, F. P. Rhoades. 970 J) 
cabees Bldg., Detroit 2, Convention Manager. 

Nationae Hcaetk Councje. Palmer House, Chicago, Mar. 17-19. 
Silip E. Kyari790 Broadway. New York 19. Executive Direeto. 

Natio-nae Muetipee Sceekosis Society. New York, Mar. 9. Mr. Do:* 
Vaff, 257 4th Ave.. New York 10, Secretaiy'. . 

Southeastern Surgicae Conoress, D;m“yille Hotel Miam^/B'each. FI 
Mar. 9-12. Dr. Beniamin T. Beasley, 45 Edgewood Ase., S. E., Atlant 
Ga., Secretaiy. J 

“si-sss: srvp": ss 

Cit>*, Okla., Secretary'' 

April 

* JmJ” slSrs-fs-i 

Secretary. , 

(Continued on page o2) 
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ISOLATION STRESS IN MEDICAL AND MENTAL ILLNESS 

Eugene Ziskind, M.D., Los Angeles 


H HAT extreme^ isolation can produce 
mental abnormality has long been known 
to psychiatrists and social scientists. Re¬ 
cent experiments indicate that dtis re¬ 
action to isolation is universal. Does the newer 
knowledge aid in determining to what extent 
less extreme degrees of isolation are stressful in 
medical and mental illness? What is the mechanism 
of isolation stress? Can it be measured? These in¬ 
terrelated queries will be considered. 

The early psychiatric references to isolation are 
to the paranoid psychoses of prisoners in solitary 
confinement,' the hard of hearing," and the com¬ 
munication-deprived refugees.^ Children reared in 
social isolation,■* e. g., the famous case of Caspar 
Hauser, and tliose raised by animals, so-called feral 
men, have shown retarded mental development. 
Recently anecdotal accounts of isolation at the 
Arctic and Antarctic regions and at sea have at¬ 
tracted attention. Of even greater scientific interest 
is experimentally induced isolation. 

Experimental Studies 

Three experimental procedures of inducing iso¬ 
lation are currently best known. Each interferes 
with the usual sensory stimuli in a different and 
special way. The first report was by Heron and 
associates.'* Healthy college students were paid $20 
'a day for as long as they would stay in a sound¬ 
proof air-conditioned cubicle in a comfortable bed. 


Sufficiently prolonged isolation from so¬ 
ciety or deprivation of sensory stimuli can 
produce mental abnormalities in the form 
of hallucinations, anxiety states, depression, 
and paranoid symptoms. Conditions likely to 
induce these phenomena occur clinically in 
patients kept in the dark after cotoroct op¬ 
erations, in persons with severe impairment 
of hearing, in poliomyelitic victims confined 
to respirators, in prisoners kept in solitary 
confinement, and in refugees handicapped 
by language difficulties. Monotony and 
isolation also affect certain occupational 
groups such as long distance truck drivers, 
monitors of radar screens, watchmen, and 
assembly-line workers. The underlying nerv¬ 
ous mechanisms are not yet understood, but 
prevention and treatment are simple. This is 
well illustrated by the experience with cata¬ 
ract surgery, which in the past has been fol¬ 
lowed by psychoses in as many as 7% of 
coses. Since improvements of technique have 
permitted reduction of the period of bilateral 
bandaging of the eyes to one day or less, 
the incidence of postoperative psychosis has 
fallen below I %. 


Clinical Professor of Psychiatry, UivivetsUy of Southern California School of Medicine. 

Read before the Section on Nervous and Mental Diseases at the 107th Annual Meeting of the American Medical Association, San Francisco, Tunc 
25, 1958. 
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eyes covered completely by translucent ski goggles, 
and arms and hands restrained \vith cardboard 
sleeves. Provision was made for food and elimina¬ 
tion. A communication device extended to the ob- 
serv'er who was watching on the outside through a 
window. Most subjects terminated the experiment 
within three days because of anxiety, and those 
who persevered longer usually developed halluci¬ 
nations. The latter were commonly visual, but oc¬ 
casionally auditory or tactile. The second method 
svas carried out by Lilly,® with the subjects isolated 
under water up to tlmee hours. In the third method, 
Solomon and his associates’ confined subjects up 
to 36 hours in a specially prepared tank-type respi¬ 
rator (with the motor going, but the vents open). 
The final results of various methods show similar¬ 
ities. Interference with normal sensory stimulation 
in the isolation experiments accounts for the rapid 
induction and high incidence of stress and mental 
disabilit}'. 

Each group of investigators set out to separate 
the subjects from other persons and to eliminate 
new meaningful sensory stimuli. For each objective 
the attainment was not absolute. Although all three 
methods impose changes in the intensity, variabil¬ 
ity, and finer discriminations of sensory stimuli, 
each has a different emphasis. That of Hebb is 
characterized chiefly by a reduction in the pattern¬ 
ing of the stimuli, that of Lilly by a reduction in 
the absolute level of the stimuli, and that of Solo¬ 
mon by an imposed, unvarying, and repetitious 
structuring of the stimuli. Actually an important 
common feature is reduction in tire variability of 
stimuli. The altered sensory input is the focus of 
study in current attempts to clarify the physiologi¬ 
cal mechanisms involved. 

Since the experiments are characterized by spe¬ 
cial interference with sensory input in addition to 
isolation, the question arises “To what extent are 
the effects due to seclusion and to what extent to 
the alteration of sensory stimuli?” Sensory depriva¬ 
tion is always a concomitant of isolation in man, 
one reason being that the human voice is such a 
significant part of the total external stimuli. In fact, 
clinical material points up tliat interpersonal isola¬ 
tion alone, without special sensory interference, 
also produces stress and mental symptoms. 

Isolation in Medical and Mental Illness 

Conditions associated with special sensory inter¬ 
ference will be discussed first. The most striking 
clinical example of isolation stress is seen among 
patients with postoperative cataract psychoses. 
After extraction of the cataract, the patient has the 
unoperated eye covered as well as the operated one 
because this cuts down the ocular movements 
which might interfere with healing. A small num¬ 
ber of patients develop postoperative psychoses. 
The ophthalmological surgeons have known that 
the majority of such cases clear up quickly once 


the unoperated eye is uncovered. There is much 
evidence that elimination of visual stimuli in the 
isolated patient may produce a break with reality 
and diat restoration of visibility usually suffices to 
dissipate the hallucinations and other mental 
symptoms. 

As long ago as 1890 Frankl-Hochwart ® wrote 
that the chief factor was the “Abschliessung von 
der Aussenwelt.” He noted that the incidence of 
postoperative psychoses in cataract extraction was 
higher than that after other types of surgery— 7% 
in the 183 cases of the famous ophthalmologist 
Schnabel (1880). He also referred to the experience 
of Schmid-Rimpler with two nonalcoholic patients, 
suffering with iridochoroiditis and luetic iritis (19 
and 57 years of age, respectively), who were placed 
in a darkened room and developed psychotic syn¬ 
dromes. In the latter half of the 19th century it was 
customary to place cataract patients preoperatively 
and postoperatively in a pitch black room. Schmid- 
Rimpler in 1863 already commented that this prac¬ 
tice contributed to the incidence of psychotic dis¬ 
turbances. 

Later a series of advances in operative technique 
resulted in a progressive reduction of the number 
of days of required bilateral bandages and a corre¬ 
sponding diminution of the cataract postoperative 
psychoses. In the earliest days tlie incision into the, 
eyeball was left to heal without sutures, at which 
time both eyes were kept covered three or four 
days. In this period, the incidence of psychoses, as 
judged by the report of Parker (1913), was 3%. 
Then followed the general acceptance of conjunc¬ 
tival sutures (probably around 1930) when two or 
three days of bandaging of botli eyes sufficed, and 
the psychoses were reduced to 1.5 or 2%.® With the 
introduction of deep corneoscleral sutures (gen¬ 
erally pracb’ced since about 1945), the bilateral 
bandaging could be reduced to one day or less. 
Correspondingly, the complicating psychoses 
dropped to less than 1%.® 

So far the evidence of an etiological role for 
sensory deprivation in cataract postoperative psy¬ 
choses is (1) greater incidence of this complication 
than after other types of surgery, where sensory 
deprivation does not occur; (2) disappearance of 
the psychosis in most cases when the unoperated 
eye is uncapped; and (3) progressive reduction in 
incidence of psychoses with advances in operative 
technique, thereby shortening the period of cover¬ 
ing both eyes. Further approximation to the mul¬ 
tiple sensory interference of the isolation experi¬ 
ments is the observation of Axenfeld- (192o) that 
cataract patients were more susceptible to post¬ 
operative psychoses if they also had impaired hear¬ 
ing. Since it is among the aged that most postop¬ 
erative cataract psychoses occur, it is of more than 
passing interest that senile patients with nocturnal 
delirium had the delirium reproduced in the day¬ 
time when placed in darkened rooms or when their 
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eyes were bandaged. Cameron points out that 
these patients liavc a lo.ss of retentive ability, so 
that visual images mnsl be seen repeatedly for their 
identity to be maintained. The data from all these 
sources therefore strongly support the thesis that 
in the etiology of the postcataraet extraction p.sy- 
choscs isolation with sensory (visual) deprivation 
plays an important role. 

Another instance of sensory deprivation con¬ 
tributing to isolation pathology is seen in the para¬ 
noid psychoses of the hard of hearing. Here the 
literature is less extensive than in the cataract ex¬ 
tractions and the evidence is not as conclusive. The 
literature includes clinical psychiatric impressions 
antedating Kraepclin’s contribution,'' indirect sta¬ 
tistical studies,'" and experimental studies. Space 
docs not permit disciKssion of the interesting psy¬ 
chological differences of visual as compared to audi¬ 
tory loss, particularly since the material is not 
germane to this thesis. 

Tire mental disturbances reported by Mendelsohn 
and Foley’’ of patients with poliomyelitis con¬ 
fined to tank respirators present the clinical picture 
of “isolation psychoses.” Other toxic or inflamma- 
tor\’ processes appear to har-c been ruled out. Sim¬ 
ilar symptoms occurred in normal subjects confined 
to tank respirators. There arc then at least three 
clinical disorders with special sensory limitations 
which seemingly parallel the isolation experiments. 

Highly suggestive evidence of isolation as a 
stress, exclusive of special sensory restriction, are 
the psychoses of solitary confinement' and of 
language-isolated refugees.” Although the paranoid 
stale is the usual tj-pe of psychosis attributed to 
isolation, I have now seen five cases of psychotic 
depression in women whose histories indicated long 
periods of relatively pronounced isolation preced¬ 
ing the onset of the mental s^rnixotoms. These de¬ 
pressions were devoid of paranoid trends. In seem¬ 
ing contradistinction is tire report of Azima and 
Cramer (1956) that of five patients with psychotic 
depression who were subjected to isolation pro¬ 
cedure (somewhat similar to that of Hebb) for three 
days, hvo experienced disappearance of the depres¬ 
sion and three amelioration. 

It has also been my clinical impression that pa¬ 
tients with a single phobia which underwent a 
rapid and marked spread to many phobias, have 
families who permitted them a fair degree of isola¬ 
tion. The experience of Freud and others that 
active contravention is helpful in these cases sup¬ 
ports the impression of the salutary influence of 
lack of isolation. 

The possible relation of some senile psychoses 
to isolation certainly warrants investigation. The 
special vulnerability of the aged with visual and/or 
auditory impairment has already been noted. The 
adequate evaluation of isolation stress in older 
patients is made difficult by the fact that many such 
individuals are already close to mental decompen¬ 


sation. Acute stress of various types is often fol¬ 
lowed rather suddenly by a full-blown chronic 
brain syndrome in subjects not at all previously 
su.spcctcd of deterioration. There is need for a 
carefully controlled study contrasting the incidence 
and degree of prior isolation in matched groups of 
aged individuals with and without psychoses. I 
have such a study under way. 

The evidence for interpersonal-isolation or se¬ 
clusion per se as a stress factor in other medical 
illnesses also needs to be evaluated. Two physicians 
who were quite isolated during their hospitalization 
with coronary heart attacks developed depressions. 
Both were formerly out-going, active individuals 
and they themselves felt the isolation was a con¬ 
tributing factor to their depressions. The effects of 
relative isolation on patients confined to bed with 
casts, with paralyses, and with debilitating diseases 
call for evaluation. More study is needed to de¬ 
termine that additional contributory factors, such 
as latent predisposition to mental illness, toxicity, 
interference with cerebral circulation, or organic 
neurological involvement—peripheral or central- 
are not the significant etiological ones. The ready 
disappearance of recent mental sjTnptoms on ter¬ 
mination of the isolation (as occurs in hyiical soli¬ 
tary confinement prison psychoses) would favor 
seclusion as the significant causative factor. 

Practical and Preventive Suggestions 

Although there is need for more investigation 
before the degree and extent to which isolation 
constitutes a noxious factor in illness can be de¬ 
termined, several general therapeutic and preven¬ 
tive suggestions are warranted. Preference for hvo 
or more patients sharing a room, instead of private 
facilities; early ambulation for bed patients; ac- 
tivit)' programs in hospitals; frequent visitors; 
avoiding or minimizing hospitalization of the aged 
and very young (possibly substituting “rooming in” 
for both old and young); and plenty of light—at 
times, even during the night—might all be helpful 
in combating isolation tendencies. Some ophthalmo- 
logical surgeons have preferred to extract cataracts 
in aged patients in the home to avoid removal from 
familiar surroundings. One might want to reevalu- 
Jite the use of continuous tubs or the isolation of 
tire old rest cures for the mentally ill. 

On the preventive side, social participation and 
activity are well known as measures for avoiding 
or mitigating tire harmful effects of seclusion. The 
isolating dangers of pregnancy and the infant rear¬ 
ing period, of occupational retirement, of the in¬ 
volutional period, and of old age and infirmity call 
for such intervention. The realistic hazards of iso¬ 
lation and sensory monotony have become a matter 
of public health concern for long distance night 
drivers of trucks on lonely roads, for monitors of 
radar screens, and for night sentinels, as well as 
the belt-line worker with repetitious, near^auto- 
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matic activit)'. It behooves us therefore to be alert 
to the hazards of undue isolation with or without 
special sensory privation in many life situations. 

Mechanism of Isolation Stress 

The mechanism is unknown whereby isolations, 
with or without special alteration of sensory stimuli, 
produces symptoms. Since the experiments empha¬ 
size interference with normal sensory stimulation, 
it is not surprising that implication of the functions 
of the ascending reticular system (ARS) should be 
suspected. There is, however, no direct proof of the 
involvement of this neurophysiological system. In¬ 
direct data are suggestive. Sensory input mediated 
through the ARS has been shown to be important 
for the functions of attention (and concentration), 
arousal, wakefulness, and consciousness.’* A num¬ 
ber of the known symptoms of isolation stress occur 
in dysfunction of the ARS. 

The electroencephalographic (EEG) tracings of 
subjects under isolation stress resemble the EEC’s 
of persons with hallucinations produced by psy- 
chosomimetic drugs" or clinical states of toxic 
deliria.'® (The hallucinations in the isolation experi¬ 
ments have been said to be like those produced by 
mescaline and lysergic acid diethylamide [LSD- 
25].) The EEG findings consist of a decrease in the 
percentage of alpha waves and in the appearance 
of slow waves. However, decreased percentage of 
“alpha time” or total suppression of the alpha 
rhythm is not synonymous with altered function in 
the ARS, and might presumably be due to impair¬ 
ment of other functions. 

Direct assay of impaired functions of the ARS, 
as evidenced in the EEG, is being made by me in 
instances of isolation stress and hallucinatory 
states. The finding of Blum (1957) that alpha block¬ 
ing is impaired in patients with chronic brain syn¬ 
drome and schizophrenia and not in normal con¬ 
trols is pertinent. Blum’s study is being repeated 
to ascertain whether this finding can be correlated 
positively with the presence of hallucinations 
and/or paranoid delusions. For the time being, the 
ewdence for involvement of the ARS is only sug¬ 
gestive. 

Another hj'pothesis pertaining to the interference 
with sensory stimuli is that of Bartlett (1951). He 
postulates that illusions and hallucinations may 
arise from distorted peripheral sensory stimuli re¬ 
placing die normal ones. A patient in whom he 
extracted a cataract (as in another case reported in 
the literature) had hallucinations in a bUnd area 
which Bartlett attributed to abnormal sensory 
stimuli from the altered peripheral optic structures. 
He further refers to reports in the literature on 
phantom limb which support his tlresis. Amputees 
with phantom limbs will often lose the perception 
of the hallucinated hmb while the nerve endings 
in the operated stump are being tapped. It is Bart¬ 


lett’s contention that the transmission of normal 
sensory stimuli from the periphery is necessary for 
accurate central (perceptual) interpretation. In pa¬ 
tients with blind and anesthetic areas there are 
usually no hallucinations. Only when peripheral 
structures create abnormal sensory stimuli, such as 
optic scars or amputation neuromas, is tliere ab¬ 
normal perception. The normal sensory stimuli 
from tapping the neuroma replace tire abnormal 
stimuli and the hallucinated limb disappears. Hebb 
and his group also support the role of varied sen¬ 
sory input for normal mentation. Is it possible that 
in the isolation experiments there is loss in the 
normal variability of stimuli (or some other altera¬ 
tion), so that realistic interpretations are no longer 
made—that the “corrective” influence of normal 
stimuli is absent under these conditions? This 
hypothesis warrants further analysis and testing. 

Even though the exact mechanisms of isolation 
stress are not known, measurability of that stress 
would be of great clinieal value. Such knowledge 
would perhaps enable one to differentiate those 
patients who break under isolation stress from 
those who do not; to differentiate when isolation 
in any illness, or a certain special illness, plays a 
significant etiological role. With this end in mind, 
my current research includes the measuring of 
plasma 17-hydroxy corticosterone (compound F) and 
catecholamines before, during, and after the height 
of the stress. If the stress can be measured, solution 
of both experimental and clinical problems of iso¬ 
lation should make much more rapid progress. 

Conclusions 

Paranoid states in persons subjected to solitary 
confinement, in the hard of hearing, and in lan¬ 
guage-deprived refugees are clinical reference to 
the harmful effects of isolation, known to psy¬ 
chiatrists for a long time. The history of the 
psychotic complications of cataract surgery reveals 
the great similarity, both as to origin and as to 
type, beUveen these mental disturbances and those 
noted in recent experimental “sensory deprivation.” 
Other medical and surgical illnesses should be re¬ 
viewed for possible harmful effects of isolation, 
particularly among the aged. 

Improvements in medical care and prophylactic 
measures based on avoidance of isolation stress can 
be recommended even now. The isolation stress 
may be due to interference with mediation of 
sensory functions via the ascending reticular system. 
The evidence is still inconclusive. Electroencepha¬ 
lographic studies are under way to investigate this 
point. Measurement of isolation stress would pro¬ 
mote objectivity in the clinical and experimental 
studies. Perhaps the determination -of the level of 
plasma 17-hydroxycorticosteroids and the catecho¬ 
lamines will serve this purpose. 

2007 Wilshire Blvd. (57). 
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DESIRABLE ATHLETICS FOR CHILDREN 

George Maksim, M.D., Washington, D. C. 


“Wiat are desirable atliletics for children?” Tliis 
is a question that can be quite properly raised in 
this era of discussion pertaining to fitness of Ameri¬ 
can youth. Some of the leaders in discussions in this 
area would purport that their ideas of a suitable 
program of athletics will produce optimal fitness of 
youth. It would be well here to pause and consider 
what is meant by youth fitness and what part ath¬ 
letics should play in its promotion. 

Fitness for Living 

We are really seeking the total fitness not only of 
the young but of all individuals. Tlris has always 
been a goal of members of the medical profession. 
It is particularly true among those of the profession 
who superx'ise the growth and development of in¬ 
fants and children. Tire term “fitness” has been 
variously defined, but essentially it should mean 
tire total well-being of each individual during his 
formative years and in adult life. It does not mean 
simply the absence of illness or tlie existence of 
superior muscle strengtii or agility. 

An interest in fitness, however the term may be 
defined, is not new to American physicians. It has 
been of concern to members of the American Medi- 

Read in the Symposium on Competitive Athletics in Children before 
the Joint Nieeting of the Section on Pediatrics and the Section on Pre¬ 
ventive Medicine at the 107th Annual Meeting of the American Medical 
Association, Sari Francisco, June 26, 1958. 


A program of atbleiics for children should 
be such as fo contribute to their total fitnesSj 
which embraces physical, mental, emotional, 
moral, social, and spiritual values. Such a 
program should enlist children not as spec¬ 
tators but as participants and should there¬ 
fore be adapted to the developmental level 
of the children. It should be diversified rather' 
than one-sided and should not involve the 
physical risks of such sports as boxing and 
tackle football. It should be confined to the 
local community, and the participation of 
children in national competition is to be 
deprecated. A program that is backed by 
a group of informed and mature adults, is 
planned with the best interests of the chil¬ 
dren in mind, and gives opportunities to the 
slow learners and the handicapped deserves 
to be encouraged and helped by the physi¬ 
cians of the community. 


cal Association since its organization in 1847. Public 
health physicians also have had an avid interest in, 
and concern for, health protection and, tlierefore. 
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the development of fitness ever since local gov¬ 
ernments assumed any responsibility for public 
healtli. 

^\’e Americans have always had an understand¬ 
able pride in our physical and moral strengtli. Gen¬ 
erations have gloried in the courage and hardihood 
of tlie early settlers, the endurance of the pioneers 
who broke the wilderness, the capacity of young 
men to survive in die wars, the ability of our people 
to adjust to the stresses of a complex civilization. 

The question now is, "Are we fit to cope with the 
tasks of our time?” Today, America finds itself in a 
complex world situation that is uncertain in the 
demands made on the physical, mental, moral, and 
spiritual resources of tlie people. It is a period when 
our nation must be strong. It is a time when all of 
us—physicians, teachers, and all citizens—have in¬ 
creased obligations and opportunities with respect 
to fitness for living. 

It would be well here to make some further com¬ 
ment about die definition of fitness. As I implied 
earlier, some think that fitness is related solely to 
measurement of strength and flexibility of certain 
muscles. The follovung story was presented on the 
radio some mondis ago: 

They say Africa is a continent of strange contrasts. And 
Mai Whitfield, America’s two-time Olympic 800-meter 
champ certainly agrees. He learned first hand on a recent 
State Department goodwill tour. Whitfield was supposed to 
show a group of natives something about physical training. 
Mai did a push-up and then asked his group to do likewise. 
One native after another tried but no one succeeded. Ex¬ 
asperated, Mai tried a different e.xercise. Just then one of the 
natives leaped over a fence and disappeared. Whitfield was 
bug-eyed. The fence was a shade over seven feet high. Then 
another native raced past him and into the forest. “Where’s 
he going?” M'hitfield inquired. “To catch an antelope,” was 
the answer. Mai shook his head and walked away muttering 
to himself, “And they couldn’t do a push-up.” 

Tliese, and many other illustrations might well 
pose the question, “Fitness for what?” 

We should always continue to tliink of the total 
fitness of tlie total child, and, may I repeat, a true 
concept of fitness embraces physical, mental, emo¬ 
tional, moral, social, and spiritual values. It includes 
every child, tlie handicapped and his rehabilitation, 
as well as those who are “whole.” 

Desirable athletics for children may make tlieir 
contribution to the total fitness of the child, the 
youtli, and tlie adult in several ways. Before we 
proceed to more detailed discussion I would like to 
clarify two points. First, ive are discussing children 
12 years of age and under (those in the pre-teen-age 
group), and, second, nodiing which is said here 
must be construed as indicating denial of competi¬ 
tion to die growing child. This cannot be done, 
since competition is an inherent characteristic of 
die growing individual.’He competes vidi himself 
or odiers_in his environment. Competition is part of 
our American way of life. 


Characteristics of Sports Programs 

Tliere are certain characteristics about athletic 
or sports programs for die age group to which we 
refer that should be kept in mind. In fact, certain 
features should be emphasized and reemphasized. 

Se.r.—In the preadolescent group, both boys and 
girls should be considered equally. Girls in diis early 
age should not be mere spectators but should be 
participants. Members of bodi sexes should have an 
introduction to athletics even at the pre-school-age 
level—in the home or die nursery school environ¬ 
ment. It is at diis level that mastery of the coarser 
movements of the body should be attempted iridi- 
out any emphasis on winning or success. The effort 
should well be in the direction of improvement over 
past performance. 

Developmental Level.—hW athletic activities 
should be geared to the developmental level of each 
child and not to his weight or chronological age. 
Ghildren in this immature, growing, developing 
stage have varying rates of gradual, or more rapid, 
change from the clumsy, coarse, gross movements to 
the more refined, coordinated, and accurate move¬ 
ments of skill. Running, catching, throwing, and 
other physical activities in athletics, sports, and 
games are at first quite awkward and inaccurate, 
but in the years to come the child may develop into 
a gracefulness and achievement that could not be 
anticipated. 

Diversify of Opportunity.—All atliletic and sports 
activities of Ae elementary school child should be 
so arranged that there is an opportunity to par¬ 
ticipate in many activities tliroughout tire year, rvitlr- 
in and xvithout the school program. These activities 
should range from ordinary calisthenics through 
the various sports programs in a well-regulated 
physical education department in the schools. 'These 
activities should be mandatory within the degree of 
ability of each individual child. The amount of 
physical exercise outside of tire program is often 
unpredictable. Undue concentration on any one 
sport at this age level has rarely developed a “star.” 
On tire otlrer hand, a program in which a diversity 
of opportunity is available has, on many occasions, 
demonstrated, as maturation occurred, latent ability 
in athletics tlrat neither the parents nor other adults 
had suspected were present. 

Perhaps it would be well if more children in tlris 
age group could follow the philosophy expressed 
by “‘Mdrere Did You Go?’—‘Out.’ ‘^^drat Did You 
Do?’—‘Nothing’ ”—a recent popular book by Robert 
Paul Smith. Children in this age range should not 
be pressured into receiving adult acceptance by 
conforming to a rigid, highly organized, and highly 
competitive program in any of the sports. All sports 
programs should give all children an opportunity 
to participate, especially those with seemingly less 
natural aptitude. The natural athlete will emerge 
despite any programs. 
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Any program in any .sport for the younger cliilcl 
.sliould be confined to the local community. It is 
highly quc.stionable whether state or national 
tournaments, or any large-scale e.xhibition programs, 
promote the maturation of a child into a youth with 
total fitness. The recent report by the School Health 
Committee of the American Academy of Pediatrics 
on the subject of competitive athletics recommends 
that contact sports, such as tackle football and box¬ 
ing, not be considered as desirable athletic activi¬ 
ties. The former has risks, and the latter also has 
risks and an undesirable philosophy. 

I would like to take opportunity at this time to 
commend the program of Long Beach, Calif. Tin’s, 
as reported, seems to eliminate the undesirable adult 
pressures of programs in N’arious sports, particularly 
b.aseball. 

It has recently been reported that this year’s 
Little League Baseball program has changed from 
a national to an international one, with many coun¬ 
tries participating. Certainly, we are all currently 
aware that there is a great need for more interna¬ 
tional relationships, but is this the level at which it 
should be attempted, with a small, select, minority 
group of early matured children competing? Again, 
all youngsters, not j'ust the natural atliletes, should 
have opportunities for participation. Furthermore, 
diis participation should be for the benefit of tire 
child and should not be used as an attempt to bind 
faltering family relationships. 

Program Planning and Supervision for Optimal 
Growth and Development 

All athletic programs in the prepubescent age 
range should be planned in tlie best interest of opti¬ 
mal growth and development—physical and emo¬ 
tional. Tliey should be fun and part of tlie joy of 
living and serve as a wholesome outlet for the 
normal energy and e.xuberance of the young, as well 
as a eonstructive and beneficial learning experience. 
Overemphasis on any one activity may produce in 
the boy or girl a situation where the borderline be¬ 
tween healtliy fatigue and harmful e.\haustion is 
trespassed. Tlie failure to win graciously or to lose 
stoically may be equally harmful in the emotional 
growtli and development of a ehild. The picture of 
a boy crying after some athletic contest might be 
excused by some witli the comments that “it did him 
some good to cry.” However, the first question that 


comes to mind is “did he need to cry at all” over a 
childhood athletic contest which is only a stepping 
stone to other and more important contests? 

Tin’s optimal physical and emotional growth and 
development should be the primary concern of all 
adults—parents, physicians, teachers, and recreation 
leaders in programs of desirable athletics for chil¬ 
dren 12 years of age and under. It is at this level that 
the first steps are taken toward a development of 
total fitness in youth to result in a happy, well- 
integrated adult. 

Conclusions 

Certain salient features for a program of desirable 
athletics for children may be enumerated. First, 
a desirable program is one which is enthusiastically 
accepted by the community, one which is worked 
out through the combined efforts of all concerned— 
the parents, teachers, recreation leaders, and the 
physicians in the community who can act as ad¬ 
visors. It should not include contact sports. 

Second, the health aspects should be clearly set 
forth. Every child should have, in addition to his 
annual physical examination, a complete medical 
examination before participating to any degree in a 
formalized program of athletics. An injured or ill 
child should have the approval of his physician be¬ 
fore rejoining tlie athletic program. 

Tliird, there should be an informed, emotionally 
stable group of adults behind every program of 
athletics. Parent-teacher associations and other civic 
leaders can exert an influence in this direcdon which 
wall provide for the better utilization of e.v'isting fa¬ 
cilities, as well as provision for necessary facilities 
where they do not exist. Gymnasiums should not be 
changed to science classrooms and laboratories— 
we need both. 

Fourth, all desirable physical education and 
athletic programs should be for all children and 
suited to tlieir developmental levels, and they should 
make provision not only for the talented but for 
tlie slow learners and the handicapped. 

Finally, it is not only tlie physician’s concern but 
his responsibility to exert his influence and assist in 
the development of programs of desirable athletics 
which will have as their primary interest the total 
well-being of the total child and tlie prevention of 
potential inadequacies when that child reaches 
adult life. 

1418 Goodhope Rd. S. E. 


T he oldest life insurance COMPANY.-The first life insurance com¬ 
pany, “The Corporation for Relief of Poor and Distressed Presbyterian Minis¬ 
ters and of the Poor and Distressed Widows and Children of Presbyterian 
Ministers,” was established [in 1759] in Philadelphia by the Synod of the Presby¬ 
terian Church. This company, now Presbyterian Ministers’ Fund, is the oldest life 
insurance company in continued existence in the world.—Life Insurance Fact Book, 
Institute of Life Insurance, New York, 1957. 
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EDUCATIONAL ASPECTS OF ATHLETICS FOR CHILDREN 

Fred V. Hein, Ph.D,, Chicago 


Few problems have been subject to as much mis¬ 
quotation, distortion, and misinterpretation as tlie 
issue of athletics for children and youth. So before 
getting to the basic problem it may be helpful to 
clear away a number of side issues that have fre¬ 
quently caused trouble in such discussions. 

Educators, like the medical profession, are divided 
on some of the issues involved. But there is a body 
of reference such as the views expressed by the 
Joint Committee on Health Problems in Education 
of the National Education Association and the 
American Medical Association. Pertinent recom¬ 
mendations, reflecting the combined views of edu¬ 
cators and physicians, are also available in tire re¬ 
ports of the National Conferences on Physicians 
and Schools, sponsored by the American Medical 
Association. 

Such groups have strongly favored competitive 
sports for children and youth at suitable age peri¬ 
ods, of appropriate kinds and under proper super¬ 
vision. In fact, they suggest more competition in 
more sports, with more teams, and more individual 
activities for more children of both sexes. However, 
the word controlled should be emphasized. One 
may wish to control competition in terms of the ma¬ 
turity of the competitors, but this can in no way be 
interpreted as being against competition. A common 
misrepresentation is to label anyone who proposes 
athletic controls as being opposed to competitive 
sports. On the contrary, those who advocate such 
regulation do so in the best interests of athletics. 
It is only through proper regulation that sports can 
provide their optimum benefits for children and 
youth. 

Not every aspect of education can be predicated 
on objective evidence. Experience must have its 
due and there is still a place for reason, logic, and 
interpolation in human affairs. In developing our 
programs of sports for children and youth, we 
should certainly utilize every bit of objective evi¬ 
dence that is available to us. But in the absence 
of such evidence and for problems that do not lend 
themselves to objective research, we must rely on 
reason and common sense. 

Definitions 

One of our problems in discussing what is desir¬ 
able in a sports program for children and youth is 
definition of terms. For purposes of this discussion, 
we are concerned primarily with children of upper 

From the Bureau of Health Education, American Medical Association. 

Read in the Symposium on Competitive Athletics in Chil^en before 
the Joint Meeting of the Section on Pediatrics and the Section on Pre¬ 
ventive Medicine at the 107th Annual Meeting of the American “Medical 
Association, San Francisco, June 26, 1958. 


A program of alhlelics is imporfanf in the 
education of young children, and competi¬ 
tion is a vital part of the experience. But 
competition is excessive if it results in emo¬ 
tional stress beyond the capacities of o child, 
entails undue risk of permanent physical 
deformity, or diverts so much of the school's 
equipment, attention, and time to a few 
physically gifted children as to deprive many 
others of opportunity for participation. The 
ideal athletic program provides opportunities 
for all boys and girls,- it should be diversified 
and graded. It should be planned in a way 
that will not permit exploitation of children 
by adults for selfish or commercial reasons, 
and the motivations provided by occasional 
interscholastic events should be used to bring 
the benefits of active sports participation to 
the greatest possible number of children. 


elementary and lower junior high school age. As a 
general rule these youngsters will be under 13 years 
of age and in grades below the ninth. Athletics and 
sports are used synonymously to include individual, 
low organized and team games, and also tum¬ 
bling, rhythms, and conditioning activities. Compe¬ 
tition is used broadly to cover competition against 
one’s own past record, against other individuals, and 
as a member of a team against another group. 

The terms “high-pressure program” and varsity- 
type program are used to indicate an athletic pro¬ 
gram for young children which simulates that of the 
colleges or professional sports. These terms refer 
to programs for young children which include 
championship schedules, long-distance travel, all- 
star teams, tournaments, bowl games, and the like. 
They also refer to any type of athletic program 
which is developed in terms of adult satisfaction 
rather than the needs of children and youth. 

Competition and Cooperation 

This brings us to the matter of cooperation in re¬ 
lation to competition. We need to look carefully at 
these two terms. They are not, as some people 
would have it, in conflict with each otlier. Competi¬ 
tion is a part of our way of life, a valued American 
heritage. To it we attribute much of our progress 
in science and industry, our superior standard of 
living. Cooperation also is an essential factor in 
human affairs. Many of oiu- endeavors depend for 
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their .sncccs.s on the quality of cooperation achieved. 
A happy mixture <if the two, competition and coop¬ 
eration, makc.s for cfTcclive living in a democracy. 

The ability to compete ethically and to cooperate 
effeclir'cly mn.sl be .learned; no one is born with 
these skills. Athletics furnish one medium for .such 
learnings—both competitive and cooperative. The 
player must do his part as an individual competitor 
but must also cooperate with other members of the 
team. Athletics then require a mingling of competi¬ 
tive and cooperative effort analogous to real life. 
Because they are so absorbing to youth they have 
their own self-contained motivation. This makes 
properly dcv'cloped athletics particularly potent as a 
means of education for both competition and co¬ 
operation. 

Our discussion here is confined to the former 
but not with the question of competition versus no 
competition. Competing is an inherent part of liv¬ 
ing and learning. To even suggest its elimination is 
ridiculous. So our problem is to decide on the de¬ 
sirable intensity of competition for the younger age 
group and to outline the kind of athletic program 
that will permit us to maintain this desirable in¬ 
tensity’. In attempting to do this we must look at 
both health and education factors. Educators right¬ 
ly turn to physicians and physiologists for guidance 
relating to the health aspects of athletics. But quer¬ 
ies concerning the effects of varsity-ty'pe athletic 
competition on young children bring varied an¬ 
swers: 

Rowe' and Fait" conclude from studies that 
young participants in interscholastic sports do not 
grow as well as those having a u’ell-organized phys¬ 
ical education program. McCraw® reporting the 
results of another study indicates that those taking 
part in intersciiolastic sports show a greater rate of 
growth and physical development. 

Low'man surveyed his orthopedic colleagues and 
found the great majority' opposed to “varsity'-type” 
interscholastic competition below the ninth grade. 
Fait ° a few years later, with the question xvorded 
somewhat differently, reported that a majority of 
orthopedists responding made the opposite kind of 
response. 

Promoters of midget football leagues point to 
their records of relatively few apparent injuries as 
proof that tlie sport is as safe for youngsters as for 
their older brethren. But studies of injuries at the 
high school level “ show that the younger and green¬ 
er a youth the more likely he is to injury. That all 
serious injuries are not apparent was demonstrated 
when .x-ray studies of so-called insignificant injuries 
revealed 14 fractures.® 

Similarly, it has been indicated that susceptibility 
to epiphysial injury in the young athlete is not suf¬ 
ficient to contraindicate high pressure competition 
in contact sports.^ However, Hibberts’ analysis of 
football injuries “ shows tliat one out of five partici¬ 
pants will sustain an injury. Of these injuries one 


out of five will be a fractured bone. Other reports ’ 
suggest that in fractures of the growth areas of long 
bones in youngsters about one out of eight will give 
trouble with possible deformity in .spite of the best 
of medical care. It has also been pointed out that 
the hazards in this connection are greatest in con¬ 
tact sports such as football. 

Another facet of the injury problem is related to 
what Lowman ’’ labels “wear and tear” on the im¬ 
mature organism. He suggests that acute trauma 
may be less important than continuing minute trau¬ 
ma to the growing .skeleton. Early' arthritic changes, 
low bach and sciatic symptoms, and other similar 
problems, he feels, can frequently be attributed to 
the cumulative effects of such minute trauma. The 
counter argument is, however, that those youngsters 
able to make the high-powered teams are more ma¬ 
ture physiologically than their fellows" and con¬ 
sequently can stand up under the stresses of sports 
without such harm. And so the controversy con¬ 
tinues. 

“But what about the effects on emotional health?” 
the educator asks. There have been attempts to get 
at this e.xperimentally': In one study employing a 
galvanometer-ty'pe instrument," reactions of boys to 
their ordinary physical education activities were 
found to be as pronounced as those evidenced in 
connection with varsity'-type contests. On the other 
hand, in another study comparing simulated pressure 
situations in sports with those in which pressure 
factors were not introduced reactions of partici¬ 
pants differed markedly. As high as 30% experi¬ 
enced nausea in the pressure situation while only 
one boy was so affected among all the participants 
under nonpressure conditions. 

In a survey of parental opinion about sleep and 
sports a large majority of parents said that the par¬ 
ticipation of their youngsters in varsity-type games 
did not interfere with sleep." On the otlier hand, 
Giddings" in sleep studies using standard levels 
of motility', as a measure of soundness of sleep, 
found that, in young players, highly competitive 
sports measurably interfered wtli the depth and 
nature of sleep. 

Certain objective ev'idence probably relating to 
emotions and injmries is indirectly available. Adi- 
letic injury statistics show four or five times as 
many serious injuries in games as in practice peri¬ 
ods this in spite of tlie fact that tlie time spent in 
practice ordinarily averages a great deal longer. 
The higher proportion of injuries in the highly or¬ 
ganized situation can probably be traced to accom¬ 
panying tensions and pressures. Therefore, tlie im¬ 
plication is that tlie high pressure conditions will 
create a far greater injury hazard. But tliose who 
do not agree say that these statistics are from 
studies of older age groups—high school and col¬ 
lege. “How do you know they xvill apply for the, 
younger, more plastic children?” they ask. 
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Also, on the emotional side psychiatrists and psy¬ 
chologists have been polled as to their feeling about 
tlie effect of high pressure sports on young children. 
There was general agreement that high pressure 
elements are detrimental at this age level.'" But 
they point out that such elements are not part of 
the athletics themselves but of the conditions sur¬ 
rounding them. These, the mental health experts 
say, should be eliminated or controlled. This is 
easier said than done, however, and they offer no 
specific formula for such control. 

There is no lack of agreement among physicians 
or among educators concerning the need for medi¬ 
cal controls in sports for youngsters. Everyone rec¬ 
ognizes the need for a medical examination prior to 
the season of participation, for a physician being 
in attendance at contests in strenuous or body- 
contact sports, for medical determination of ability 
to return to play following an injury, and other such 
controls. It is only on the question of the desirable 
intensity of the competition that disagreement ex¬ 
ists. 

Educational Considerations 

Where does this lack of agreement on the effects, 
physical and emotional, of high pressure programs 
leave us? It implies that the decision as to the in¬ 
tensity of athletics for children must be predicated 
largely on educational considerations. Let us exam¬ 
ine some of these factors that need to be evaluated: 

Growth Factors.—Child growth and development 
specialists point out that the chief business of the 
growing child is to grow. Growth is a highly de¬ 
manding energy-consuming process’ with which 
nothing must be allowed to interfere.''’ Rational 
activity will assist growth, but unreasonable stress, 
emotional or physical, can have the opposite effect. 
The child may be pushed into a fatigue cycle 
fatigue, impaired nutrition, impaired general health, 
decreased ability to rest, greater fatigue—again 
around the cycle. 

Learning and Emotions.—Psychiatrists and psy¬ 
chologists agree that growth toward mental-emo¬ 
tional maturitj' and stability must be a gradual 
process. We do not teaeh children to swim emotion¬ 
ally by throwing them into an emotional stream be¬ 
yond their depth.'® On the other hand, we do not 
help them to learn how to handle their emotions by 
removing the problems and situations that generate 
emotions. For the growing child, the emotional 
hurdles must be neither too high nor too low; they 
must be consistent with mental-emotional maturity. 
It is the eventual task of educational leadership 
to evolve a graduated curriculum for emotional 
growth based on such principles. 

Education in Vo/ues.—Football fever or hoop hys¬ 
teria need not be serious diseases. Within reason¬ 
able limits tliey are probably good for school, 
community, and even national morale. Certainly 
tliey are a part of today’s culture. But for most 


people these are transient things, held somew'hat 
apart from the workaday world. When they become 
one’s only world, trouble is ahead. In today’s society 
it is easy for the athlete to feel that sports make the 
world go around, or at least- make education go 
around. This is a snare and delusion e.xcept for a 
relative handful who will earn their living as pro¬ 
fessional athletes. For the rest such a false set of 
values is completely unrealistic. It is the task of 
education to develop its atliletic programs so as to 
place sports in their proper perspective in total 
living. 

Motivation of Sponsors.—Adult volunteers who 
give their services unselfishly to children deserve 
our highest commendation. The great majority who 
urge or promote high-powered sports for children 
are honest in their convictions. They feel strongly 
that such promotions are good for boys and girls. 
The same can be said for a great many parents. But 
child psychiatrists suggest that the motives of such 
parents and volunteers be examined and reexam¬ 
ined to be certain they are what they seem,'” and 
that they stay that way. Do the inner motives jibe 
with those that show on the surface? Is there a desire 
to relive athletic successes in the child? Or con¬ 
versely is there a wish to make up for youthful 
athletic frustrations? Does the role of coach or 
manager have an inordinate appeal in relation to 
the concern for children? These are only a few of 
the questions that need to be asked. 

Social Learnings.—We claim certain social values 
for athletics; educators would be the last to deny 
these. Sports, properly guided, can help to build 
qualities like loyalty, courage, and over-all good 
sportsmanship. They can contribute to the develop¬ 
ment of leadership ability. They can teach the im¬ 
portance of botlr individual effort and team play. But 
all of these values and some others can be realized 
for children right in tlieir own schools and communi¬ 
ties without high-powered tournaments, bowl games, 
and the like. To claim any special social values for 
an athletic trip across the state or nation is simply 
not facing facts. These same values could be gained 
from a band tournament, outing activities, an edu¬ 
cational excursion, or simply a trip with family or 
friends. 

Educational Exploration.—Most of us would prob¬ 
ably agree that interests are founded largely on 
experience. Children learn to know and enjoy a 
variety of sports only by participation in them. If 
they are to develop broad interests there should be 
opportunity for wide athletic exploration during 
the upper elementary and early junior high school 
years. By introducing high pressure, varsity-type 
programs at this most impressionable age, we tend 
to crowd out other activities, and encourage early 
specialization. Thus we deprive children of many 
other sports experiences as well as the opportunity 
for participation in a variety of other developmental 
activities. Also, by centering attention on the so- 
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called major sports, to the c.vclusion of others, we 
sow the seeds for “spcctatoritis" in later life. Few 
people participate in the major sports past age 25. 
And few people who have not learned to enjoy the 
minor sports in childhood will be converted to the 
active life in adulthood. 

Learning Skills.—Experience indicates that chil¬ 
dren can learn sports skills much earlier than has 
commonly been thought. Interestingly enough, how¬ 
ever, the earlier they arc learned the sooner interest 
seems to drop off in the average individual. With 
the c.vception of the star performer, there seems to 
be a fairly constant interest-span for participation 
in a given sport. Educationally, then, the problem 
becomes one of detennining when children arc 
ready for best learning in a given activity and over 
what period the e.Kpcriences provided will be of 
greatest %'alue to them. 

No one should or could justify a sports program 
for young children designed solely as a "farm- 
system” for high school and college teams. But 
there is nothing wTong with the concomitant devel¬ 
opment of good performers through a program de¬ 
signed for children as they are. Harry Combes, 
coach of the University of Illinois basketball team, 
vTiting with Clyde Knapp'' contends that an e.v- 
tensix’e program for all is better training for over-all 
future athletic success than intensive competition 
for a few. The early maturers who receive aU the 
attention in the intensive program may not be tire 
best prospects in high school and college years. 
Meanwhile those who mature later and might end 
up as superior performers lose interest because of 
lack of opportunity. 

Physical Unfitness.—In many areas of education, 
tlie gifted child has been neglected. But in physical 
education including athletics this is certainly not the 
case. The physically gifted child has usually had 
the cream of facilities, equipment, and time and 
attention from personnel. Frequently, tliis has 
meant that there has been little or no sports pro¬ 
gram for other children. At the elementary school 
level, as a general rule, facilities and personnel are 
too limited to support both programs. With our 
crowded schools these conditions are not likely to 
improve in the near future. Thus, those who are 
mostly physically fit are likely to receive the major 
share of attention. Such a program can help to per¬ 
petuate physical unfitness among the many children 
so deprived of opportunity for participation. 

What Kind of Program? 

Athletic competition needs to be as carefully 
graded as other parts of the school program. In tlie 
early school years (grades 1-3), young children find 
enough and suitable competition in informal play 
and their class activities in physical education. As 
the child grows older (grades 4-6) a desire for fur¬ 
ther competitive activity shows itself. Boys and girls 
begin to enter the team game stage and as time 


goes on will turn more and more to this t)'pe of 
play. An athletic program which includes only a 
few children of only one se.\' cannot satisfy this 
need. \Miat type of program should we recom¬ 
mend? 

First, a broad program of class instruction in 
physical education for all boys and girls is needed. 
Opportunities to learn skills in a wide variety of 
games and other activities should be emphasized. 
This requires definite teaching and not merely the 
throwing out of balls for unsupervised play. 

Second, a varied program of informal play oppor¬ 
tunities and intramural sports should be offered for 
boys and girls in the upper elementary and early 
junior high school years. In such activities competi¬ 
tion is confined to games and contests between 
teams within an individual school. 

Third, occasional invitational games, sports days, 
and play days involving two or more schools may 
be arranged. Such activdties are limited to neighbor¬ 
ing schools or to a small geographical area. The 
emphasis is on informality without high pressure 
elements such as championships, tournaments, all- 
star contests, and the like. 

A three-point program like the above makes the 
best possible distribution of available funds and 
facilities among all children. It provides satisfjdng 
activities for girls as well as boys, for the child witli 
average sb'lls, for the physically gifted, and even 
for youngsters with handicaps. Such a program 
spreads the benefits which competitive sports hold 
for children to all those who vash to tate part. It 
permits tlie curriculum in competition to grow and 
develop a pace consistent with the maturity of the 
child. 

Problem Practices 

Immature boys and girls are not little men and 
women; tliey need a program specifically tailored 
to their needs. Yet bowl games, all star events, and 
other activities that tend to force patterns of sports 
designed for college and professional atliletes do\ra 
into the elementarj' schools are being pushed in 
some places. This has led a variety of professional 
groups interested in the health and welfare of young 
children to recommend against tlie folloiving types 
of procedures and programs: (1) tournaments, fre¬ 
quent contests, long seasons, bowl games, or other 
procedures that may cause undue pressure or make 
excessive demands on young boys and girls; (2) 
games and contests played at night or otlier times 
outside usual school or recreational hours; (3) travel 
beyond the immediate neighborhood or in the case 
of smaller rural schools to nearby communities; 
(4) “grooming” of players for high school teams or 
attempts to make elementary scliool sports a “farm 
system” ratlier than a program for tlie cliildren 
themselves; (5) commercial promotions which un¬ 
der various guises seek to exploit youth for selfish 
purposes; (6) programs which usurp a dispropor- 
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donate amount of facilities, funds, and staff time 
for a selected few rather than for all children; and 
(7) overemphasis tlurough tournaments, howl 
games, “all-star” teams, and other emulations of 
adult athletics. 

Siunmary 

Under good leadership athletics can help to teach 
moral and spiritual values—to mold character. They 
can provide wholesome recreation, for both the 
present and the future. They can help to build or¬ 
ganic vigor and improve strength, agility, and en¬ 
durance. But these values are not an automatic 
outcome of athletics. They will not accrue unless 
the sports program is developed with consideration 
for the physical, mental-emotional, social, and 
educational principles involved. They cannot be 
achieved if tlie sports program includes only a few 
children and a limited number of activities. 

This calls for a reemphasis rather than a de¬ 
emphasis of athletics. It demands an athletic pro¬ 
gram that is available to each child attending school 
so that no boy or girl is denied an opportunity to 
gain the values of sports participation. Second, it 
requires medical supervision to make certain that 
the program will be conducive to the healtli and 
safety of each child who participates. Third, it ne¬ 
cessitates planned interpretation of that program to 
tlie community—to build public understanding of 
the real purposes and values of athletics in edu¬ 
cation. 

535 N. Dearborn St. (10). 
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S PACE FLIGHT.—Scientists and engineers backed by the U. S. Government are 
headed for outer space. The cost of this campaign will be as astronomical as its 
objective, but the men who lead it consider its success a national necessity. 
They point out that the earfli’s atmosphere is an insignificant film, thinner in 
proportion than the skin of an apple, and that military technology is about to outgrow 
it, as it outgrew the earth’s surface two world wars ago. Navigation of the air film 
is no longer enough. No nation will be safe unless it can also navigate the vacuum 
that hangs overhead. The new status of space flight, formerly made suspect by 
visionaries and fiction writers, was not defined in public until we recently held our 
Astronautics Symposium at San Diego. Planned as a small “confab” of space-minded 
missile' men, this confereiice ballooned into a crammed mass meeting of engineers 
and scientists representing airplane, electronic, and instrument companies, as well as 
universities and all three armed services. A few years ago most of these hardheaded 
men would not have attended a space-flight meeting except incognito. Now we are 
eager.-Capt. W. M. Snowden, M. C., U. S. N., Newer Concepts in Aviation Medicine, 
A. M. A. Archives of Industrial Health, September, 1958. 
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We all agree that ihc three things a growing child 
needs most arc food, sleep, and exercise. Parents 
stress the first two and o\'crlook the last. Allowing 
the matter of exercise to lake its own course is not 
too bad, since the child’s interest to use his body is 
so strong. But a young one does need guidance in 
the amount and kind of exercise he takes and a 
constant check on his inclination to overtox* him¬ 
self. 

The "Golden Rule” 

We will assume that cx'cry competent, successful 
coach is familiar with and able to impart the basic 
fundamentals of his or her effort, so let us pass on 
to some of the things common to all sports. One of 
the things I, myself, consider more important than 
whether Johnnie can break 70 in golf, win tennis 
matciies 6-0, or even be a star in touch football or 
track, is sportsmanship. Sportsmanship is, after all, 
only an application of the "golden rule.” 

One of our authorities on child development said, 
"All young children arc poor sports; an average 
child takes about 15 years to develop to the point 
where he can conform to adult standards of good 
sportsmanship, lichen children arc poor sports they 
do not have warped personalities; they are not po¬ 
tential criminals; they are just downright spoiled; 
tliey are children bchaxdng like children.” 

A child who is a poor sj^ort can hardly grow up 
to be a good citizen. Let’s face it; good sportsman¬ 
ship begins at home. If mother pouts at the bridge 
table or father burns after a missed putt, children 
think it is accepted behawor. 

Children, whether jrlayers or spectators, also take 
tlreir cues from their coaches. An undignified, ill- 
tempered coach who curses, boos, jumps up and 
down, protestingly storms out onto the floor, or 
throws up his hands after losing a game or point 
is hardly setting an admirable example. A xviser 
coach or parent recognizes achievement and ap¬ 
plauds good play of both teams. 

Give your children time to develop. When they 
make a mistake, talk it over with them. Encourage 
them to play with their contemporaries. Children 
learn sportsmanship from playing with other chil¬ 
dren. You will be surprised just how much they 
learn and how fast. It is better when they are all 
about the same age and size; then, no one child 
can dominate the others. Everyone faces the fact 
of winning and losing. 

Director of Tennis, Hamtramck Public Schools, 

Read in the Symposium on Competitive Athletics in Children before 
the Joint Meeting of the Section on Pediatrics and the Section on Pre¬ 
ventive Medicine at the 107th Annual Meeting of the American Medical 
Association, San Francisco, June 26, 1958. 


Compefifion in athletics for children can 
serve as a positive force if every child learns 
to take losses as well as victories. Competi¬ 
tion among children should not follow the 
intercollegiate pattern of worshiping the star 
performer and neglecting the unskilled. If 
should, instead, be kept within such bounds 
as to promote both the growth of the child's 
body and the development of a personality. 


Success and Failure 

Another tiring we must consider is failure. Don’t 
be too quick to decide that some child has failed 
to learn some irarticular physical skill. Give him 
plenty of time and some extra coaching on the side. 
Never ridicule his awkward early efforts. Usually 
failure to master some desirable sldll, such as being 
able to catch a ball, hit a drive, or make a short 
putt, is caused by a lack of opportunity to practice 
or by self-consciousness. 

Too much striving? Don’t let the child push him¬ 
self past his own capabilities. Keep him competing 
with those of his own age level. Do not let the child 
become overtired. This fatigue could be caused by 
inadequate food, lack of sleep, overe.xercise, emo¬ 
tional frustration, or all four together. 

We cannot have a successful sports program 
without competition—but perhaps not the land of 
competition we have on tlie intercollegiate pattern 
of men’s sports, with its ballyhoo, its insane and in¬ 
ane worship of star performers, its attention to the 
skilled and neglect of the unskilled, and its sporting 
followers who demand victory at all costs. 

The prime objective for any person, child or 
adult, is mastery of tire game witliin the limits of his 
capabilities. In addition, the tremendous sense of 
achievement that comes from doing something well 
may be an aid to successful personality develop¬ 
ment m the child. The habits of diligence and per¬ 
severance necessary to achieve mastery and also to 
retain mastery of a sport should serve the child 
both in the athletic situation and also in other sit¬ 
uations which the child might meet. 

Competition, if not viewed as the prime goal but 
rather as an additional goal, may serve in a positive 
manner. It is not desirable to let the child stay in 
an ivory tower, where his supremacy is never 
threatened. On the other hand, great care must be 
e.xercised that the child is not put in a situation 
where defeat is inevitable and to which he can re¬ 
act only with despair and withdrawal Where a 
child has a reasonable chance for victory and when 
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he is aware tliat mastery of the game is his prime 
goal, competitive athletics then serve as a positive 
force, for every child must learn to tahe losses as 
well as victories. 


In the last analysis, it is the coach who senses his 
pupil’s needs and limits, who is able to make com¬ 
petitive athletics a positive force for growth and 
personality development.in his students. 




IMPLICATIONS OF LONGITUDINAL RESEARCH IN FITNESS PROGRAMS 

Robert W. McCammon, M.D. 
and 

Alan W. Sexton, Ph.D., Denver 


The desire of each generation of parents to have 
its children grow up to be the sort of superb physi¬ 
cal specimens that the parents would themselves 
like to have been is as old as civilization. The means 
most frequently chosen to attain this end has been 
some form of athletic participation. The selection of 
this means seems to rest equally on our concept tliat 
the atlilete personifies physical vigor and on the 
practical consideration that it is easier to gain the 
cooperation of children in games and sports than in 
other forms of activity. 

IVar has alu'ays been tlie most potent stimulus 
toward seeking greater fitness in the population, 
though the industrial revolution, udth its example of 
physical degradation incident to urbanization and 
coupled with long working hours under miserable 
conditions, also served to intensify tlie cries for a 
“sound mind in a sound body,” across tlie European 
world. Between periods of crisis such as these, the 
distaste with which the usual parent approaching 
middle age views his diminishing physical equip¬ 
ment sufBces to make him vow that his children svill 
never come to tliis but svill develop all the physical 
attributes die parent either never had or will never 
have again. 

In our day, with the span of useful adult years 
increasing rapidly, the descriptions of die decaying 
state of our youths’ fitness are not in any real sense 
different from the descriptions voiced during the 
reign of England’s first Queen Elizabeth. Again, it is 
children at whom the programs are primarily aimed, 
vath at least 10 admonitions to slow down activities 
and avoid physical stress after the age of 30 for 
each lonely voice raised to advocate tivo-mile runs 
before breakfast daily for those of 50, bicychng to 
the office at the age of 60, or parachuting into rivers 
for octogenarians. Still, there have always been 
critics of those who stress conditioning of children. 

From tiie Child Research Council, Universit>' of Colorado School of 
Medicine. 

Read in the S>'mposiuin on Competitiv'e Athletics in Children before 
the Joint Meeting of the Section on Pediatrics and the Section on Pre¬ 
ventive Medicine at the 107th Annual Meeting of the American Nfedical. 
Association, San Francisco, June 26, 1938. 


Fitness at best is a vague concept which 
can only be defined in terms of the purpose 
for which the individual desires to be fit. 
Fitness at a given moment may fail to re¬ 
flect or predict fitness as briefly as six months 
from the testing. Fitness at the time of test¬ 
ing may vary remarkably, dependent on the 
standard of measurement used. The response 
to conditioning programs, such as athletic 
participation, is . a highly individual thing 
rather than a group or age phenomenon. 
Children and young adults who show no 
frank disease are generally and similarly 
fit. The expectation is unrealistic that any 
conditioning program applied to a general 
population of any age level will produce 
uniform response. 


Aristotle said in his “Politics,” “Of those states which 
in our o^vn day seem to take tlie greateri care of 
children, some aim at producing in them an athletic 
habit, but tliey only injure their forms and stunt 
their growth. . . . Tlie evil of excessive training in 
early years is strikingly proved by the example of 
Olympic victors; for not more tlian tivo or three of 
them have gained a prize both as boys and as men; 
tlieir early training and severe exercises exhausted 
their constitutions. When boyhood is over, three 
years should be spent in other studies; the period 
of life which follows may then be devoted to hard 
exercise and strict diet.” 

It is not our purpose to join forces on either side 
of this argument. We simply ivish to present data 
on various forms of fitness testing which we feel are 
adequate to support the statements that fitness at 
best is a vague concept which can only be defined 
in terms of the purpose for which the individual 
desires to be fit, ffiat fitness at a given moment may 
fail to reflect or predict fitness as briefly as six 
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monllis from tlic Ic.sling, unci llial filncss at the time 
of testing may vary remarkably dependent on the 
standard of measurement employed. 

Methods of Study at Child Research Council 

The Child Research Corincil has been engaged for 
the past 2S years in a form of investigation involv¬ 
ing repeated examinations of the same group of 
indivicluals at intervals during their entire life 
spans. The childhood period is interesting and im¬ 
portant, but it seems reasonable to suppose that 
much of its interest and importance is derived from 
its impaet on the events to eomc in the mueh longer 
span of maturity and senility. We feel that one of 
the major deficieneics in our knowledge of human 
biology is the lack 
of serial investiga¬ 
tions on man which 
would not only per- 
mit us to know 
what happens 
throughout child¬ 
hood but also give 
us an opportunity 
to trace the influ¬ 
ences of these 
childhood events 
insofar as irossiblc 
in the mature per¬ 
son. With regard to 
the present discus¬ 
sion, for e.xajnple, 
we hope to be able 
to say in the years 
to come whether, 
as an adult, the 
child who was ath¬ 
letic and apparent¬ 
ly fit before and 
during adolescence 
is more or less fit 
and longer or 
shorter lived than 
his contemporary 
whose measurable 
fitness was less outstanding in his growing years and 
whose participation in athletics consisted of owner¬ 
ship of season tickets to all the athletic events. To 
this end we have been administering bicycle ergom- 
eter tests to our subjects for the past 18 years, and 
we have added other forms of testing within the 
limits of our situation as the tests became available 
and attained acceptance. The ones in charge of this 
discussion very kindly granted u's permission to pre¬ 
sent data for the entire span of years we have cov¬ 
ered in this program rather than limiting us to the 
age of 12 years. 

The study series of the Child Research Council is 
composed of children bom in middle and upper 
middle class Caucasian families in Denver. Because 
of this selection, any limitation of nutritional, edu¬ 


cational, athletic, or other oirportunilics is largely 
the result of individual choice rather than environ¬ 
mental prc.ssurcs. 

The presentation of data representing the per¬ 
formance of single individuals, where only a very 
few can be crowded in to the space available, is 
always subject to the danger of selection on the 
basis of proving a point with a scries of three or 
four cases. We were somewhat protected in this 
instance because of the orientation of this discus¬ 
sion. In accordance with that orientation, we di¬ 
vided our children into three groups; (a) those who 
have participated in team .sports where they have 
been subjected to organized programs designed to 
increase their physical fitness with an eye to com¬ 


peting with other teams; (b) those who have been 
more individual in their activities and whose condi¬ 
tioning depends practically entirely on their own 
initiative and energy; and (c) those who have never 
wilfully participated in athletics and have taken 
part in compulsory physical education in school 
only under protest. From these we then selected the 
three individuals in each category for whom we had 
the longest and most nearly complete follow-up 
records. The grouping of individuals in the figures 
was done xvith deliberate bias, which will be ex¬ 
plained separately for each figure. 

The material presented in the figures represents 
the results of four tests performed periodically on the 
subjects of the Child Research Council. The central 
line graph gives the range of scores by sex for the 



Fig. 1.—Pliysical fitness values for team athletes (solid line), individual athlete (striped line), and 
nonathlete (line of circles). 
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pulse recover)' index, as calculated by the formula of 
the Harvard Fatigue Laborator}', after four minutes 
of exercise on the bicycle ergometer \vith the friction 
load adjusted in such fashion that the subject does 
±5% of the same amount of work that he would have 
done on a standard step test. The circles above and 
below, the central lines represent the maximum and 
minimum scores recorded, for each age. The things 
which have interested us about these data are the rel¬ 
atively narrow range of distribution for the middle 
50% of the group, the marked skewing of the data up¬ 
ward as compared with the minimal spread below 
the 25%, and the flat nature of the curve. Apparently, 
whatever the faults of this measmrement, it does suc¬ 
cessfully eliminate differences due to increases in 
musculature and maturity. 


The upper bar graphs give the grip strengths of 
the children represented. We have insufflcient data 
at this time to establish meaningful standards for our 
group, but at least this permits us to compare one 
rheasure of muscle strength within these children. 

The lower bar graphs represent a rather complex 
respiratory ratio, derived by dividing the maximum 
breathing capacity per square meter per minute by 
the vital capacity per square meter. It should be 
pointed out that this permits a child to show a high 
score either by having a relatively high maximum 
breathing capacity or by having a relatively low 
vital capacity. We have used this ratio in an at¬ 
tempt to express respiratory efiBciency within the 
individual. It has the characteristic of dropping 
rather remarkably in a child who adds fat to the 
point of frank obesity. At this time we make no 


claims for it except to say fliat it seems to fit no 
better and no worse with our general appraisal of 
the subjects than the other tests used. The dotted 
line simply indicates the middle of the range we 
encounter in our subjects to give some idea of the' 
situation of these children compared with the total 
group in the absence of enough data to make stand¬ 
ards meaningful. 

The small arrows indicate the age of maximum 
growth in height during adolescence for each of the 
children presented, both to give an idea of the de¬ 
velopmental status of the subjects at any given point 
on the age scale and to illustrate how smoothly 
Aristotle avoided a difiicult problem when he dis¬ 
posed of the whole subject of variation in the age 
of physical maturation by saying simply “when boy¬ 
hood is over.” Ex¬ 
treme as the differ¬ 
ences represented 
here are, with the 
earliest peak of ad¬ 
olescent growth at 
12 years and six 
months and the lat¬ 
est peak at 15 years 
and nine months, 
they do not repre¬ 
sent the extremes 
found even in our 
relatively small 
group of less than 
100 boys. The me¬ 
dian age for maxi¬ 
mum adolescent 
growth in boys fpr 
our series is 14 
years, which sug¬ 
gests that consider¬ 
ing childhood as 
terminated, after 
the age of 12 is not 
only arbitrary but 
also erroneous. 

Comparative Results 

Tlie three children grouped in figure 1 were 
placed together to show that, with proper selection, 
it is possible to fit all or most of the common con¬ 
cepts regarding the superior scores of the condi¬ 
tioned aSilete no matter what type of measurement 
is used. The boy represented by the solid black 
lines was active in many sports, both as a member 
of his school teams and in the various “little 
leagues.” He represents the maximum recovery in: 
dex at more ages than any other child on the series. 

It is also true tliat he shows ano&er facet of ex¬ 
pected ^response, in that he stopped being active in 
any athletics except skiing when he finished his 
freshman year in college and since then has shown 
an abrupt drop in his score. The boy represented by 
the diagonally striped lines is the individual athlete, 



Fig. 2.—Physical fitness values, showing consistency of scores in three categories of activity for team 
athlete, individual athlete, and nonathlete. 




Vol. ICS, No. 11 


144.S 


FITNESS PUOGUA^fS-^fcCA^l^^ON AND SEXTON 


being active in swiinining, skiing, tennis, and inovm- 
tainccring. Although somewhat limited by going to 
college, he has still managed to remain active and 
his scores ha\'c remained fairly constant. The boy 
represented by the line of circles is one of the “con¬ 
tentedly unfit," who has successfully avoided par¬ 
ticipation in athletics and other physical activity. 
The fact that he had moderate asthma throughout 
childhood, which cleared when he was about 15 
years old, may haN’c accounted for some of his dis¬ 
taste for physical acti\'ity, but since he has been 
free from ss’mploms his scores have not improved. 

The grip strengths of these three boys tell the 
same stor>'. The conditioned athlete is clearly 
stronger than either of the others, and he maintains 
this superiority and continues to show some in¬ 
crease e\'cn after 
his recover}’ score 
has dropped. The 
individual athlete, 
while not able to 
match the organ¬ 
ized athlete c.vccpt 
briefly when he 
had completed his 
adolescence and 
the team athlete 
was just entering 
his, still has no 
trouble in staying 
ahead of the non¬ 
athlete in muscle 
strength. 

In the respira¬ 
tor}’ ratio graph, 
however, the con¬ 
ditioned athlete 
falls behind both of 
the others and the 
individual athlete 
is superior. It is in¬ 
teresting that the 
nonatlilete, in spite 
of his asthma, man- 
ages to attain a 
very good score, but it should be recalled that this 
is a ratio between two respiratory measurements and 
his score is aided by his relatively low vital capacit}'. 

Finally, the early-maturing boy in this group is 
not the one who is athletically inclined in tire usual 
sense, and the tsvo e.stremes in atliletic participation 
and fitness measurements are really much closer to 
each other in age of maturation than either is to the 
early-maturing boy. 

In figure 2 the symbols represent the same cate¬ 
gories as in figure 1. Again, the team athlete out¬ 
strips the other two, but this man failed to show 
any drop in his scores after the age of 16 when he 
practically stopped his participation in addetics in 
favor of working on his hot rod. In muscle strength, 
however, he is clearly below the other two boys 
and is actually below the median for boys of our 


study scries. There is much less differentiation be¬ 
tween the recovery scores of the individual athlete 
and the nonaihlctc than wc saw in the first group 
of three. At one point, the nonatlilete became ath¬ 
letic. Because of his late adolescence he was still 
prcadolcsccnt when he entered high school, and he 
was so anxious to demonstrate his masculinity that 
he went out for and made the beginning football 
team, in competition with boys much more ad¬ 
vanced in maturation than lie was. The score at 
15 years and si.x months was obtained shortly 
after the close of the football season that year, 
and the dip at 16 coincided with his dropping 
out of football because he no longer felt the urge 
to prove he was a man after he had physical 
evidence of it. 


The individual atirlete in this group, while one of 
the largest boys in our group, took only a desultory 
interest in the organized athletic programs a\'ailable 
to him, never went out for any school team, and 
preferred to spend his time and energy fishing and 
hiking, activities which he maintained through txvo 
years of military ser\dce and now continues as a 
civilian. After a slow start, his recovery index has 
shown a steady rise and is now in the upper half of 
the group. His muscle strength, as might be e.x- 
pected from his large size, is well up in the group, 
though not superior to that of the nonathlete in any 
significant degree. As adults, the respiratory ratios 
of the three subjects are quite similar, which is in¬ 
teresting in view of their markedly different physi¬ 
cal builds and diverse past experiences in physical 
conditioning. They are also very similar in the age 
at which they attained the maximum rate of adoles- 



Fig. 3.—Physical fitness values, showing similarity of scores in team athlete, individual athlete, and 
nonathletc, engaging in three categories of activity. 
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cent growtli, being grouped in a sLx months’ period 
starting 18 months later than the median for the 
boys of our series. 

In figure 3, also, the solid line represents the team 
athlete, the diagonal stripe tlie individual athlete, 
and the small joined circles the nonathlete. If we 
consider the over-all picture, these three boys are 
not very different from each other in their scores on 
the bicyele. If there is a long-term edge held by any 
of them, it would have to go to the individual ath¬ 
lete, who was a runner beeause he liked to run in 
much the same fashion as Europeans run for exer¬ 
cise. In high school and in college he ran the mile 
in track, but in our area there is no competitive 
traek aetivity before high school and he ran as much 
and as well before high school as he did afterward. 


The nonathlete is tire brother of the nonathlete on 
the first chart, and, while he had no asthma, he 
showed the same disinclination to involve himself 
in athletics as his brother did. In spite of this, his 
scores in the early years compare well with those of 
the other two in all parts of the testing. At 15 years 
of age, he rvas sent to a private school where ath¬ 
letic participation was compulsory as a daily portion 
of tire school curriculum, and then he went to a 
military' school, which he still attends, where physi¬ 
cal conditioning is part of a way of life. If these 
e.xperiences have changed his physical condition, 
tire reflections of the change in the physically stress¬ 
ful bicycle test are clearly for the worse, and it is 
only in the respiratory index that he has shown any 
visible improvement. 

The team athlete in this group is perhaps the most 
interesting child and young man to be presented. 
From his early school da 3 's to the end of high school. 


athletics and physical conditioning were almost a 
religion to him. In spite of his ordinary muscular 
strength, his median age of adolescence, and his 
small physical size of 130 lb. (59 kg.) on a 5-ft., 8-in. 
(172.7-cm.) frame, he is the most _ accomplished 
athlete of our group, at least in the sense of recog¬ 
nition of his accomplishment. He was all-conference 
selection in football, basketball, and baseball each 
of his last two years in a tough city league, and in 
basketball he was repeatedly chosen by the local 
sports writers as the high school athlete of the week. 
Yet, except for the peak just after his maximum 
growtlr period and just before he entered high 
school, his scores on the bicycle have been ordinary 
enough and the decline which started during the 
years of intensive training was not increased in 

slope when he 
stopped athletics as a 
busy college student 
earning much of his 
way as a shoe sales¬ 
man. Now, as a truly 
physically decadent 
medical student of 23 
years, his score pre¬ 
cisely matches his 
scores of 10 and 11 
years when his life 
was filled with athlet¬ 
ics instead of pre¬ 
scriptions and diag¬ 
noses. 

Figure 4 was assem¬ 
bled to show that we 
do not neglect tlie 
girls. It is difficult to 
match the categories 
we set up for the boys, 
so we selected three 
sisters, one of whom 
may be termed ath¬ 
letic during the past 
two years since she 
took a serious interest 
in ballet. The other two have never been athletically 
inclined. Except for the graphic symbols, which still 
present the “athlete” as the solid line, it would be im¬ 
possible from any of the tests to separate these girls. 
The established lesser muscle strength of girls is well 
illustrated by the grip strength results. The respira¬ 
tory scores of the girls, however, are well above those 
shown by any of the boys. We have laughingly 
passed this off as expected, since everyone knows 
women are windier than men. But if we take a look 
at census or actuarial figures on tlie sex of those who 
live the longest the laugh becomes less fun. 

In keeping with the general trend of those who 
concern themselves ivith fitness to make sweeping 
statements on limited data, we would like to point 
out that these three sisters raise the possibility that 
what we measure and term fitness is as much on a 
familial basis as on an environmental basis. At least 



AGE IN YEARS 

Fig. 4.—Physical fitness values in three sisters, showing similarity of scores. 
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so far as llic bicj’clc crgoniclcr scores arc concerned, 
otlicr siblings show the same close grouping in gen¬ 
eral as tiicsc girls siiow, whether they are of one sex 
or both. With the exception of the nonatbletie 
brothers previously shown and one other family, 
the results ohlaincd on siblings could be transferred 
from one child to another within a family without 
dislocation of the trend of any child. We do not 
present this as cstabli.shing a hereditary element in 
fitness, nor could such an element be established on 
a group such as ours, do want to emphasize that 
the basic material which is being worked on must 
be taken into account along with the manner in 
which it is processed in the production of superior 
physical fitness as in the production of any other 

coinmoditv. „ 

summary 


The data collected by the Child Research Coun¬ 
cil support the point of view that children and 
young adults who show no frank disease are gener¬ 


ally and similarly fit. The response to conditioning 
programs, such as athletic participation, is a highly 
individual thing rather than a group or age phe¬ 
nomenon, so that the e.\pectation is unrealistic that 
any conditioning program applied to a general pop¬ 
ulation of any age level will produce uniform re¬ 
sponse. Various measurements of fitness and re¬ 
sponse to conditioning, when applied to the same 
individual, give different answers, suggesting that 
current testing methods omit consideration of the 
question, “fitness for what?” There is as yet no 
evidence that athletics or other forms of physical 
activity produce any measurable or lasting benefits 
when applied only to children, and such adult work 
as is available indicates that, to be of value, the 
activities must continue through the major portion 
of the life span of the individual. 

4200 E. Nintii Avc. (Dr. McCammon). 
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SUBDURAL HEMATOMA IN THE ELDERLY PERSON 

Peter Stutevilie, M.D. 
and 

Keasicy Welch, M.D., Denver 


Subdural hematoma may occur at any age, and 
its manifestations depend on tlie age of its victim. 
The particular characteristics of the disorder at 
the earliest extreme of life have received wide at¬ 
tention, while its features at the other extreme have 
not. It has, however, been realized that in elderly 
patients subdural hematoma may mimic vascular 
disease or senile degeneration of tlie brain and tliat 
tins diagnosis may be exlremely difficult.* More¬ 
over, the results of treatment have been poor. For 
these reasons, a study of die problem was under¬ 
taken in the hope diat die clinical features of the 
disorder miglit lie clarified and earlier recognition 
and treatment might thus be permitted. 

Analyses ° of large series of patients of various 
ages unth subdural hematoma has draivn attention 
to the fact that the only consistent historical inci¬ 
dent is one of trauma to the head. These studies 
and others “ emphasize die variability of clinical 
manifestations that may appear and the unreliability 
of particular physical signs as a basis for diagnosis, 
in any age group. It is worth noting that in these 
extensive series patients over the age of 65 years 
make up only a small portion of the total numbers. 

From the Division of Neurosurgery, University of Colorado Medical 
Center. 

Bead before the Section on Nervous and Mental Diseases at the 
107th Annual Meeting of the American Medical Association, San 
Francisco, June 26, 1958. 


The course of subdural hematoma was 
studied by reviewing the hospital records of 
75 patients, 65 years of age or older, in 
whom the condition was demonstrated either 
at operation or of autopsy. The symptoms 
were such that the condition might easily 
have been mistaken for senile degeneration 
of the brain, cerebral vascular disease, or 
other conditions. Of the 30 patients who 
underwent operation, 17 survived and im¬ 
proved, while the typical course observed 
in 45 patients who did not undergo opera¬ 
tion was a quiet, gradual decline, frequent¬ 
ly terminated by sudden and unexpected 
death. The importance of early diagnosis 
and prompt operation was demonstrated. 
Although subdural hematoma in the elderly 
patient is a subtle disease, frequently dis¬ 
guised, it may be possible to increase the 
accuracy of diagnosis by keeping this condi¬ 
tion in mind, diligently utilizing such diag¬ 
nostic means as angiography, and resorting 
more readily to surgical exploration. 
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This study is based on a review of hospital rec¬ 
ords of 75 patients 65 years of age or older who had 
proved subdural accumulations sufficient to cause 
mental disability, physical disability, or death. Tlie 
patients ivhose records u'ere examined comprised 
all in this age group in whom the lesion was con¬ 
firmed either by surgical e.xploration or by autopsy 
during the past 15 years at Colorado General Hos¬ 
pital, Denver General Hospital, and the Denver 
Veterans Administration Hospital. 

Analysis of Cases 

Age, Sex, and Race Distribution.—By far the larg¬ 
est number of patients (78%) were white males; only 
18% of the patients were white females; and 4% 
were Negroes. The 75 cases studied were made up 
of patients between the ages of 65 and 92 years. Of 
tliese, there were 28 (37%) aged 65 to 69,15 (20%) 
aged 70 to 74, 16 (21%) aged 75 to 79, 11 (15%) 
aged SO to 84, 3 (4%) aged 85 to 89, and 2 (3%) 
aged 90 to 92. 

Chief Complaints.—Escorting relatives or friends 
were, not infrequently, the sources from which 
examiners drew the reasons for a patient’s delivery 
to tlie hospital emergency room or admitting ward. 
Often, the reasons stated seemed to represent in¬ 
ferences rather than quotations of complaints pre¬ 
viously made by the patient himself. 

Of these 75 patients, 32% (24) were brought 
into the hospital because they had suffered some 
kind of injury; 16% (12) because they had shown 
signs of mental or personality changes; 13% (10) 
because they were unconscious and could not be 
awakened; 11% (8) because of constant and severe 
headaches; and 4% (3) because of a neurological 
disability such as a hemiplegia. Twenty-four per 
cent (18) sought admission for medical or surgical 
diseases of odier systems. 

Trauma.—In tlie present series, 4% of patients 
entered the hospital comatose and without ac¬ 
companying history of any kind. For the most part, 
these patients were old men who lived alone in 
rooming houses, where they had been found un¬ 
conscious by acquaintances. A history of trauma 
was elicited in 71% of tlie cases; 31% of the patients 
had suffered overt trauma, as from road accidents 
or assault. The remainder simply had a history of 
falling. Four patients, resident in the hospital for 
nonneurological conditions, were injured on the 
wards, either by falling out of bed or by striking 
an open door during tlie night. In slightly less than 
one-fourth of all tlie cases, no history of trauma 
could be uneartlied. A similar proportion of all the 
patients fairly certainly had been drinking at the 
time when the illness began. 

Physical Findings.—Physical signs of increased 
intracranial pressure rarely were encountered. Of 
the patients studied, only 12 could be said to have 


been awake, alert, and mentally intact at the time 
when they were first e.\amined; of these, 4 were in¬ 
jured later on the wards. The remaining patients 
were confused, demented, stuporous, or comatose. 

Bruising about the head was remarkably frequent, 
being noted in over one-half of the patients. Focal 
neurological signs were of course, common, but 
since many of the patients were not examined wdtli 
neurological disturbances in mind, only a rough 
estimate can be made about tlieir actual frequency. 
Common phj^sical findings in the patients were an 
alterated state of consciousness in 63 ( 84%) (con¬ 
fusion in 15 [20%], stupor in 22 [29%], and coma 
in 26 [35%]), bruises on the head in 44 (59%), mild 
arterial hypertension in 17 (23%), pupillary ab¬ 
normalities in 29 (39%), speech difficulties in 11 
(15%), bilateral extensor toe signs in 13 (17%), 
hemiparesis in 18 (24%), and eridence of alcoholism 
in 19 (25%). 

Admitting Procedures.—As might be e.\'pected, the 
majority of patients with obvious head injuries 
were admitted to the neurosurgical service; 27% 
of all patients went initially to tliat service. An¬ 
other 11%, chiefly those with clear-cut, but ap¬ 
parently nontraumatic, neurological disease went to 
the neurological service. Two patients went to the 
psychiatric service because of their dementia. 
Thirteen per cent went to a surgical or to a surgical 
subspecialty service with complaints or signs of 
such tilings as urinary retention, fracture, bowel 
obstruction, and the like. Almost half of tlie entire 
series was first admitted by the medical service. Of 
this number, 25% were accepted because of a his¬ 
tory or signs of nonneurological disease such as 
disorders of the lungs and heart. The rest were 
deemed to be suffering from vascular accidents of 
the brain. The diagnosis on admission was subdural 
hematoma in 8 (11%), head injury in 19 (25%), 
neurological disease in 26 (35%), medical disease 
in 9 (12%), psychiatric disease in 3 (4%), and 
surgical disease in 10 (13%). 

Hospital Cot/rsc.—Failure to improve followed, 
at times, by a quiet and gradual decline and, at 
other times, by sudden and unexpected death 
seems to have been the pattern in those patients 
who did not come to operation. Thirty of 75 pa¬ 
tients were said to have died suddenly or un¬ 
expectedly. 

Cerebrospinal Fluid.—The cerebrospinal fluid 
pressure was completely normal in almost three- 
fourths of the 42 tests performed. Fluids altogether 
normal in appearance and cellular content were ob¬ 
tained in 40% of specimens while the remainder 
were xanthochromic or bloody. The protein content 
was analyzed in only 20 of the 42 specimens, and 
in 9 patients the protein level was within normal 
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limit-s. Sudden death followed in one instance of 
cistcmal puncture and in two instances of lumbar 
puncture. 

X-raj/s of ihc ShiU.—Ovev half the patients 
studied had no x-ray of the skull made at any time 
during their hospital stay. Of the x-rays of the skull 
that were obtained, one-third showed a fracture 
line and one-fifth definite displacement of a calci¬ 
fied pineal. 

Operative Rc.sn/fs.—Explorations were carried out 
in 30 cases. Although some 42 patients were sus¬ 
pected, on clinical grounds, of harboring a clot, 12 
failed to reach surgery, because, in almost every 
instance, the patient had deteriorated beyond the 
point where neurosurgical intervention could be 
begun or completed before his death. 

Of tlie 30 patients operated on, 577o survived the 
operation to improve, while the remainder died 
postoperatively. In half the postoperative deaths, 
failure to respond resulted from a reaccumulation 
of the clot; in the other half, such pathology as 
massive cerebral edema and intracerebral hema¬ 
tomas was found at autopsy. Contrasted to the 
over-all figures are the figures in tlic 20 most recent 
cases, in which 19 patients were given a diagnosis 
and operated on and 11 survived. 

Report of Cases 

Taken alone, statistical analysis of the data draum 
from this inquiry' is not enough to afford satisfying 
insight into die clinical features of subdural 
hematoma in the elderly patient. Simultaneous study 
of individual case histories is essential if the essence 
of the malady is to be understood. 

Tlie first case report exemplifies the commonly 
encountered situation in which an old man is 
brought to the admitting ward by relatives or 
friends who have noticed recently that something 
has been wrong with him. The patient, approached 
by a physician and questioned about his troubles, 
is likely to be grossly confused and totally unaware 
of the reason for his family’s concern. Consequently, 
he tends to draw attention to such irregularities of 
function as his cough or his difficulty in passing 
urine. Duly noted, this complaint is pursued while 
the confusion or dementia is attributed to senility. 

Case 1.— Tlie patient was a 66-year-old man who was 
brought to the emergency room by his family. When ques¬ 
tioned, he complained of frequency and urgency of some 
two to tliree years’ duration. He was raamined and was 
found to have a large prostate gland, to be confused, and to 
have a minimal right-sided hemiparesis with appropriate re¬ 
flex changes. He was admitted to the urologic service, where 
cystoscopy was done and a lumbar puncture was made. On 
his eighth hospital day, he died suddenly and unexpectedly. 
Postmortem examination revealed a large, left, subdural 
hematoma and a massive pulmonary embolus. 

Not infrequently, cerebral vascular disease seems 
to be a reasonably acceptable basis to account for 
the patient’s presenting difficulties. 


Case 2.—The patient was a 92-ycar-old man who was 
brought to the hospital unconscious. Ten yeans earlier, he 
had had a "stroke" that had left him mildly hcmiparctic on 
the right side, 'Tlirce days before admission, he was said to 
have liad another "stroke.” There was no history of trauma 
to the head. After the second attack, he went through inter¬ 
mittent periods of unconsciousness which gradually grew 
longer and more frequent until he could not be aroused. He 
had been noted to be somewhat weaker tlian usual on his 
right side. Examination at the ho.spital showed him to be 
profoundly comatose, to have a right-.sided hemiplegia with 
absent tendon reflexes on that side, and to have a right ex¬ 
tensor plantar response. He was brought into the hospital 
and treated supportivcly. He failed to improve over the 
next four days and finally died of extensive, bilateral, sub¬ 
dural hematomas. 

Tlie following case points up the fact that the 
early complaints of many patients of this age xvith 
subdural hematoma may be nonspecific. 

Case 3.— Tlie patient was a 76-year-old man who had 
been in good health until 10 days before the time when he 
appeared at the hospital. At the onset of his illness, he was 
said to have had the "flu,” and he was treated for this by 
his family physician. During the course of treatment, how¬ 
ever, the patient appeared to be “dull," and he complained 
often and bitterly of severe and constant headache. Finally, 
he became somnolent, and, at this point, he was referred to 
tlie hospital. Examination showed him to be in and out of 
stupor and to exhibit a left-sided hemiparesis with generally 
symmetrical but luTieractivc deep-tendon reflexes and with 
bilateral extensor plantar responses. Lumbar puncture 
yielded conspicuously xanthochromic fluid under a pressure 
of 300 mm. of cerebrospinal fluid. Cerebral arteriography 
disclosed the presence of a subdural hematoma on the right 
side. Evacuation of the hematoma was followed by recover)'. 

Reminiscent of the situation often seen at the 
other extreme of life is a simple failure to thrive, 
physically and mentally, because of a subdural 
hematoma. 

Case 4.—The patient was a 78-year-old man who had 
been sent to a nursing home by his family because of near 
starvation and from tlie nursing home to the hospital be¬ 
cause of progressive deterioration in his nutritional state. At 
the time of .admission, the patient was cachectic, lethargic, 
and irritable, but he displayed no focal neurological dis¬ 
turbance. In the hospital, he was investigated tlioroughly, 
but no specific reason for his decline could be established. 
Throughout his 11 weeks in the hospital, and despite vigor¬ 
ous and conscientious medical management, he failed to 
improve. Finally he became even less responsive, developed 
cyclic breathing, and shortly thereafter died. Postmortem 
c.xamination .showed bilateral chronic subdural hematomas 
and pulmonary infarction. 

Comment 

Clinical Features—The present study was under¬ 
taken with the hope of clarifying tlie clinical fea¬ 
tures of subdural hematomas in elderly persons and 
thereby making it possible to distinguish the disease 
from others producing similar manifestations. Un¬ 
fortunately, this objective was not wholly attained, 
since elderly patients wth this malady proved not 
to present consistently characteristic pictures. None 
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the less, it has been possible to define a varietj' of 
clinical situations sometimes associated with this 
disease. 

Tlie first such situation is one in which there is 
a definite initiating injury, as from a serious fall, 
automobile accident, or an assault. The patient 
tends not to improve but may do so slowly and 
incompletely. He may remain or become confused, 
demented, or somnolent and develop signs of neuro¬ 
logical deficit. In such cases, a surgical lesion can 
be usually diagnosed witli relative ease, and sur¬ 
gical exploration or angiographic study can be used 
with but slight hesitation. Tliere are, however, pa¬ 
tients in whom the clinical course, even after 
a definite initiating injury, has so much of the flavor 
of cerebral vascular disease that the suspicion of 
subdural hemorrhage is not entertained. 

A second situation (and it is the one which in¬ 
volved the majority of our patients) is one in which 
a history of trauma is sometimes not elicited or is 
denied. If remembered, injury has been considered 
to be trivial, and one or several minor falls have 
been interpreted as symptoms radrer than causes of 
the patient’s illness. The patient, often too con¬ 
fused to give a reliable history, is frequently 
sufficiently well enough preserved to give a mis¬ 
leading one. Under such circumstances, he may 
be admitted to almost an)' service in tire hospital 
for treatment of his accepted senility plus his 
“stroke,” his pulmonary disease, his heart failure, or 
other obvious physical disability. Later in his hos¬ 
pital course, he declines more or less markedly and 
rapidly to become somnolent or comatose. Care¬ 
fully examined, he usually will be found to have 
bruises of the scalp, sometimes indistinct and fad¬ 
ing, often concealed beneath the hair. Although by 
no means constant findings, there may be such 
neurological abnormalities as a hemiparesis with 
single or double extensor toe signs. 

Guillaume and Q2conomas,'“ describing their 
observations of patients of tliis categor)', state tliat 
ordinarily they exliibit asthenia, headache (constant 
or varying with postural changes), diminished in¬ 
tellectual activity, loss of initiative and of memory, 
and poverty of ideation. More recently, Bedford 
has made the following observation: 

T)'pically tine history is tliat the old person, already some¬ 
what enfeebled, has recently become mentally confused: 
medical advice or admission to hospital is sought for this 
latter symptom. A history of a fall within the preceding 
weeks or niontlis may be elicted-usually by direct question¬ 
ing—and has been attributed to “old age” or to a “little 
stroke.” The fall may have been accompanied by transient 
unconsciousness or epileptiform jactitations (and it may be 
observed here that although a fit is only rarely a symptom 
of subdural hematoma, it is by no means a rare cause of tire 
fall which leads to the blow on the head—trivial or other- 
wise-which is its almost invariable antecedent). Physical 


e.vamination only rarely contributes substantially to the 
diagnosis. The usual clinical picture is that of a mentally 
confused old person with some impairment of intellectual 
capacity (which may be slight, moderate, or profound), 
who may be somewhat or deeply drow.sy—but is as often not 
—and who may or may not have bruising about the eyes and 
forehead: there is often evidence of damage to tlie p>Tamidal 
systems, and occasionally pupillary abnormalities not unjusti¬ 
fiably attributable to ocular disease, which also hinders ade¬ 
quate retinoscopy. Very often, too concomitant disease of 
other systems—a fractured neck of femur, bronchopneu¬ 
monia, heart failure, or uremia—promdes further diagnostic 
distraction. 

Less commonpJace clinical sitnafions are exempli¬ 
fied by tlie case reports of patients who simply 
failed to tlirive, mentally and physically, or who 
complained early of insistent and severe headaches 
but showed no physical signs. 

Diagnosis.—Bedford pointed out the difficulty 
and complexity of diagnosis by noting tliat fully 
80% of 5,000 elderly people admitted to tlie Oxford 
Geriatric Unit over an eight-year period were con¬ 
fused—no matter what tlie diagnosis. His experience 
with .x-rays of the skull and with lumbar puncture 
resembles ours. Similarly, his diagnostic accuracy 
approximates our own. In this regard he says: 
“Indeed, despite the utmost vigilance, only 40% of 
my elderly cases were diagnosed in life,. ..” 

On tlie other hand, we fail to share the misgivings 
reflected in his statement that: “It must reluctantly 
be admitted, therefore, regarding the diagnosis of 
subdural hematoma in the aged, that unless thou¬ 
sands of old people are to be submitted needlessly 
to an unjustifiable intracranial exploration, ever)' 
physician concerned in their care will see a number 
of patients each year in whom the condition un¬ 
avoidably defies detection, and this unsatisfactory 
state of affairs is not materially improved by tlie 
knowledge that even without surgery, tliese effu¬ 
sions are not invariably ledial.” Our point of view 
on this score is based on the fact that of our 20 
most recent cases, 19 were recognized in life, ad¬ 
mittedly while a certain number of fruitless (but 
by no means unjustifiable) diagnostic procedures 
were made in patients without such disease. 

Finally, it seems prudent to stress the importance 
of early diagnosis, if diagnosis is to be made in a 
living patient and if treatment is to be effectual. 
Time and again we have encountered instances of 
sudden and unexpected death caused by subdural 
collections. Furthermore, the beneficial diagnoses 
were made early, and treatment too long delayed 
commonly failed. 

Frequcnct/.-From our data, we cannot estimate 
die actual incidence of subdural hematomas in the 
aged. Bedford,'” however, found tlie disease in 1% 
of a radier large group of hospitalized patients over 
65 years of age. 
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Trcalvicnl.—Om own proportion of unfavorable 
rasults of treatment makes us hesitant to defend 
any particular method of management. In our eases, 
liquid clots were drained between bur-holes, and 
the occasional solid clot required a larger bony 
opening for its removal. During the past two or 
three years, we have made it a matter of policy to 
reoperatc on any patient who declined anew after 
surgery or who failed to I'ally as e.spected. In cer¬ 
tain instances we have reoperated as many as four 
times to bo gratified, eventually, by the patient’s 
recovery. Our experience with LaLonde’s and 
Gardner’s ■■ method of spinal injection of saline 
solution is not extensix'e enough to allow us to 
fonn an opinion about its merits. From the limited 
use that we have made of this maneuver, we are 
certain, however, that it does not always make 
subsequent operations unnecessary. 

Summarj’ 

In the elderly person, subdural hematoma is a 
subtle disease frequently disguised so that it may 
be taken for senile degeneration of the brain, cere¬ 
bral vascular disease, or other conditions. Although 
early diagnosis is difficult, it is essential; first, be¬ 
cause the clinical course of a patient with a sub¬ 
dural hematoma frequently is terminated abruptly 
by sudden and une.xpccted death and, second, 
because treatment too long delayed often fails. 

Despite the lack of an easy solution to this prob¬ 
lem, our experience suggests that it may be possible 
to improve this difficult state of aflfairs by cultivat¬ 


ing an attitude of suspicion and by readily resorting 
to angiography or exploration in the older patient 
when the diagnosis can reasonably be entertained. 
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T raining for escape from a submarine.— in water-filled towers 120 

feet Iiigh, all submarine personnel undergo regular training in a method of indi¬ 
vidual escape from a disabled submarine. This training, knowm as bouyant- 
assisted ascent, is conducted at increasing depths down to 100 feet. In principle, tlie 
method is simple; die trainee, wearing an expanded life jacket, steps out of a pres¬ 
surized lock into the interior of the column of water where he is held on a platform 
by two instructors. On a signal from one instructor, die trainee forcibly expels the 
air from his lungs until he approaches residual lung volume. At this point he is re¬ 
leased and rises to die surface at a rate of 300 feet per minute. Throughout die 
ascent die trainee must continue to blow out air, since die compressed residual air in 
his chest expands rapidly in accordance with Boyle’s Law and can produce over 
distention of the alveolar structures, resulting in massive arterial air embolism. 
It is because of tiiis potentially fatal hazard that the Submarine Medical Officer 
must be in constant attendance, working in die water with the instructors during 
escape training. In the event of a casualtj', the doctor and victim are in a topside 
recompression chamber and at a treatment pressure of about eighty pounds per 
square inch within ninety seconds after the accident. This pressure reduces the 
volume of the air emboli that have flooded the left heart, coronaries, aorta, and cere¬ 
bral vessels, permitting a resumption of blood flow and sunaval of the stricken indi¬ 
vidual, in most cases. , . . Aside from its value as an escape training device, the 
tank serves as a research medium in which a wealth of data on respirator)' physiologx’ 
is constantly being accumulated by our submarine doctors.—Rear Adm. B. W. Hogan. 
M.C., Surgeon General, U.S.N. The Practice of Submarine Medicine, Medical Arts 
h- Sciences, Second Quarter, 1958. 
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CLINICAL NOTES 


IMPORTANCE OF AUTOPSIES-AN ILLUSTRATIVE CASE 

Jack Marks, M.D., Columbus, Ohio 
and 

Kenneth L. Gerson, M.D., Cleveland 


The autopsy examination is sought for a variety 
of reasons, including augmentation of medical 
knowledge, clarification of cause of death for medi¬ 
colegal reasons, and the disclosure of hereditary 
and infectious disease that might have valuable 
bearing on survivors.^ Many of tiiese reasons, how¬ 
ever, represent abstractions to next of kin and make 
no real impression on them.' We wish to present 
an instance wherein the information obtained from 
an autopsy examination was of critical importance 
to a family member and may be instrumental in 
the prolongation of life. 

Report of a Case 

Oiu' patient was a 15-year-old male initially seen in tlie 
outpatient department of the Ohio State University Hospital 
on Feb. 10, 1958, because of a chest deformity noted at the 
time of birth and of the type similar to that of the patient’s 
deceased father. He had no symptoms of illness and had 
e.\perienced no disability whatever with his deformity. He 
had no particular embarrassment over his chest deformity 
and enjoj'ed basketball and other vigorous sports. Tlie pa¬ 
tient's medical history included surgical repair of a scrotal 
varicocele at age 5 and trauma to the right eye, which left 
a residual coloboma of the iris. 

On physical e.\amination, our patient was a tliin, tall, white 
male witli a chest deformity of the pectus carinatum type. 
His height was 73 in. (185,4 cm.), tlie measurement from 
pubis to heel was 42 in. (106.7 cm.), measurement from 
pubis to verte.\' was 31 in. (73.7 cm.), and the arm span was 
75 in. (190.5 cm.). His weight was 126 lb. (57.2 kg.). Blood 
pressure was 110/68 mm. Hg in both arms. Pertinent physi¬ 
cal findings included elongated auricular pinnae and a post- 
traumatic coloboma of the right iris, with the remainder of 
the ocular examination thought to have been normal. The 
palate appeared ratlier high and arched in character. There 
was an asymmetrical anterior bulging of the left side of the 
thorax'. The extremities showed marked symmetrical elonga¬ 
tion of tire long bones of the fingers and toes. The joints of 
the fingers were somewhat hyperaxtensible; otlier joints 
seemed normal. There were high metatarsal arches bilater¬ 
ally. 

Laboratory data were normal witlr the exception of an 
elevated alkaline phosphatase level of 36.5 units, for which 
no explanation was obtained. The 17-ketasteroid and 17- 
hydroxycorticosteroid levels were normal. X-rays of the 
skull were reported normal. A chest .x-ray showed anterior 
bowing of the sternum. The cardiac shadow and aorta were 
drought to be within normaj limits. X-rays of the hands and 
feet were remarkable only in the length of the metatarsal 
and phalangeal bones. An electrocardiogram was normal. 

CJijuca] Instructor in Medicine, the Ohio State University Health 
Center (Dr. Marks), and Intern, Mount Sinai Hospital (Dr. Gerson). 


The patient has two siblings, a 17-year-oId broth¬ 
er and a 14-year-old sister, neither of whom had 
been known to have any illness or deformities. The 
father had died at age 33 in congestive heart 
failure with a final clinical diagnosis of rheumatic 
heart disease and possible subacute bacterial endo¬ 
carditis. He had had six siblings, of whom all are 
living and well with no knowm abnormalities. The 
paternal grandparents lived long lives, and no 
abnormalities were known in them. 

Transcripts of the father’s records and slides of 
specimens obtained at autopsy were sent us from 
another hospital. It was learned that eight years 
prior to his death the father had been hospitalized 
and discharged with diagnoses of psychoneurosfs, 
anxiety-hysteria in type; partial dislocation of the 
lenses, O. U.; vitreous opacities, O, U.; congenital 
punctate cataract, O. U.; and tremulous iris, O. 17. 

Diagnoses at autopsy were given, in part, as 
follows: old and recent myocardial infarction; non¬ 
specific interstitial myocarditis; left ventricular hy¬ 
pertrophy and dilatation; marginal aortic valvulitis; 
and sacular aneurysmal dilatation of the ascending 
aorta and of the first portion of the arch of the 
aorta. Microscopic examination of the aorta showed 
medionecrosis with hyaline and mucoid transforma¬ 
tion and interruption of the elastic laminae. 

Review of the sections from tlie father’s autopsy 
at the Ohio State University Healtli Center showed 
lesions in the heart and aorta as described above. 
These findings are identical with the changes of 
Erdheim’s medionecrosis which are described in 
Marfan’s syndrome.’* On the basis of the above, we 
concluded that the patient’s father had had Mar¬ 
fan’s syndrome, as did our patient. 

Comment 

Marfan’s syndrome is an inheritable disorder 
probably transmitted by a single dominant auto¬ 
somal gene. It has been thought to cause changes 
in structures derived from the mesoderm. These 
defects can be grouped into skeletal, cardiovas¬ 
cular, and ocular manifestations. 
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TJic skeletal changes are characterized by gracile 
body habitus (dolichomorphism) with striking elon¬ 
gation of the distal bones of the extremities (arach- 
nodactyly). Patients with this syndrome are usu¬ 
ally tall with characteristic alterations of the 
proportions of the body. Typically the pubis to 
heel measurement exceeds the pubis to vertex 
measurement and tbc arm span is greater than 
the height. Involvement of the calvarium results 
in a long appearance of the skull (dolicbocephaly). 
Associated changes of the skull are highly arched 
palate and long narrow faces. Cleft palate is a rare 
finding.'' 

The rib cage is frequently involved and results 
in a funnel-shaped chest (pectus cxcavatum), pi¬ 
geon breast chest (pectus carinatum), or other 
asymmetrical chest deformities. A weakness of liga¬ 
ments, tendons, fascia, and joint capsules results 
in hyperextensibility and recurrent dislocations of 
joints, pes planus, pes cavus, genu recurvatum, and 
hernias. Ectopia lentis, almost always bilateral, is 
found in 50 to 80% of the reported cases. The lens 
is usually small, spherical, and displaced upward. 
Myopia is frequent, due to excessive lengdi of the 
eyeball. Retinal detachments occur frequentl 3 '. Iritis 
and glaucoma resulting from the displaced lens 
may be responsible for limitation of vision or even 
total blindness. 

The cardiocascular sj'stem is diffusely involved. 
Aortic insufficiency results in left ventricular hyper¬ 
trophy. Diffuse interstitial myocardial changes have 
been described.^ Marginal valvular thickenings 
have been noted, and tliese can be readily differen¬ 
tiated microscopically from those of rheumatic 
endocarditis. Dilatation of the ascending aorta and 
aneurj'sm are frequently noted. Dissecting aneu¬ 
rysm may occur as an initial sign or may follow 
aortic insufficiency. Defects in the pulmonary ar¬ 
tery' and the innominate and carotid arteries are 
less commonly seen." 'Weakness in the walls of the 
veins, apparently similar to that in the arteries, 
may result in varicose veins.” 

Other aspects of the disorder have been de¬ 
scribed,'' including muscular underdevelopment and 
hypotonia. Deafness is reported” to occur in 6% 
of the cases. Pulmonary malformations and cystic 
disease of the lung have been thought to he a 
component of the disease. McKusick” has pub¬ 
lished a comprehensive study of Marfan’s syndrome. 

In the papers of Griffin and Koman and Marvel 
and Genovese,” a total of 55 cases of Marfan’s 
syndrome were collected, with 48 patients surviv¬ 
ing the first year of life. Of these, there was a range 
of life span of 1 to 55 years and a mean life span 
of 27.5 years. 

Wilson"* has recently described three genera¬ 
tions of a family affected with Marfan’s syndrome. 
He stated that the degree of physical activity of 
the individual probably is important in determining 
the rate at which aortic dilatation occurs. He cited 


a patient who led a quiet life and felt that the pa¬ 
tient’s sedentary existence had probably contributed 
to a prolonged life span. 

We therefore counseled the parent to have our 
patient desist from vigorous athletic competition. 
Wc suggested that he be given a type of education 
preparatory for sedentary work. The significance of 
this disease with relation to marriage and child 
bearing was discussed. The counsel given the par¬ 
ent most certainly involves a major alteration to 
the patient’s manner of living and might not have 
been justifiable without verification of the diagnosis 
of Marfan’s syndrome. 


Summary 

House officers are frequently faced with the re¬ 
sponsibility of requesting autopsy permission from 
next of kin. Often resistance is encountered for a 
variety of reasons, some of which are religious, 
some superstitious, and some simply based on a 
morbid displeasure of the concept of the autopsy 
e.xamination. Too often the reasons set forth by 
tlie physician to next of kin represent abstract ideas 
witli no apparent immediate benefit for the sur¬ 
viving family. We have found an instance in which 
information obtained from the autopsy of a father 
may prolong the life of his son. We believe this 
case to represent a valuable instance for house offi¬ 
cers to draw on in their discussions concerning per¬ 
mission for autopsy with families of their deceased 
patients, 

2820 Schaaf Dr. (9) (Dr. Marks). 
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SPECIAL REPORT 


FEDERAL MEDICAL-HEALTH SPENDING 
FOR FISCAL YEAR 1959 QULY 1, 1958, 

TO JUNE 30, 1959) 

The federal government’s medical activities are on a mas¬ 
sive scale and they continue to grow. This year for all health 
programs (research, medical care, public health) Uncle Sam 
is spending about 62.6% more than he did five years ago, 
13.5% more than last year. Programs in 22 separate agencies 
and departments of government range from cancer research 
to federal employee clinics. The total cost is 2.8 billion dol¬ 
lars, or 344.7 million dollars more than last year. Right now 
the agencies and the Bureau of the Budget are working on 
requests to be presented to Congress in Januar>'. There is 
little question that the bills, when finally enacted ne.xt year, 
wall set anotlier new high for medical spending. 

For six years now the Washington Office of the American 
Medical Association, tlirough this annual budget report, has 
charted this expanding course of federal medical activity, a 
service not performed by any other organization. We identify 
all programs, describe their purpose, give tlieir present ap¬ 
propriations, and note the amount of increase. We do not 


Table 1.—Medical-Health Budgets of Federal Departments^ 
Agencies, and Commissions for This Fiscal Year 

Fiscal 1959 Fiscal 1958 Page 


Agency 

Department of Health, Education 

and Welfare. 

Veterans Administration. 

Department of Defense. 

Atomic Energy Commission. 

International Cooperation Admin. 

Department of State. 

Kational Science Foundation. 

Office of Civil and Defense Mobilization 
Federal Employees Health Programs.. 

Department of Labor. 

Panama Canal Co. and Panama 

Canal Zone Government. 

Department of Treasury . 

Department of Justice. 

District of Columbia. 

Federal Trade Commission. 

Department of Commerce. 

Civil Service Commission... 

President's Comm, for Employment of 

the Physically Handicapped. 

Small Business Administration. 

Departm mt of the Interior. 

National Advisory Committee to 

Selective Ser\'ice . 

Office of the Attending Physician 
of Congress. 


$1,110,207,800 
843,521,000 
751,115,000 
45.462,000 
39,600,000 
21.638,380 
19,575,000 
13,617,000 
11,000,000 
8,827,000 

3,959,900 
3.854,500 
2,105,000 
2 . 000,000 
1.600,000 
1,212,400 
420,000 

214,700 
150,000 
140,000 

19,000 

13,145 


$819,395,800 3-10 
$49,374,000 10-11 
702,305,000 12 
40,085.000 13 
37,300,000 13 
15.718,110 13-14 
7,500,000 14 
3,177,000*15 
10,000,000 15 
8,069,476 15 

5,988,300 16 
3,837,8.50 1C 
1,796,000 16 
3,700.000 17 
1,500,000 17 
911.300 17-18 
387,000 18 

182,575 18 
70,000 28 
154,950 19 

19,000 ID 

12,145 19 


DEPARTMENT OF HEALTH, EDUCATION. AND 
WELFARE (This Year: $1,116,207,896-Last 
Year $849,395,800) 

Division of Hospital Facilities.$187,800,000 

last year: $122,650,000 
This division administers tlie federal aspects of both the 
original and expanded Hill-Burton programs. In 1958 Con¬ 
gress enacted legislation which authorizes loans in lieu of 
grants for any of the eligible projects under the entire pro¬ 
gram. Since 1946 the federal contribution through June 30, 
1958, amounts to $1,024,000,000; when the sponsors’ share 
is included, the total is $3,323,000,000 (these figures are for 
both the original and the expanded program). This is the 
first time since fiscal 1950 that the appropriation has reached 
8150,000,000 for the original program plus the categorical 
programs. Total appropriations are divided into the following 
four categories: 

Hill-Burton Original Program.$150,000,000 

last year: $ 99,000,000 

This appropriation, allotted to the states on the basis of 
population and per capita income, assists in the financing of 
new hospitals and related health facilities construction under 
the original Hill-Burton program. To June 30, 1958, federal 
funds have partially financed approximately 3,476 projects, 
including 159,745 hospital beds, 768 public health centers, 
23 state health laboratories and something in excess of 100 
nurses’ homes and training facilities. 

Medical Facilities—Category Program.$35,000,000 

last year: $21,000,000 
The total allotted to the state this year on a population-per 
capita-income formula xvill assist in the financing of new 
construction under the 1954 amendments in four categories 
as follows: $7,500,000 for hospitals for the chronically ill and 
impaired; $7,500,000 for diagnostic centers, or diagnostic 
and treatment centers; $10,000,000 for nursing homes; and 
$10,000,000 for rehabilitation facilities. As under the original 
program, the federal share may range from one-tliird to 
two-thirds of tlie total project cost. As of June 30, 1958, a 
total of 496 projects had been approved, divided among the 
four categories as follows: facilities for chronically ill (98), 
diagnostic-treatment centers (196), nursing homes (125), 
and rehabilitation facilities (82). 


Totals.?2,8SC,200,831 ?2,541,483,506 

* The fipiire for fiscal 1958 is the appropriations of the Federal Civil 
Defense Administration and the Ofllce of Defense Mobilization; now 
combined in the Office of Civil and Defense Mobilization. 

attempt to evaluate tliem—to rate them as good, bad, or in¬ 
different; as wasteful or invaluable. This is a factual study, 
based on scrutiny of appropriation acts passed by tlie last 
Congress and information supplied us by program and fiscal 
officers in the various departments and agencies, all of whom 
gave us tlieir wholehearted cooperation. It covers the current 
fiscal year which ends next June 30. 

Wliile nearly 38 million people are eligible to receive all 
or part of tlieir medical care from or tlirough the federal 
government, medical care represents only a part of the total 
spent by die U. S. in medical fields. Many millions of dollars 
go for researcli, drug control, personnel training and other 
efforts not directly related to the rendition of medical care. 

As in last year’s report, we have listed in table form pay¬ 
ments to disabled persons through programs which the fed¬ 
eral government finances entirely or in part. Such beneficiaries 
now total nearly 6,000,000, a 15% increase over last year. 
Money paid diem has Increased to 4.75 billion dollars, over 
40% more than last year. These data are on the last page, sep- 
-arated from the rest of the report because not all of the 
money is federal. 

' This report was prepared by the Washington Office of the American 
Medical Association. 


Hill-Burton Administrative Expenses.$1,600,000 

last year: $1,450,000 

This appropriation is used for administration, including 
salaries and expenses for die hospital survey and construction 
program for the federal headquarters and for eight regional 
federal offices. 

Research.$1,200,000 

last year: $1,200,000 

Audiorized in 1949 but not appropriated until 1955 is this 
item for research, experiments and demonstrations on utiliza¬ 
tion of hospital services, facilities and resources. The bulk of 
die money is assigned as grants to states, universities, hos¬ 
pitals, hospital associations, professional associations, and 
community organizations and a small amount for direct re¬ 
search by U. S. Public Health Service. 

National Institutes of Health.$324,383,000 

last year: $241,183,000 

National Cancer Institute.$75,268,000 

last year: $56,402,000 

About 50% of this appropriation is earmarked for grants 
to non-federal individud investigators and private institu¬ 
tion for research and training. Almost 25% xvill be used to 
support contracts with the pharmaceutical and chemical in¬ 
dustries in research on chemotherapeutic agents for the treat¬ 
ment of cancer. The states receive $2,250,000 for cancer 
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control work. $4,212,000 will provide professional and tcclr- 
nic.nl assistance to )niblic and private institutions cnKtiKcd in 
prevention, diagnosis, and treatment amoiif; individuals and 
large population groups (cytology activities) and environ¬ 
mental cancer activities. The balance is for direct research 
operations, including salaries, supplies, and tliis Institute’s 
share in the cost of operating lire Bethesda (Md.) Clinical 
Center and relaterl auxiliary services. 

National Heart Institute..$4.5,01.3,000 

last year: 83.5,936,000 

Grants to non-federal individual ins’cstigators and public 
and private institutions for research and training t.akc about 
TSTr of the appropriation. $2,125,000 is allocated to states 
for heart disease control. The balance is for direct research 
operations, including salaries, supplies, and this Institute's 
share in the cost of operating the Bethesda (Md.) Clinical 
Center and related auxiliary seiwices. 

Mental He.ilth Institute.$32,419,000 

last year: 839,217,000 

Approximately 758; of this apirropriation is apportioned 
for research and training through gr.anls to individn.al in¬ 
vestigators and piddic and private institutions. The sum of 
$4,000,000 is .allocated to the states for community mental 
health services. The remainder is for direct research opera¬ 
tions, including s.alarics, supplies, and this Institute’s share in 
the cost of operating the Bethesda Clinical Center and re- 
latctl auxiliary services. 

Arthritis & Met.abolic Diseases Institute.$31,215,000 

last year: $20,385,000 

Grants to public and private investigators for research and 
training tot.al 7580 of this appropriation. The balance is for 
direct research operations, including salaries, supplies and 
this Inslitute’.s share in the cost of operating the Bcthc.sda 
Clinical Center and related auxiliary services. 

Neiirologic.al Diseases & Blindness Institute.$29,403,000 

last year: $21,387,000 

Grants to public and private investigators and institutions 
for research and training total 80% of this appropriation. The 
remainder is for direct rese.arch operations, including salarie.s, 
supplies, and this Institute's .share in the cost of operating 
the Bethesda Clinic.al Center and related au.xiliary scrxaces. 

Allergy & Infectious Diseases Institute..$24,071,000 

last year: $17,400,000 

Research grants to public and private investigators for re¬ 
search .and training .amount to 70% of this appropriation. 
The remainder is for direct research operations, including 
salaries, supplies and this Institute’s share in the cost of op¬ 
erating the Bethesda Clinic.al Center and related .auxiliary 
serva'ces. 

Dental He.alth Institute.$7,420,000 

last year: $6,430,000 

Grants to public .and private investigators for research and 
training total about 60% of this appropriation, $983,000 xvill 
be used for technical assistance to states and $320,000 for 
coordination and development of dental resources. ’The re¬ 
mainder is for direct research at Bethesda, review and ap¬ 
proval of grants, administrative e.xpenses, and for support of 
the Clinical Center. 

National Institutes of Health—General Funds.$28,974,000 

last year: $14,026,000 

These funds .are administered by the Division of General 
Medical Science of tlie National Institutes of Health, with 
practically all funds being expended for research and train¬ 
ing grants, with the exception of $2,236,000 for control of 
biologies (including polio and flu vaccine), which activity is 
under the Division of Biologies Standards. Tire balance goes 
toward supporting fellowships and administrative expenses 
relating to grants. 


Laboratory Research Construction (NIH)..$30,000,000 

last year: $30,000,000 

'rliere is available for planning and construction of re¬ 
search facilities $30,000,000 the authority for which is Pub¬ 
lic L:iw 835 (84th Cong.). To be eligible for grants, the ap¬ 
plicant must be a public or nonprofit institution determined 
iiy the Surgeon General, after consultation with tlie Nation.al 
Advisory Council on He.alth Research Facilities, to be compe¬ 
tent to engage in the ijiie of research for which the facility 
is to be constnictcd. This is the third year of this program’s 
operation. 

Water Pollution Control.$45,000,000 

last year: $47,500,000 

Under Public Law 660, enacted in 1956, the Federal Gov¬ 
ernment makes grants for the construction of waste treat¬ 
ment plants. Altliough $45,000,000 was appropriated for 
fiscal 1959, the funds alloc.ated to the states will be based on 
the $50,000,000 authorized in the basic legislation. 

Hospitals and Medical Care..$48,454,000 

last year; $44,399,000 
'rhesc funds are used for operational costs and mainte¬ 
nance of PHS hospitals and health services in caring for 
American seamen, Coast Guard and Public Health Service 
personnel and their dependents, federal employees injured at 
work, leprosy patients and narcotic addicts, and includes 
studies in the development and coordination of nursing re¬ 
sources. It also includes $1,000,000 for payments to Hawaii 
for care of patients suffering from leprosy and $5,800,000 for 
nurse training grants. Not shown in the appropriation is ap¬ 
proximately $4,500,000 additional income, principally from 
other federal agencies for reimbursable sendees. 

Indian He.alth Activities.$44,597,000 

last year: $43,230,300 
Under Public Law 568 (83rd Cong.), PHS assumed re- 
.sponsibility for the he.altli of American Indians and natives 
of Alaska which formerly was a function of Interior Depart¬ 
ment. Tlie total is broken down as follows: hospital care in 
Indian hospit.als, $23,756,000; contr.act patient care, $8,- 
000,000; field he.alth services $6,620,000; program direction 
and management services, $2,097,000; and modernization of 
hospitals and construction of facilities $4,124,000. In addi¬ 
tion, the Indian health activities of PHS wall receive ap¬ 
proximately $740,000 as reimbursements from other govern¬ 
mental agencies for services rendered in PHS facilities. 

Assistance to States—General.$22,889,000 

last year: $22,592,000 

Grants totaling $15,000,000 will be available for allocation 
to the st.ates in support of state and local general public 
hcaltli activities. These grants must be matched one state 
dollar for every two federal dollars. U. S. Public Health 
Service will spend $5,889,000 to provide technical assistance, 
consulting services to states, e.xpenses of the National Office 
of Vital Statistics, international health activities, demonstra¬ 
tions, training activities, and operational e.xpenses. A total of 
$2,000,000 will be available for grants to schools or direct 
traineeship aw.ards to individuals for the training of profes¬ 
sional public health personnel. 

Sanitary Engineering Activities.$12,815,000 

last ye.ar: $12,640,000 

This program is made up of seven activities as follows: air 
pollution control, $3,860,000; water supply and water pollu¬ 
tion control, $6,600,000; radiological health activities, 
$608,000; milk and food sanitation activities, $492,000; inter¬ 
state carrier and general sanitation activities, $510,000; 
Sanitary Engineering Center research activities, $440,000; 
and administration, $305,000. 

Tuberculosis Control.$6,386,000 

last year: $7,000,000 
Grants to states for diagnostic and treatment clinics, mass 
case-finding and follow-up services account for $4,000,000, 
all of which has to be matched equally by the states. The 
remainder is for direct operations of PHS. - . . , 

















1454 


SPECIAL REPORT 


J.A.M.A., Nov. 15,1958 


Cotmnunicable Disease ActiWties.$8,300,000 

last year: $6,250,000 

The entire appropriation is used for direct activities of the 
PHS Conununicable Disease Center at Atlanta, Ca., and its 
affiliated operations. The Center carries on studies in epi¬ 
demiology, furnishes laboratory diagnostic ser\’ices and spon¬ 
sors special projects to assist states. This amount includes 
$1,700,000 for equipment for the new Communicable Dis¬ 
ease Center which is now under construction in Atlanta. 

Office of the Surgeon Ceneral.$5,260,000 

last year: $5,100,000 
For administrative expenses of this office, including aU 
housekeeping services, evaluation of public health needs, and 
personnel training. Included also is approximately $1,389,400 
for administration of the National Health Survey Act author¬ 
ized by Public Law 652 (84th Cong.). 

Venereal Disease Control.;.$5,400,000 

last year: $4,415,000 
Of the total, $2,400,000 goes for direct grants to states for 
venereal disease detection, treatment and control on a spe¬ 
cial-need basis. Most of the remainder is spent for technical 
assistance to the states, including funds to pay 258 federal 
employees, the majority of whom are assigned to state health 
departments. 

Foreign Quarantine Service.$4,108,000 

last year: $3,876,000 
This service operates 310 medical quarantine stations on 
borders of tlie United States, It also operates 28 medical 
examination stations on foreign soil for the examination of 
aliens seeking visas to enter the U. S. Inspections are made 
of all seagoing vessels and aircraft entering the'U. S. It is 
estimated that the service will examine more than 3,100,000 
aliens in this country and 210,000 abroad. 

Alaska Health and Sam'tation Programs.$8,665,000 

last year: $2,165,000 
This appropriation will be divided as follows: $638,000 
for grants to Alaska for public health services; $527,000 for 
research activities of the Arctic Health Research Center at 
Anchorage; $1,000,000 to enable Alaska to pay for hospitali¬ 
zation for Alaska’s mentally ill at Momingside Hospital in 
Portland, Oregon; and $6,500,000 for construction of mental 
health facilities in Alaska as authorized by the Alaska Mental 
Health Act. 

National Library of Medicine.$8,365,000 

last year: $1,450,000 
As a result of Public Law 941 enacted in 1956, the Armed 
Forces Medical Library was renamed the National Library 
of Medicine and transferred to tlie Department of Health, 
Education, and Welfare. A new structure has been authorized 
to house the Library and $6,950,000 in construction funds 
was appropriated for 1959. The new Library will be built on 
the southeast corner of tlie NIH reservation at Bethesda. 

Reimbursable Health Programs for Other 

Governmental Agencies.$487,000 

last year: $475,000 

This represents tlie cost of services expected to be ad¬ 
vanced to Public Health Service by other governmental 
.agencies for establishing and operating on-the-job clinics. 
PHS deals largely with Washington personnel, whereas 90% 
of the total number of government’s emploj'ees are located 
outside the greater Washington area. 

Freedmen’s Hospital.$2,975,000 

■ last year: $3,000,000 

This institution with an average patient load of 328, plus 
32 new-boms, is a medical teaching facility and general hos¬ 
pital. Its patients are chiefly medical indigents from tlie 
District of Columbia and the adjoining area. The hospital is 
utihzed for training of interns and residents, chiefly from 
Howard University, and it has a nurses’ training school. A 
- total of $4,267,000 is authorized for operating costs. All in 
excess of $2,975,000 (appropriated for fiscal 1959) are ex¬ 
pected reimbursements from charges made to patients and 


payments made by the District of Columbia and other fed¬ 
eral agencies and from the counties surrounding Washington 
who utilize these facilities for welfare patients. Some super¬ 
visory functions over this program is vested in PHS. 

Howard University...$1,022,000 

last year: $1,136,000 
This University came into being shortly after the close of 
the Civil War because of the lack of higher educational facil¬ 
ities for negroes. It is jointly supported by congressional ap¬ 
propriations and private funds and offers instruction in ten 
schools and colleges, including colleges of medicine, dentistry, 
and pharmacy. This year the University’s total operational 
budget is in excess of $8,000,000. Of this amount, the Fed¬ 
eral Government svill contribute $4,350,300 toward opera¬ 
tional expenses, $123,000 for plans for construction, and 
$163,000 for completion-of a men’s dormitory. The com¬ 
bined budgets for the colleges of medicine, dentistry, and 
pharmacy will require approximately 24% of the University’s 
total budget. The entire student body of the University for 
1958-59 will be approximately 5,500. There are 350 students 
enrolled in the college of medicine, 289 in the college of 
dentistry and 133 in the college of pharmacy. The federal 
contribution for direct current operations in the colleges of 
medicine, dentistry, and pharmacy total approximately 
$1,022,000, according to the University’s treasurer. 

St. Elizabeths Hospital.$17,082,000 

last year: $15,904,500 
St. Elizabeths provides treatment for several classes of 
mentally ill persons, including those residing in the District 
of Columbia, beneficiaries of the Veterans’ Administration, 
beneficiaries of Public Health Service, insane persons 
charged with or convicted of crimes in U. S. courts (in¬ 
cluding the Court of the District of Columbia), certain 
American citizens found insane in Canada, the Panama 
Canal Zone and the Virgin Islands, certain foreign service 
personnel, and members of the military services admitted to. 
the hospital prior to July 16, 1946. Congress appropriated 
$3,186,000 to this institution for operational expenses 
$87,000 for major repairs, and $125,000 for construction 
planning. Reimbursements from other agencies will approxi¬ 
mate $13,684,000. Tliis hospital has an average daily pa¬ 
tient load of 7,000, 

Bureau of Public Assistance (Medical 

Payments) .$240,000,000 

last year: $150,000,000 
Out of a total budget of approximately $3.2 billion (fed¬ 
eral and state) for categorical public assistance programs, 
officials of the Social Security Administration estimate that 
appro.ximately 12.8% is now being devoted to health care of 
recipients. For all facets of living e-xpenses and medical care, 
the total federal contribution this year will be about $1.9 
billion. An estimated $410 million of federal, state, and 
local funds are e.xpected to be paid for medical and health 
needs of categorical assistance recipients this fiscal year. 
About $330 million will be paid to vendors of medical care, 
such as physicians, hospitals, pharmacists, nursing homes, 
etc., and about $80 million directly to recipients to enable 
them to meet their medical care needs. The federal share of 
combined medical payments to vendors and to recipients 
will be about $240 million. 

Office of Vocational Rehabilitation.$57,800,000 

last year: $50,830,000 

Under the expanded Vocational Rehabilitation Act (Public ■ 
Law 565, 83rd Cong.), Congress this year appropriated 
$56,400,000 for grants to states and other agencies. This is 
divided as follows: (a) support of basic rehabilitation serv¬ 
ices, including medical examinations, surgical and therapeutic 
treatment, hospitalization, prostheses, occupational tools and 
aids, vending stands, rehabilitation facilities, vocational train¬ 
ing and funds for maintenance (based on per capital income 
and population as in Hill-Burton), $45,500,000; (b) exten¬ 
sion and improvement of state programs, $1,500,000; (c) 
special grants to states or nonprofit organizations for projects 
designed to expand the rehabilitation program (2-1 federal- 
state matching), $4,600,000; (d) $4,800,000 for training of 
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ichabilitalioii povsoniici, incImlinK pliysicians, liiuraiiists, 
lisycholoKisls, counselor.'!, nieilical anti iisycliialrit; social work¬ 
ers. In addition $1,400,000 is available for federal adniinislra- 
tive costs. 

Children’s llurean.$32,300,000 

last year: $32,300,000 

OiK-ratiiif; under the Social Security Administration, the 
Children’s Ilnreau administers Kumts t<i states for maternal 
and child health, and crippled children’s and child welfare 
sersices. This year s;raut money ttitals $43,500,000 divided as 
follows; $10,500,000 for matermd and child health sx'ork; 
$15,000,000 for crippled children’s services; and $12,000,000 
for child welf:ire .services. However, this Inst item has no 
mctlical sij'nifieance and, therefore, it is not reflected in the 
total of $32,300,000. One-half of the federal funds for ma¬ 
ternal and child Iicalth and crippled children’s services is 
required to he nnitehed dollar for dollar hy the states. In ad¬ 
dition the Children’s llurean has $2,000,000 to finance in- 
vestisatinK and reporting; activities and to administer all the 
prants. .^Ihout dO*;?- of this amount is charpeahle to the he.ilth 
and rclatcrl activities of the Children’s Bureau which include 
administration of prants for maternal and child health and 
crippled children’s services and consultative services to state 
npencics and other piddic and voluntary apeneies and orpan- 
izalions enpaped in the provision of maternal and child 
he.alth services. 

Federal Sundus Property 

Donation Program.Approx. $18,319,805 

last year: $15,200,000 

The Department of HEW has authority to make donations 
of personal properly and transfer of real estate declared .sur¬ 
plus by federal agencies for health needs. In the case of real 
estate, conditional title is vested in the transferee and then 
after a number of years of utilization of the property in ac¬ 
cordance with imposed conditions the property can hecoinc 
absolutely vested. Recipients of personal property may he 
medic.al institutions, health centers, hospitals and clinics. 
Eligible donees of real property may he any institutions or¬ 
ganized for health purposes, including those engaging in 
medical research. It is difflcult to determine the exact value 
of property donated and transferred since accounting is on 
die basis of acquisition cost. Last year approximately $60,- 
910,000 of personal jiropcrty (acquisition value) was allo¬ 
cated for healdi purposes which probably had a fair market 
value of roughly $18,000,000. During the same period, ap¬ 
proximately $1,229,582 of real estate (acquisition v'alue) was 
transferred with a fair market value of $319,806. It is ex¬ 
pected that the level of donations and transfers for the current 
fiscal y'ear will be in line or slightly in excess of last year’s 
totals. 

Food and Drug Administration.$9,800,000 

last year; $9,300,000 

For administering the Food, Drug and Cosmetic Act, Con¬ 
gress voted the above funds. FDA will also realize an esti¬ 
mated $1,410,000 from fees paid by industry for certification 
of antibiotics, in.sulin, etc. 

U. S. Office of Education.$4,000,000 

last year: $4,000,000 

For a number of years tlie Office of Education has been 
making grants to states chiefly for vocational education. Dur¬ 
ing the last fiscal year approximately $4,000,000 was made 
available as grants to aid the states in the training of prac¬ 
tical nurses. For diis year, the Office of Education has avail¬ 
able approximately $34,000,000 for grants to states, of which 
$4,000,000 is again earmarked for the practical nurse train¬ 
ing program. 

VETERANS ADMINISTRATION 
(This Year: $843,524,000-Last Year: $849,374,000) 

In-Patient Care in VA Hospitals®.$675,298,000 

last year: $657,071,000 

VA’s largest single medical e.xpenditure covers in-patient 
care in 173 VA hospitals and provides for an estimated 


120,954 l)cd.s. At present V'A reports an estimated daily 
patient lo.ad of 111,063, approximately 92% of bed c.apacity. 
The appropriation includes salaries of physicians and other 
personnel, medical rehabilitation of veterans, dietetic and 
nursing services, social services and spcci.al services, such as 
recreation ami tran.sporlation of veterans. 

Out-Patient Care®.$75,399,000 

last ye.ar: .$79,000,000 

The hulk of this appropriation is for out-patient care in 
about 100 VA clinics. Tiic remainder is earmarked for fees 
to physicians ($8,079,000) and dentists ($1,048,000) under 
the home-town care program. 

Modernization and Replacement Construction®....$16,.593,000 

la.st year: $42,500,000 

This amount is for work on existing units where costs e.x- 
cecd $300,000 per project and ccpiipment for new units. The 
money is available until e.xpended. (See Alterations and 
Improvements item on this page for small projects.) 

Domiciliary Care®.$31,812,000 

last year: $31,490,000 

Domiciliary care is being provided in 17 VA facilities for 
about 16,810 veterans who, while incapacitated for employ¬ 
ment, are not in need of full hospital care. VA also makes 
p.a>Tnent.s to 33 state veterans homes with a daily patient load 
of appro.ximatcly 9,500. Payments this fisc.al year are esti¬ 
mated at $6,440,000. Under Public Law 613 (83rd Congress) 
federal contributions to these homes were raised from a 
ni.a.xiinum of $500 to $700 a year per patient. 

Contract Hospitalization °.$13,557,000 

last year: .$13,389,000 
This appropriation finances an average daily patient load 
of 3,117 veterans in federal hospitals other than VA and in 
state and municipal ho.spitals. Patients in federal non-VA 
ho.spifals arc estimated at 1,324 and in non-fedoral hospitals, 
1,676. Mental cases make up the largest single category of 
contract cases. 

Medical Administration®.$7,175,000 

last year: $7,862,000 
To operate tlie VA Department of Medicine and Surgery in 
the central office and the seven area medical offices; included 
are salaries, travel and like e.xpenses. 

Medical Research®.$16,344,000 

last year: $11,344,000 
For research, mostly in VA hospitals. The breakdown: gen¬ 
eral medical and surgical research, $9,600,700; atomic medi¬ 
cal research, $2,803,300; prosthetics testing, $1,000,000; 
neuropsychiatric, $1,659,100; tuberculosis, $1,130,900; other, 
$150,000. 

Alterations, Improvements and Repairs®.$2,700,000 

last year: $2,028,000 
For alterations, improvements and repairs to VA clinics and 
domiciliaries (costing less than $300,000 per project). 

Supply Depot Operations®.$2,055,000 

last year; .$1,790,000 
For maintaining and operating supply depots handling the 
purchase, slupping and storage of medical supplies and 
equipment used by the Department of Medicine and Surgery. 

Medical Education and Training®.$1,339,000 

last year: $1,400,000 
For VA training programs for physicians and other VA per¬ 
sonnel in medical specialties and auxiliary servnees. 

“In appropriating for VA, Congress stipulated that the 
funds were predicated on furnishing care and treatment for 
140,490 beneficiaries during this year. This total of bene¬ 
ficiaries was arrived at by adding the estimated number of 
veterans to be cared for in VA hospitals, domiciliary facilih’es, 
contract hospitals, and state veterans homes. There is no way 
of estimating whether more or fewer patients than this total: 
will be cared for during the year. If VA doesn't furnish care ’ 
at this level, its funds wall be reduced proportionately. 
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Medical Care—Philippine Veterans.$1,250,000 

last year; $1,500,000 

Until 1960 the U. S. will contribute for the medical care 
of Philippine veterans. 

DEPARTMENT OF DEFENSE 

(This Year: Approx. $751,115,000—Last Year: 

Approx. $702,305,000) 

Army Medical Services®.Appro.x. $295,000,000 

last year: $270,700,000 

The estimated cost includes expenses normally associated 
with the operation of military hospitals and dispensaries, mili¬ 
tary and civilian salaries, medical supplies and equipment, 
utilities, communications, transportation travel subsistence, 
maintenance and repair of buildings and grounds, e.xpenses for 
construction, dependent medical care, medical education and 
training, medical research and preventive medicine. 

Air Force Medical Serv'ices®.Approx. $221,000,000 

last year; $211,400,000 

The estimated cost includes e.xpenses normally associated 
xvith the operation of military hospitals and dispensaries, 
military and civilian salaries, medical supplies and equipment, 
utilities, communications, transportation travel subsistence, 
maintenance and repair of buildings and grounds, e,xpenses 
for construction, dependent medical care, medical education 
and training, medical research and preventive medicine. 

Naval Medical Serwces®.Approx. $235,000,000 

last year; $220,100,000 

The estimated cost includes expenses normally as.soeiated 
with the operation of military hospitals and dispensaries, mili¬ 
tary and civilian salaries, medical supplies and equipment, 
utilities, communications, transportation travel subsistence, 
maintenance and repair of buildings and grounds, e.xpenses for 
construction, dependent medical care, medical education and 
training, medical research and preventive medicine. 

OfSce, Asst. Secretary of Defense 

(Health & Medical).Appro.x. $115,000 

last year: $105,000 

For salaries, travel and administration of this office, and 
for travel expenses and consultant fees for the Defense De¬ 
partment Civilian Health and Medical Advisory Council. 

The 85th Congress placed restrictions on the Dependents 
Medical Care Program (Medicare). Because of these changes, 
reliable program cost estimates cannot be made at tliis time. 

ATOMIC ENERGY COMMISSION 
(This Year; $45,462,000-Last Year: $40,085,000) 

The Atomic Energy Commission's Division of Biology and 
Medicine has about $5.4 million more tlian last year for re¬ 
search projects. This year’s total includes the following 
spending plans: cancer, $4,172,000; other medical, $12,- 
268,000; biological, $14,104,000; biophysical, $1,784,000; 
development of new laboratory equipment, $2,498,000; vo¬ 
cational and special training, $2,220,000; radioisotope dis¬ 
tribution, $310,000; environmental science, $5,394,000; and 
miscellaneous items, $2,712,000, 

®A Defense Department source gives this explanation: All 
dollar amounts are estimates and have been rounded because 
mih'tary appropriations are not broken down into categories 
of medical ex-penditures. The estimated increase during fiscal 
year 1959 in the total military medical programs (about 
$49 million higher than was estimated in October of 1957 for 
ie fiscal year 1958) is primarily attributable to an increase in 
the cost of goods and services and because of an increase in 
salaries for military and civilian persoimel, approved in the 
latter part of fiscal year 1958. It is estimated that the average 
daily patient load will approximate the same as for fiscal 1958 
and that in the combined military services in-patient hospital 
care this year will cost about $319 million. Out-patient care, 
which will cost about $171 million because of an estimated 
34,000,000 out-patient visits, e.xcluding dental visits, reflects 
a small reduction in workload due to reduction in military 
population. 


INTERNATIONAL COOPERATION ADMINISTRATION 
(This Year: $39,e00,000-Last Year: $37,300,000) 

Technical Cooperation Health Programs.$14,000,000 

last year: $14,000,000 
The International Cooperation Administration through co¬ 
operatively financed programs is helping 44 countries, at 
their request, to improve their health and living conditions. 
Tire broad range of health projects falls into the fields of: 
(I) epidemic and infectious A’sease (malaria, trachoma, 
smallpo.x, typhoid); (2) environmental sanitation (safe 
water systems and sewage disposal); (3) development of 
rural health services and facilities (health centers, ho.spitals, 
clinics, laboratories); (4) training of personnel both locally 
and in the United States; (5) the establishment and de¬ 
velopment of basic health traim’ng institutions (schools of 
nursing, schools of public he.ilth). 

Malaria Eradication Program.$25,600,000 

last year: $23,300,000 
In the Mutual Security Act, the 85th Congress authorized 
U. S. participation in a world-wide malaria eradication pro¬ 
gram not to exceed the amount indicated above. 

DEPARTMENT OF STATE 
(This Year: $21,638,380-Last Year; $15,718,110) 

United Nations Children’s Fund.$11,000,000 

last year: $10,000,000 
The Um'ted States' share of the Children’s Fund is up 
about $1,000,000 over last year for a total of $11,000,000. 
The percentage of U. S. contribution to the total fund has 
dropped slightly from 55% to 52.5%. Other governments in¬ 
creased contributions from $8.2 million last year to $9.9 mil¬ 
lion this year. 'Tliere are 8I contributing governments and 
territories. Tlie fund is aiding 324 health and medical proj¬ 
ects in 104 territories and benefiring 50 million cl)ildren and 
others. More than 45,000,000 children and pregnant and 
nursing motliers benefited directly from the Fund last year. 
More than 14,000,000 children were vaccinated against 
tuberculosis, some 28,000,000 were protected with DDT 
against malaria, some 2,800,000 children and mothers were 
treated for yaws, bejel, or syphilis, 900,000 children were 
treated for tracoma. 

World Health Organization.$7,424,380 

last year: $4,200,110 
This country’s share of the WHO budget remains at about 
one-third of the total assessments of the 85 member govern¬ 
ments. Last year WHO was sponsoring about 600 projects in 
117 countries and territories. WHO’s overall budget is 
broken down this way: approximately 88% for operating pro¬ 
grams. 9% for administration, and the rest for organizational 
meetings. WHO actually had three appropriations from the 
U. S. The first is for $4,666,480 for its general activities; tire 
second for $300,000 for research; and the third for $5,000,- 
000 for malaria eradication which will come from ICA’s 
$25,600,000. This organization also administers $5,462,000 
obtained from the U. N. technical assistance program. Ap¬ 
proximately $2,457,900 of this total comes from the U. S. 

Pan American Sanitary Bureau.$1,914,000 

last year: $1,518,000 

The United States is contributing approximately two-thirds 
of die Bureau’s regular budget which tliis calendar year 
totals $3,000,000. In addition, this country hopes to allocate 
$3,000,000 for 1959 malaria eradication programs which will 
come from ICA’s $25,600,000 (see above). The Bureau, 
in existence many years before WHO was organized, is the 
regional office of WHO for the Americas. The Bureau is 
sponsoring health programs in 20 Latin American countries, 
dependent territories of European powers in this hemisphere, 
and the United States. 

Health Program for Overseas Employees.$1,300,000 

(new program) 

The Department of State furnishes health, care to 10,000 
overseas employees and approximately 15,000 of their de¬ 
pendents. In the case of dependents, the government pays 
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for iiictlic.il e-ire only nftcr the first 535 of expen.so Incnrretl 
for .1 single illness. In most c.iscs, military medical facilities 
of onr govcnimcnt overseas and facilities operated by the 
United States Public Health Scn’icc are utilized. However, 
in some cases private physicians and private hospitals arc 
used. 

NATIONAL SCIENCE FOUNDATION 
(This Year: $19,575,000-Last Year: $7,500,000) 

The Foundation’s overall budget of $130,000,000 is $90,- 
000,000 above last year’s appropriation. Tlie .sum of $19,- 
575,000 is earmarked for research grants in the biological 
and medical sciences. Tlio Foundation provides support for 
basic scientific research, for training and education in the 
.sciences through fellow.ships and programs to impros’c science 
teaching, and programs to improve exchange of scientific in- 
fonnation. 

OFFICE OF CIVIL AND DEFENSE MOBILIZATION 
(This Year: $13,r)17,000-Last Year: $3,177,000) 

Under Reorganization Plan No. 1 of 1958, the Federal 
Cii'il Defense Administration and tlie Office of Defense 
Mobilization were consolidated into what is now the Office 
of Civil and Defense Mobiiiz.ation. Tlie total budget for this 
new agency is $43,285,000. The health and medical actixities 
will exirend $13,617,000 broken down as follows: salaries and 
expenses, $403,000; research $179,000; education (medical 
education for n.alional defense), $133,000; federal medical 
.stoclqhling, $12,400,000; federal matching contributions re 
medical equipment for stale agencies, $500,000. 

FEDERAL EMPLOYEES HEALTH PROGRAMS 
(This Year: $11,000,000-Last Year: $10,000,000) 

Another health program, this one avail.ible to all federal 
civilian workers, provides limited services tlirough health 
clinics. Tlicy are operated by federal agencies which employ 
300 or more persons in any one area. By regulation, maxi¬ 
mum cost of a health service cannot exceed $13 a year per 
employee, although special industri.al conditions or minimal 
size units may warrant a higher ceiling. Services include 
treatment for on-the-job illness and physical examinations for 
emplovinent. 

DEPARTMENT OF LABOR 
(This Year: $8,827,000-Last Year: $8,069,476) 

Bureau of Employees’ Compeasafion.$8,200,000 

last year: $7,500,000 

An estimated 2,337,000 federal workers are eligible under 
the Federal Employees’ Compensation Act for medical and 
hospital care, rehabilitation services, disability and death 
payments, funeral and burial expenses. For treatment of em¬ 
ployees by private doctors and hospitalization in private fa¬ 
cilities, the Labor Department has set aside $6,200,000 this 
fiscal year, and for similar services in federal hospitals and 
clinics, $2,000,000. Expenditures for care by non-govem- 
mental physicians and in private hospitals has been increased 
by $545,000 ov'er la.st year’s spending level. 

Bureau of Labor Standards.$627,000 

last year: $569,476 

For promotion of industrial safety, the Bureau plans to 
spend .$412,300, and for re-employment programs of the 
physically handicapped, $214,700. The agency develops 
standards for hazardous occupations, assists the states in 
accident prevention programs and assist states and unions 
in training safety personnel. 

PANAMA CANAL COMPANY AND 
PANAMA CANAL ZONE GOVERNMENT 

(Tliis Year: $3,959,900-Last Year: $5,988,300) 

Expenditures for fiscal 1959 for operation of Canal Zone 
hospitals and clinics is estimated at $6,343,800. Medical 
services are available to Zone employees and tlieir depend¬ 
ents, certain military and otiier persons. Some of these pa¬ 
tients make payments toward the cost of their medical care, 
which payments are returned to the United States Treasury. 
In 1959 such revenue is estimated at $3,266,200. When last 
year's report was compiled, the revenue figure was not ob¬ 


tain.ablc. Expenditures for operating public health activities, 
including sanit.ition, he.alth director's office. Division of Vet¬ 
erinary Medicine, preventive medicine and quarantine and 
general government expense applic.ablc to the Health Bureau, 
.should tot.al $882,300. Tlie four ho.spitals operated by the 
Health Bureau of the Can.al Zone Government contain 1008 
beds as follows: Gorgas Hospital (440), Coco Solo Hospital 
(148), Coroz.al (300), P.alo Scco Leprosarium (120). In 
addition there arc two dental clinics, one medical clinic and 
five first-aid stations. 

DEPARTMENT OF TREASURY 
(Tliis Year: $3,854,500-Last Year: $3,837,850) 

The Bureau of Narcotics, operating within the Treasury 
Department, is primarily engaged in investigation, detection 
and prevention of viol.ations of the federal narcotic and mari- 
hu.ana laws. Subsidiary functions are: (I) exercising control 
over the legitimate manufacture and distribution of narcotics 
within the United States through a quota-system and super¬ 
vision over approximately 302,000 qualified registrants 
(physicians, pharmacists, dentists, wholesalers, etc.); and 
( 2 ) training of narcotics law enforcement officers sponsored 
by local and stale haw enforcement agencies. Increased em¬ 
phasis is being placed on drying up interstate and inter¬ 
national sources of illicit supplies. 

DEPARTMENT OF JUSTICE 
(Tliis Year: $2,105,000-Last Year: $1,796,000) 

Tiic figure represents the Bureau of Prisons’ estimate of the 
cost of medical and dental services for appro-ximately 22,000 
prisoners in 30 federal penal institutions. Tlie bulk (about 
$2,000,000) goes to commissioned officers of the Public 
Hc.alth Service assigned to tlie prisons and to related civil 
service personnel for services that include psychiatric, medi¬ 
cal, surgical, nursing and dental treatment. Another approxi¬ 
mately .$105,000 is earmarked for fees to 220 consultants in 
various medical specialties. 

DISTRICT OF COLUMBIA 
(ThisYe.ar: .$2,000,000-Last Year: $3,700,000) 

Only a rough estimation can be made of the federal con¬ 
tribution for health and medical programs of the District of 
Columbia. The total District budget for all governmental 
functions is in the neighborhood of $204,000,000. Congress 
has appropriated $20,000,000 for this year tovv’ard the cost of 
the District government or about one-tenth of the total. The 
District Healtli Department will expend $32,603,000. In this 
amount is included approximately $12,498,000 for care of the 
District’s insane in St. Elizabeths Hospital. Since such sum is 
shown in tliis report under St. Elizabeths Hospital, it may be 
deducted from the District’s appropriation for public healdi, 
leaving a net balance of $20,107,000 in that category’. Since 
the federal contribution to the District budget represents only 
one-tenth, tlien the federal contribution attributable to health 
and medical activ'ities can be approximated at $2,000,000. 

FEDERAL TRADE COMMISSION 
(This Year; $l,600,00Q-Last Year: $1,500,000) 

The Commission plans to spend about the same as last year 
for research, testing and compliance operations in the field of 
food, drugs, cosmetics and devices. This is nearly 20% of the 
agency’s total budget of $5,975,000, FTC is charged by 
Congress with the safeguarding of life and health of the 
public through the prevention of the dissemination of false 
advertisements of various products. 

DEPARTMENT OF COMMERCE 
(This Year: $1,212,400-Last Year: $911,300) 

Civ>il Aeronautics Administration.$600,000 

last year: $385,000 

Spending for the Civil Aeronautics Administration flight 
safety program is divided as follows: $375,000.for salaries 
and administrative e.xpenses at headquarters; $170,000 for 
similar expenses in . regional offices; $55,000 for the CAA 
Medical Research Laboratory at Oklahoma City. Five full- 
time and four part-time medical officers in the field superv'ise 
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the periodic physical examinations required of commercial 
and private pilofs. CAA has 1,826 designated medical exam¬ 
iners in the United States and overseas. A total of 225,614 
examinations were made last year and a similar number are 
expected to be made this j'ear. For tlris service, pilots pay 
ex.amining phj'sicians directly. 

National Bureau of Standards.$612,400 

last year: $526,300 

The Bure.au of Standards performs tests and engages in 
developmental research on its own initiative and at the re¬ 
quest of others. The Bureau will expend $176,800 of its own 
money this year as follows: $117,200 for radiation research; 
$43,000 for audiometric calibrations research; $16,600 for 
dental materials research. In addition the Bureau will receive 
$435,600 from other agencies, divided as follows; $71,100 for 
radiation research; $91,000 for air pollution research; $49,000 
for instrument testing; $63,500 for anesthesiological and 
respiratory equipment ev.aluation; $93,000 for dental ma¬ 
terials research; and $68,000 for preparation of C-14 labeled 
carbohydrates. 

CIVIL SERVICE COMMISSION 
(This Year: $426,000—Last Y'ear: $387,000) 

The Commission's total budget is approximately $18,200,- 
000, out of which about 2.3% goes to the medical division for 
salaries of eight physicians in Washington and eleven in the 
regional offices. The medical division’s duties include estab¬ 
lishing and reviewing physical standards for all civilian jobs 
in the Federal Government, supenasing and adjudicating 
disability claims for retirement, and setting professional 
standards of doctors and ancillary personnel to be employed 
in government in the competitive civil service. 

PRESIDENT’S COMMITTEE FOR EMPLOYMENT 
OF PHYSICALLY HANDICAPPED 

(This Year; $214,700-Last Year: $182,575) 

Projected spending is for salaries and admiiustration in the 
development and promotion of educational programs among 
employers and the general public to stimulate employment of 
qualified physically handicapped persons. It also entails ex¬ 
penses in connection with the National Employ the Physically 
Handicapped Week. 

SMALL BUSINESS ADMINISTRATION 
(This Year: $150,000—Last Year; $70,000) 

• The Small Business Administration provides financial 
assistance to hospitals, convalescent and nursing homes, med- 
ic.il and dental laboratories, and physicians for e.xpenses, 
improvements and general operations. Small Business Ad¬ 
ministration loans are of two types: participation loans, those 
made jointly with banks and other private lending institu¬ 
tions; and direct loans, where no participation is available. 
Since all loans must be of such sound value or so secured as 
reasonably to assure repayments, no program losses are 
anticipated. SBA officials estimate that administrative ex¬ 
penses for the headquarters and field offices will appro.ximate 
$150,000, which is about 1.5% of the total administrative 
fund available for all lending operations. 

■' DEPAR-TMENT OF THE INTERIOR 
(This Year: $140,000-Last Year: $154,950) 

■ •' The Bureau of Mines,- operating within the Department of 
the Interior, has a total appropriation of $5,585,000 for health 
and safety activities for this fiscal year. Identifiable healtli 
programs and e.xpenditures are as follows: $41,000 for a pro¬ 
gram for silicosis prevention in mines; and $99,000 for 
studies on natural and equipment fuel gases in mines and 
effect of radioactivity in metal mines. 

NATIONAL ADVISORY COMMITTEE TO 
SELECTIVE SERVICE 
(This Year: $19,000-Last Year: $19,000) 

In requesting this budget, which is the same as last years 
appropriation, the National Advisory Committee to Selective 
Service was informed by the military it probably would not 
be necessary to make draft calls for physicians in the current 


fiscal year. In any event, if c.alls were necessary, they would 
be less than the level which obtained when state and terri¬ 
torial offices and staffs were in operation. Congress provided 
the $19,000 appropriation for a-' skeleton staff and for 
expenses of national.advisory committee Operations, plus nom¬ 
inal expenses of state committees which are now on a stand¬ 
by basis. Because it now appears tliat several hundred 
physicians will have to be c.alled before ne.xt June 30 via the 
draft, additional funds will be requested when Congress 
convenes in 1959. The National Advisory Committee has the 
responsibility of advising Selective Service on deferment 
policies for physicians in residencies, teaching positions, 
essential laboratory and clinical research and re persons 
deemed necessary to protect civilian health at a time when 
draft calls are being made. The state and territorial com¬ 
mittees assist the national committee when their services are 
required. 

OFFICE OF THE ATTENDING PHYSICIAN OF 
CONGRESS 

(This Year; $13,145—Last Year; $12,145) 

Since 1928, the Office of the Attending Physician of Con¬ 
gress has provided outpatient care for members of the House 
and Senate and tlreir staffs. By an act of that year, tlie office 
has been filled by a medical officer of the United States Navy. 
Sole occupant of the post has been Rear Admiral George W. 
Calver (M. C.), U. S. N. Funds voted by Confess are for 
medical supplies and equipment and contingent e.xpenses. 
Salaries of Dr. Calver, his assisting physicians and enlisted 
corpsmen are paid from Navy funds. 


Table 2.—Payments to Indiuiduafs Because of Disabilitij 
Through Programs in Which the V. S. Gooernnient' ' ’ 
Participates (fiscal year ending June SO, 1959). 


(Small groups of federal retirees" plans not listed; administra¬ 
tive cost of program omitted) 

Estimated Approx. 
Programs Bcneflcierles Payments 

Veterans Beneflts - 

A. Service-Connected Disability. 2,4'!3,000» $2,013,000,000-' 

B. Son-Ser\'ice-Connccted Disabilities_ 1,332,000” 1,135,000,000” 

Military Retirement Permanent & 

Temporary Disability. 

Federal Employees Compensation 

(Payments) . 

(These programs tully financed by D. S.) 

Public Assistance 

A. Aid to Needy Permanently & 

Totally Disabled. 

B. Dependent Children Aid 

(incapacitated father segment). 

C. Aid to the Blind. 

Disability .Vnnuity Payments to 

Civil Service Retirees. 

(Public Assistance financed 55% D. S. 

& 45% states; Civil Service financed 
50% U. S. & 50% employees.) 

Social Security—OASI Disability 

A. Disability Over Age 60. 

B. Childhood Disability Benefits”. 

C. Dependents of Disabled Wovliers'.... 

(These programs financed by OASI 
Payroll Tax) 

Railroad Retirement Disability 

A. Permanent Disability for Regular Job 

B. Permanent Disability for 

All Employment. 

C. Temporary Disability. 

(These programs financed 50% employ¬ 
ers—50% employees.) 


Total. 5,897,900) ?4,C!M,27S,000 

• 388,000 dependents in this total; program decreasing as beneficiaries 
die. 

» 511,000 dependents in this total; program is increasing rapidly. 

e S143.9 million of this total is provided from D. S. funds. Additional 
program administrative cost is .about $*29.8 million (11.5%); D. .S. 
share is $14.9 million. 

a Provided to 167,000 families. $142.8 million of beneflts Is federal. 
Additional administrative cost Is $22.8 million (9.7%); U. S. share is 
$11.4 million. 

* U. S contribution to program is $45.4 million. Additional adminis¬ 
trative cost Is $6.0 million (7.3%); D. S. share is $3.3 million. 

t Number of persons in this program increased by 11,400 over last 


82,000 

221,8*0,000 

136,500 

24,685,000 

336,000 

200,200,000^ 

722,000'^ 
103,800 

235,000,000-* 
90,400,000'' 

90,000* 

127,000,000 

262 , 000 c 

52,000^ 

60,000* 

333,000,000 

24,000,000 

50,000,000 

30,000 

42,000,000 

71,000 

150,000 

68,000,000 

50,000,000 


year. 

e 202,000 beneficiaries are estimated at mid-year; by July 1. 1950 
estimate Is 330,000. ' • . x,. -«««, 

> EJlBibllity based on disability incurred, before age 18: the o2,0(» 

-4- hrr Ttilv 1 10.0 trtfni trill renfh 


> Docs not include any cblldbood disability beneficiaries entitled to 
benefits as dependents of di.sabied workers; the 60,000 bencflelaries 
listed is at mid-year; by July 1,1959 total will reach 134,000. 

J No adjustment made for payments to one individual through 


more than one program. 
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constitutes the 58th Annual Report on Medical 
Education in the United States and Canada, com¬ 
piled by the Council on Medical Education and 
Hospitals of the American Medical Association. 
This report is concerned specifically with basic 
medical education, certain facets of graduate edu¬ 
cation beyond medical school, postgraduate med¬ 
ical education, and education and training in areas 
allied to medicine which have requested Council 
cooperation and participation. Detailed informa¬ 
tion regarding postgraduate medical education is 
presented annually in a separate issue of The Jour¬ 
nal (Aug. 16, 1958). Graduate medical education 

Table l.—New Four-Year Medical Schools Developed in the 


United States and Canada During the 15-Year Period 
J943-J958 

First 

Four-Ycur Graduates of 
Originally Program Four-Year 

Name of Institution 

Founded 

Instituted 

Program 

Medical College of Alabama*_ 

University ol Caiilornia 

1859 

1913 

191G 

at Los Angeles . 

1951 

1951 

1935 

University of Miami. 

1952 

1952 

1950 

University of Florida. 

1950 

1957 

1901 

University of Mississippi* . 

1903 

1955 

1957 

University of Missouri*. 

Albert Einstein College 

ISiO 

1053 

1957 

of Medicine ... 

1050 

1955 

1959 

Seton Halt College of Medicine .,. 

io:a 

1950 

1900 

University of Korth Carolina* .. 

1879 

1952 

1954 

University of Puerto Rico. 

1919 

1950 

1954 

University of Texas Southwestern 

1943 

1943 

1944 

University of Utah* . 

1905 

1913 

1915 

University of ^Yashi^gton . 

1945 

1940 

1950 

University of Kentucky . 

Currently being or¬ 
ganized 

1961(?) 

West Virginia University*. 

1902 

Four-year program 
under consideration 

University of Saskatchewan*_ 

192G 

1955 

1957 

University of Ottawa . 

1945 

1917 

1951 

University of British Columbia .. 

1950 

1950 

1954 


* Former two*yei\r school of hnsic mcilicnl science. 


including internships, residencies, fellowships, and 
certain pertinent data regarding the specialty 
boards is revised annually and has been published 
in tlie Oct. 4, 1958, issue of The Journal. . 

The data presented cover the academic year 
1957-1958 and have been derived from official 
sources in all instances. The basic questionnaire on 
which medical schools submitted their annual data 
for .this report was prepared jointly by tlie Council 
oil Medical Education- and Hospitals of the Ameri¬ 
can Medical Association and the Association of 
American Medical Colleges. Presentation of the 
following information has been made possible 
through the cooperation of medical school and 
university officials, representatives of government 
agencies, and the officials of the technical areas 
allied to medicine which are included. 


The Council on Medical Education and Hospitals 
desires to express appreciation on behalf of the 
American Medical Association to those individuals 
and organizations who have cooperated in furnish¬ 
ing the information on which this current report 
is based. 

FIFTEEN YEARS OF GROWTH 

As one reviews the passing scene and notes, the 
dates of establishment of medical schools, the past 
15 years have witnessed remarkable developments. 
During this period 13 additional four-year programs 
have been activated in the United States and three 
in Canada. Two other schools (Kentucky and West 
Virginia) are in development but have not yet 
implemented their new programs. Eight of these 
currently activated four year schools represent en¬ 
tirely new institutions, and all but three of them 
(Florida, Albert Einstein, and Seton Hall) have 
already been adding physicians to the ranks of 
the profession through graduation of one to several 
classes of students. The other five institutions in¬ 
clude those which have augmented their programs 
during this, period from former two year schools 
of basic medical science to four-year degree-grant¬ 
ing schools, all of which have graduated classes. 

The University of Kentucky is currently engaged 
in the planning and development of its four-year 
school but has not yet activated its teaching pro¬ 
gram. West Virginia University School of Medicine 
is completing its new facilities and the faculty or¬ 
ganization involved in converting from a two-year 
school of basic medical science to a four-year 
program. 

In Canada, during this period, there have been 
hvo entirely new four-year medical schools and 
one institution which has converted its program 
from t^vo years of basic medical science to a four- 
year curriculum. 

Table 1 lists the institutions to which reference 
has been made, giving the original dates of their 
organization and also the dates when some schools 
starting as two-year institutions initiated four-year 
programs. The accompanying photographic repro¬ 
ductions portray these interesting and impressive 
facilities which have been developed during the 
15-year period. In many instances the photographs 
give only a partial indication of the teaching, re¬ 
search, and cHnical facilities utilized. In presenting 
the photographs of these four-year institutions de¬ 
veloped during the 15-year period, it should also 
be indicated that practically all of the medical 
schools in the United States and Canada have 
benefited from additions to their physical facilities 
during this period and that a complete photo¬ 
graphic story of such developments would fill many 
additional pages. 
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PROGRESS AND EXPERIMENTATION IN 
MEDICAL EDUCATION 

MAJOR DEVELOPMENTS OF INTEREST 

FoiTy-ninc of the 85 operating medical schools 
in the United States and 7 of the 12 Canadian 
schools reported major new developments during 
the 1957-1958 period. These inelndcd changes in 
administrati\'e organization (19 United States and 
2 Canadian schools), changes in methods of student 
selection (9 United States schools), curriculum plan¬ 
ning and activation of modified programs (26 
United States and 5 Canadian schools), and sig¬ 
nificantly augmented financial resources (37 United 
States .and 5 Canadian schools). Augmented fin¬ 
ancial resources covered funds for construction 
(20 United States and 1 Canadian school), student 
loans and scholarships (8 United States schools), 
sal.ary adjustments, maintenance, equipment, re¬ 
search, and basic endowment. 

It is significant that during recent years the areas 
in which most active major changes continue to 
occur are in matters of curriculum analysis and 
modification and in the finaiicing of the many 
costly facets of medical education. 

HISTORICAL NOTE ON THE CURRICULUM 

In connection with curriculum studies and re¬ 
adjustments it is of interest to recall a historical 
note. On April 4, 1909, the Council on Medical 
Education reviewed a schedule of 10 subjects with 
the number of hours assigned and voted to recom¬ 
mend this 4,100-hour program as a “working sched¬ 
ule for the medical curriculum.” In its minutes of 
that date the Council specifically stated that: “It 
was the general opinion of those present that this 
schedule should not be made a hard and fast re¬ 
quirement to which all colleges should comply, 
and that a strict uniformity of curricula among all 
colleges was undesirable.” The schedule which had 
been outlined represented the combined opinion 
of over 100 leading medical educators who had 
been consulted before it was finally presented. 

At their meeting the next day, April 5, 1909, the 
Council members reviewed their actions of the 
previous day. Fear was expressed by certain mem¬ 
bers that some of the state examining boards would 
adopt the standard curriculum set forth by the 
Council as a guide and make it obligatory on med¬ 
ical colleges if their graduates were to be qualified 
for examination. To counteract any such possibility 
the following resolution was adopted: 

Whereas, the object of the Council on Medical Education 
in appointing a Committee on Medical Curriculum was en¬ 
tirely educational and suggestive and. 

Whereas, the impression prevails among medical teachers 
and members of state boards that the Council is framing a 
curriculum for the purpose of having it serve as a standard 
to which medical schools must conform or be condemned 
by the state autliorities as not in good standing, therefore 
be it 
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Rc.solvcd, tliat every publication of a curriculum that 
hereafter may be made by the Council, its members, or its 
olTiccrs as such, shall state explicitly that the Council does 
not consider it in the interest of true progress in education 
that any standard curriculum whatever sh.all be uniformly 
adopted by all mediea! colleges. 

DUKE UNIVERSITY INITIATES NEW PROGRAM 

Among the developments of interest to mediea! 
education is the recent announcement of plans for 
a major educational program at Duke University, 
designed to produce physicians who are also .skilled 
medical research scientists. As presented, the pro¬ 
gram is planned with the objective of training 
medical students and hospital resident physicians 
in the methodology .and utilization of research 
tools and techniques. It is reported that the finan¬ 
cial support for the first three years of operation 
will come from grants totaling over three quarters 
of a million dollars. Of this sum, approximately 
•$500,000 will be utilized in the provision of quar¬ 
ters and equipment with the balance allocated for 
salaries and mainten.ance. The program will be 
housed in a new four-story addition to the Bell 
Medical Research Building at the Duke Medical 
Center. Construction was initiated during the sum¬ 
mer of 1958, and it is planned to admit the first 
class of research students in July, 1959. The facultj’ 
will include six full-time teacher-investigators who 
will become members of the medical center staff. 
As currently envisioned, the program will be geared 
to train about 20 students, who will integrate the 
research training with their regular four-year med¬ 
ical school curriculum. Included also will be house 
staff physicians, a small number of Ph.D. candi¬ 
dates in the basic medical science departments and 
in nonmedical sciences. Student selection will be 
based largely on “evidence of a research bent of 
an inquiring, critic.il and original mind,” and Duke 
students will be given priority consideration. The 
announcement indicated that the individuals com¬ 
posing the planning committee for this program 
include Dr. Eugene A. Stead Jr., Chairman, De¬ 
partment of Medicine: Norman F. Conant, Ph.D., 
Professor of Mycology; Dr. David T. Smith, Chair¬ 
man, Department of Microbiology; and Dr. Joseph 
E. Markee, Ph.D., Chainnan, Department of 
Anatomy. 

RESUME OF FIRST YEAR OF JOINT STUDY OF' 
THE UNIVERSITY OF BUFFALO SCHOOLS . 

OF MEDICINE AND EDUCATION . . 

The University of Buffalo School of Medicine 
has completed the first phase of a joint study with 
the School of Education to determine whether the 
instructional program in a medical school might be 
strengthened by the development among medical 
teachers of greater familiarity with educational 
principles and techniques. The first year of .the 
invesh'gation was devoted to an examination of 
current medical teaching practices by professionals 
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Left, University of Florida Collcpc 
of Medicine, Gainesville. 
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Ahove, University of Missouri 
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Left, University of Mississippi 
Seliool of Medicine, Jnckson. 
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Right, Uniiersity of Ottawii Faculty of 
Medicine, Ottawa, Ontario, Canada. 
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in education under the guidance of medical fac¬ 
ulty members. During the next two years an in¬ 
tensive series of seminars and workshops were 
conducted jointly by the educational specialists 
and their opposite nnmbers in medicine for a small 
gronp of medical teachers who gave nearly half 
time for a full academic year to these studies. The 
topics which occupied them included the psycho¬ 
dynamics pf the learning process and the influence 
which teaching exerts upon it; the nature of the 
medical student population and the influence of 
personal and environmental factors in the student 
body and faculty upon learning; the historical and 
philosophical background of higher education as 
it relates to medical education; and the materials 
and methods of instruction in a medical school and 
evaluation of student progress. 

The project coordinator has rejjorted that the 
thirteen medical teachers, representing the Uni¬ 
versity of Buffalo and six other medical schools, 
who have now taken part in the program, ai-e 
agreed that professionals in education can make 
an important contribution to education in medicine. 
An independent evaluation of the effect of the pro¬ 
gram upon participants confirmed the impression 
that both their attitudes and practices had been 
modified by the experience. The data accumulated 
during hvo years of seminars made it possible to 
identify those items in education which had the 
greatest impact upon the participating teachers. 
This information is now being used in the constiuc- 
tibn of a second phase in this joint project which 
will have as its objective the provision of a more 
realistic opportunity for medical teachers to en¬ 
gage in a concentrated period of study of educa¬ 
tional principles and techniques in a medical 
context. The first of a series of two-week institutes 
on medical teaching was held in June under the 
joint sponsorship of the Universit)' and the Asso¬ 
ciation of American Medical Colleges. It was at¬ 
tended by 25 representatives of 20 medical schools 
in the United States and Canada. It will be repeated 
once or twice in the 1958-1959 academic year and 
at intervals thereafter. In addition to the institutes 
which provide an opportunity for teachers in other 
medical schools to share this experience, a continu¬ 
ing series of seminars will be held for the Buffalo 
faculty. 

This program is supported by the Common¬ 
wealth Fund. 

UNIVERSITY OF WASHINGTON FACULTY 
TEACHING CONFERENCE 

In September, 1957, the University of Washing¬ 
ton medical faculty held a two-day conference on 
teaching in the clinical years. The entire faculty, 
basic science and clinical department members in¬ 
cluded, heard reports from some of their own col¬ 
leagues who had visited outstanding teaching 
programs fat other medical schools. The pros and 


cons of these programs and the possihility of utiliz¬ 
ing certain of their advantageous aspects in whole 
or in part were thoroughly discussed. This con¬ 
ference was part of a study of patient care and 
teaching made possible by a grant from the Com¬ 
monwealth Fund. The fourth of these annual con¬ 
ferences to be held by this faculty was scheduled 
for September, 1958, and was intended to focus 
attention on teaching of basic sciences during the 
clinical years. 

REVIEW OF SO-YEAR EXPERIMENT WITH PRECEP- 

TORSHIPS AT THE UNIVERSITY OF WISCONSIN 

It is desirable on occasion for an institution to 
evaluate carefully the program innovations and 
curriculum modifications which have been made 
with specific objectives toward improvement of its 
medical education potentialities. The University 
of Wisconsin has reported its 30-Year Experiment 
in Medical Education through the medium of the 
Wisconsin Preceptor Program. As reported hy 
Bowers and Parkin,’ the students are enthusiastic 
over the program and apparently look forward to 
it as one of the high points of their medical school 
career. The students who spend 12 weeks out of 
the 48-week senior year in this program express 
the belief that this allocation of time for the pre- 
ceptorship should not be reduced. Those students 
who have completed the e.xperience indicate that 
its greatest benefit was the opportunity to see the 
acute disease problems which they do not encoun¬ 
ter frequently at the University Hospital. They also 
find that their patient relationships are more inti¬ 
mate, penetrating, and more satisfactory as they 
make the initial contact with them rather than 
after the various preliminary admitting procedures 
involved with the patients at the teaching hospital. 
They have more opportunity to see the patient’s 
family and to understand the total problem as well 
as to learn how to more effectively talk with pa¬ 
tients. The experience with a preceptor sometimes 
helps to determine the field of medicine that the 
student decides he does not xvish to enter as well 
as suggesting a possible major field of interest. 

Bowers and Parkin indicate a few of the debits 
that have accompanied the plan. For instance, some 
students conceive of the preceptorship as an op- 
IJortunity to prepare for internship. In some situa¬ 
tions students see too many patients during the 
day and develop a tendency to utilize short cuts 
in their evaluations of individual patient problems. 
In other instances the student may he allowed to 
be too much oh his own. Some students find they 
work harder during the preceptorship than during 
any other phase of their medical education and 
that tliere is inadequate opportunity for follow-up 
study. 

Page and Anast,” in summarizing an alumni eval¬ 
uation of this 30-year program, found that those 
who looked back on their participation in it as part 



Vol. ICS, No. 11 


MEDICAL EDUCATION 


1467 


of medical education were generally enthusiastic. 
It was considered to afford a close teacher-student 
relationship that had been of genuine value. The 
study could present no evidence that this preceptor 
program had acted to encourage graduates to enter 
the field of general practice or to settle in rural 
areas. On the contrary, it was of interest to note 
that the study revealed evidence that graduates of 
Wisconsin enter specialty practice with as great 
or greater frequency than the alumni of comparable 
medical schools which have not included precep- 
torships in their programs. 

WESTERN RESER\'E REPORTS ON 
FIRST EVALUATION STUDIES 

It is now 12 years since the faculty of the School 
of Medicine at Western Reserve University initiated 
the planning of the program of medical education 
which was activated in 1952. The new irrogram at 
IVestern Reserve was an outgrowth of growing dis¬ 
satisfaction with existing programs and the convic¬ 
tion that the education of physicians could be 
impro\'ed in a number of ways. As the program 
developed the faculty has been confronted by 
questions as to whether it is possible to evaluate 
it effectively in a way as to provide meaningful 
results. There has been continuing critical study 
of the program by a subcommittee on evaluation 
which was established in 1953 and which has en¬ 
deavored to develop a broad concept for research 
in medical education. Dingle and associates have 
recently outlined the approach to the problem of 
evaluation and indicated the fields in which their 
studies are being done. They have suggested the 
need for suitable evaluation of any program in 
medical education, and their experience to date 
has emphasized some of the difficulties inherent in 
any such effort. Their studies have shown that re¬ 
search in medical education appears to be as greatly 
needed as it is in other fields of endeavor. In fact, 
it is suggested that consideration be given to es¬ 
tablishing, at the school, an adequately staffed 
division of education research with tire primary 
concern of (1) evaluation of the effectiveness of the 
program in relation to objectives and in relation 
to standards of contemporary medical education; 
(2) research in student development; (3) research in 
teaching methods; (4) research in testing methods; 
and (5) training of investigators in educational re¬ 
search. 

The first report of the Western Reserve studies 
has been presented by Horowitz, Brozgal, and 
Eaton ^ and deals with observations of first-y'ear 
students in preceptoral groups. This report pre¬ 
sented observations of the reactions of first-year 
medical students in preceptoral groups in a clinical 
science program and, to a limited degree, described 
the behavior of their preceptors. It is recognized 
that full evaluation of the effectiveness of a pro¬ 
gram such as that being conducted at Western Re¬ 


serve University will not be possible until a con¬ 
siderably longer period of “follow-through” has 
elapsed. This first report, however, presents some 
important challenging observations which merit 
careful study on the part of those concerned with 
ways and means of improving medical education. 
While the study reports only part of the over-all 
program, it records observations of positive value 
that may well be utilized in part by other institu¬ 
tions pursuing experimental reorientation of the 
early phases of the medical curriculum. 

INTRODUCTORY STUDIES IN THE SOCIOLOGY 
OF MEDICAL EDUCATION 

Another valuable contribution in the field of 
medical education was the publication of the Intro¬ 
ductory Studies in the Sociology of Medical Edu¬ 
cation. In this volume, Merton, Reader, and Ken¬ 
dall,® present a collection of papers constituting 
the first set of reports on continuing studies in the 
sociology of medical education which were begun 
several years ago by the Bureau of Applied Social 
Research of Columbia University. This study was 
conducted in collaboration with the students and 
faculties of the Schools of Medicine of Cornell 
University, University of Pennsylvania, and West¬ 
ern Reserve University. These introductory presen¬ 
tations are apparently intended to be part of a 
periodic series of reports of special studies in the 
sociology of medical education which will extend 
over a number of years before any final comprehen¬ 
sive sjmthesis will be attempted. Eventually the 
studies will include the sociological evaluation of 
graduate medical education which is discussed else- 
xvhere in this current education number of The 
Journal. 

In its initial section this first report deals with a 
thought-provoking section on preliminaries to a 
sociolog)’ of medical education, and a resume of 
the Cornell Comprehensive Care and Teaching 
Program. The second section is concerned with 
career decisions such as tire decision to study 
medicine, some comparisons of medical and law 
school entrants, and tendencies toward specializa¬ 
tion in medical training. The third section discusses 
the processes of attitudinal learning and the final 
portion of the report presents changes in the Cor¬ 
nell Care and Teaching Program and the range of 
patient contacts in it. Again, this report brings to¬ 
gether in better focus certain aspects of an experi¬ 
mental program in medical education that has been 
undersvay for a number of years, presenting data 
of value to other institutions considering curriculum 
realignment. 

PITTSBURGH OUTLINES PLAN OF 
EXPERIMENTAL PROGRAM 

Moses, Gregg, and Danowski ® have presented an 
outline of an experimental curriculum of medical 
education for modem medicine which is being de- 
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veloped at the University of Pittsburgh. It is de¬ 
signed to permit a small number of students greater 
fle.vibility in their college and medical educational 
experience. The program as suggested would per¬ 
mit those students deeply interested in a scientific 
career in a medical field to pursue a course more 
appropriately designed to such an objective. Like¬ 
wise, it would make it possible for the students 
primarily interested in becoming family physicians 
or clinical specialists to participate in educational 
e.xperiences designed toward such ends. Both scien¬ 
tific and humanistic aspects of the program would 
be strengthened to permit potential scientists and 
clinical specialists to initiate the specialized phases 
of their education at an earlier date. Furtliermore, 
it is believed the curriculum of students electing 
the clinical practice of medicine will provide a 
more effective educational experience than the 
current all-purpose, 9-year course. 

At the beginning it is planned to select a small 
group of students on the basis of their early col¬ 
legiate experience and permit them to take some of 
their courses along with regular medical students. 
Subsequently, the curriculum of these students will 
be modified in accord with their interests and 
abilities so as to provide both a sound general edu¬ 
cation and a more effective basis for their ultimate 
career objective. This would be accomplished 
through the judicious utilization of summer periods 
and reorienting of students through the current 
departmental structure to provide the most effective 
individual objective. The individualization required 
by such a program will necessitate careful and ex¬ 
acting counsel and guidance and will be interesting 
to observe in action. 

ANNUAL TEACHING INSTITUTE OF 
ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

The 1957 Teaching Institute of the Association 
of American Medical Colleges, held in Atlantic 
City, Oct. 16-19, focused attention on the ecology 
of the medical student. This was the second succes¬ 
sive institute which was primarily student-centered, 
the preceding one having dealt with the appraisal 
of applicants to medical schools. The major areas 
considered included (a) die various intramural 
forces affecting medical students; (b) the diversity 
of values and objectives in medical education; (c) 
noncurricular factors affecting medical students; 
(d) the development of professional attitudes and 
capacities; and (e) educational patterns for medi¬ 
cine. The 1957 Teaching Institute stimulated fur¬ 
ther interesting and critical self-appraisal and 
intercommunication in regard to the student in the 
process of medical education. 

The 1958 Institute conducted at Swampscott, 
Mass., Oct. 7-11, was the first of the institutes deal¬ 
ing with clinical teaching. Many individuals in 
medical education have been awaiting with interest 
and anticipation the first of the clinical teaching 


institutes. This institute dealt with such areas as 
(a) objectives of clinical teaching and (b) the varia¬ 
tion of emphasis in objectives such as (1) the case 
for emphasis on the practical and encyclopedic, (2) 
the case for emphasis on social forces and environ¬ 
ment, (3) the case for emphasis on scientific meth¬ 
od, (4) ‘‘The Science, the Art and the Heart; A 
Synthesis of Objectives in Clinical Teaching”; and 
(5) the extramural forces influencing medical edu¬ 
cation from the point of view of the philosopher, 
the economist, and the behavioral scientist. It also 
dealt with the setting of clinical teaching including 
medical service in the teaching hospital, the rela¬ 
tionships of a university to a teaching hospital, and 
hospitals and clinical teaching. The third general 
topic centered on the student, the patient, and the 
teacher and covered considerations of the clinical 
teacher and scholarship as the heart of the educa¬ 
tional process. It also considered student participa¬ 
tion in the teaching process, patient care as a social 
process, and a presentation of clinical teaching in 
the European system of medical education. 

Tliere is no question but that the prevdous insti¬ 
tutes sponsored by the Association of American 
Medical Colleges have led to markedly enhanced 
intercommunication between medical faculties 
throughout the nation as well as within the schools 
themselves. The follow-through from the 1958 in¬ 
stitute promises to continue in the further stimula¬ 
tion of this desirable trend. 

FOCUS ON FUTURE NEEDS IN 
MEDICAL EDUCATION 

CHALLENGES TO MEDICAL EDUCATION 

At the 54th Congress on Medical Education and 
Licensure held in Chicago, Feb. 9-11, 1958, atten¬ 
tion was focused on the challenges and future 
needs in medical education. The reasoning behind 
and the purpose of this Congress was presented by 
Dr. Leland S. McKittrick,’ Chairman of the Council 
on Medical Education and Hospitals, by posing the 
question: "Are those responsible for supplying med¬ 
ical needs to the people in this country aware of 
what these needs will be in the forseeable future, 
say in the next 15 to 20 years; and are proper and 
effective efforts being made to meet them?” Doctor 
McKittrick indicated the emphasis that had been 
placed on physician-population ratios and raised a 
second question as to whether the answer to this 
situation was as simple as the production of new 
physicians in proportion to the increase in popu¬ 
lation. 

Addressing the Congress as President of the 
American Medical Association, Dr. David B. All- 
man* indicated that: "changes affecting every 
aspect of human life are occurring at an ever ac¬ 
celerating rate” and tliat "diey have presented new 
problems and challenges to medicine and its allies 
as well as to other areas of activity.” These changes 
have been reflected by "sincere concern in regard 
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to tlic education, training, and development of the 
pcr-sonnel needed to inoel and solve effectively the 
problems with which they will be challenged.” 

D)'. Allman further commented; 

It is not stirprising tlint, with the current widespread iii- 
Icrcsl in hc.'iltli, this changins; scene has licen accompanied 
tiy representation from various sotirccs of increased needs 
for medical and allied personnel. No one will deny that, 
as our population grows at a rate far beyond estimates of a 
few decades ago, as health consciousness continues to grow, 
and as new problems arise, there will be continuing need 
for increased numbers of well trained medical personnel. 
Tins will necessitate the facilities, finances and faculty es¬ 
sential to their education and training. 

He reflected the concern of other thoughtful in¬ 
dividuals: 

In the current complex setting it is not possible to plan 
for mcdic.al personnel needs in simple arithmetical physician- 
population ratios as might have been tbc case in earlier 
years. One fact, clearly certain, is that efforts to compare 
unqu.alified statistics for physician-population ratios in re¬ 
cent yc.ars with those early in the century is not only 
meaningless, but actir.ally misleading. 

Dr. Allman pointed out, as has the Couneil on 
Medical Education and Hospitals on previous oc¬ 
casions.® that the question as to “How many doctors 
are enough?” has become increasingly difficult to 
answer. Such a reply necessitates a detailed knowl¬ 
edge of trends in medicine and medical practice as 
well as efforts to forecast further population growth 
and shifts, continued social and economic read¬ 
justments, and the constantly increasing dimensions 
of scientific knowledge. 

Because of its direct relation to the theme of this 
section of the 58th Annual Report on Medical Edu¬ 
cation in the United States and Canada, the final 
paragraphs of Dr. Allman’s address are quoted 
in full. 

American medicine is deeply and sincerely interested in 
the future education and training of the nation's physicians. 
It has a right to be proud of tlie responsible role its Asso¬ 
ciation, in cooperation with other organizations, has played 
in the development of tlic high standards of medical edu¬ 
cation and medical care which exist in the United Slates 
today. If we are to maintain high stand.ards and play our 
role of resi»nsibility in the fulfillment of the needs that 
lie ahead, American medicine must objectively look at cur¬ 
rent trends in population, society, economy, and at the 
vastly changing dimensions of knowledge within its own field 
in an effort to clearly define some of the questions to which 
answers must be found. 

Today danger confronts our civilization, but opportunities 
greater than any existing before are also present. Opportu¬ 
nity can be lost if responsibility is side-stepped. One may 
not be responsible for sometliing that happens when his 
eyes are shut; but even so, he may eventually be called to 
account for having his eyes closed at the very moment 
when they should have been wide open and alert. 

We in American medicine must carry our responsibility 
in objectively and constructively playing our role to assist 
in defining as clearly as possible the questions concerning 
future needs for the education and training of physicians. 
“Responsibility,” it is said, “walks hand-in-hand with capac¬ 
ity and power,” and the manner in which it is utilized can 
be the determinant of any individual or group’s contribu¬ 
tion to his fellow men. 


Norman Cousins has recently stated: “What the Nation 
needs today even more fium scientists is men of wisdom 
and vision. It urgently needs men with the clear and full 
view, men who understand what is happening in the world 
and are not continually being taken by surprise by living 
history' and the effects of recognizable causes.” 

The .sub.sequent presentations of Kirk,'" Parsons," 
Kestnbiuim,'° and Hussey,’‘ clearly and succinctly 
portrayed to the Congress the current trends and 
challenges of the changing characteristics of our 
population, society, economy, and the changing 
dimensions of medical knowledge. Each of these 
four areas was carefully considered by workshop 
groups who subsequently reported their conclu¬ 
sions to the Congress. Tliese basic challenging 
background presentations and the workshop re¬ 
sumes appeared in the May .3, 1958, issue of The 
Journal and merit careful study on the part of all 
individuals interested in any or all aspects of this 
matter of projection of estimated needs in the field 
of medical education. 

The Congress also focused attention on some of 
the problems in specialty' training resulting from 
the changing status of the patient. The background 
for this study was portrayed by Dr. Ward Darley,'^ 
Executive Director of the Association of American 
Medical Colleges, who pointed up the problems in 
undergraduate medical education associated with 
the changing status of the patient as well as some 
of the other specific challenges confronting this 
field in the area of financing and faculty policies. 
The specific challenge on problems in specialt}’ 
training created by the changing status of patients 
was presented by Dr. T. Stewart Hamilton.'® 
Zintel,'" Williams, ” Lawson,’® and Barnesout¬ 
lined the manner in which surgery, medicine, pedi¬ 
atrics, and obstetrics and gynecology may meet 
some of these problems in graduate medical educa¬ 
tion. Burgess and Leonard,®" presented the manner 
in which the communitj' hospital may play an im¬ 
portant and significant role in graduate medical 
education today. 

The 55th Congress on Medical Education and 
Licensure scheduled for Feb. 8-10, 1959, will focus 
attention on tlie areas of specialism and research. 
The role of research in relation to medical educa¬ 
tion has become increasingly important over the 
years and now presents many facets that merit 
serious study as plans are developed for new med¬ 
ical schools and for progressive realignment of ac¬ 
tivities in those currently in existence. How can 
medical education and medical research be further 
developed to their best mutual advantage? Where 
is mutual advantage lost in the more direct in¬ 
terests of either education or research? How can 
research best contribute to medical education, and 
how does medical education strengthen research 
activities? These and many other questions of deep 
interest and concern to medical educators, those 
engaged in higher education in areas other than 
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medicine but having potential contributions to it, 
hospital administrators, and those concerned with 
current specialty education and training should 
make this program one of very real interest. Some 
of tire current trends in specialization have like¬ 
wise given cause for careful scrutiny. The trend 
towards increasing infle.\ibilit>' in some specialty 
areas, the means of evaluation of residency and 
other forms of specialty training, the emphasis on 
time as a measure of adequacy of training, the 
problems involved in evaluation of quality and con¬ 
tent of education and training in the specialties, the 
specialty boards, the Advisory Board for Medical 
-Specialties, and the residency review and confer¬ 
ence committees will all enter into the considera¬ 
tions to be given to this area of medical education. 

COUNCIL ON MEDICAL EDUCATION AND 

HOSPITALS SUPPORTS DEVELOPMENT OF 
ADDITIONAL FACILITIES FOR BASIC 
MEDICAL EDUCATION 

The 1956-1957 Annual Report on Aledical Edu¬ 
cation in the United States and Canada included 
a statement on the future need for phj’sicians 
which had been prepared by the Association of 
American Medical Colleges. The Council on Med¬ 
ical Education and Hospitals has previously indi¬ 
cated the existence of the challenges in this field 
presented by the increasing population, rapid ac¬ 
cumulation of scientific knowledge applicable to 
medicine, and the changing social and economic 
facets of the American scene. The Council on Med¬ 
ical Education and Hospitals as is indicated in the 
following statement supports its own previous com¬ 
ments and those of the Association of American 
Medical Colleges as to the desirability of develop¬ 
ing additional facilities for medical education. 

Through the medium of its various activities and 
particularly in its Annual Report on Medical Edu¬ 
cation in the United States and Canada, the Coun¬ 
cil on Medical Education and Hospitals of the 
American Medical Association has endeavored to 
present and interpret the changing scene in med¬ 
ical education to the profession. With the support 
of the medical profession and in cooperation with 
the Association of American Medical Colleges, the 
American College of Surgeons, the American Col¬ 
lege of Physicians, the various specialty boards, the 
Joint Commission on Accreditation of Hospitals, 
the American Hospital Association, and other or¬ 
ganizations, constant and sincere efforts have been 
made to assist in the advancement of medical edu¬ 
cation in keeping with the knowledge, trends, and 
needs of the period. 

In recent 3 'ears the position of the American 
Medical Association in regard to present and future 
needs in medical education has frequently been 
misinterpreted bj' manj' individuals and by some 
organizations through the misuse of statistical data. 
Statistical information has at times been taken out 
of context and interpreted to the effect that tlie 


official position of the American Medical Associa¬ 
tion is that there is no need for increased numbers 
of physicians. No such official position has ever 
been enunciated. American medicine, as was indi¬ 
cated earlier in this report in reference to Dr. 
Allman’s comments at the 54th Congress on Med¬ 
ical Education and Licensure, fully recognizes the 
needs being brought about by the increasing popu¬ 
lation, social and economic trends, and the chang¬ 
ing dimensions of medical knowledge and its ap¬ 
plication. The primary concern of American medi¬ 
cine is that these needs be carefully analyzed and 
that the)'’ be met as a result of sound developments 
based on the best possible knowledge. 

The Council on Medical Education and Hospitals 
recognizes that the physician-population ratios, on 
which most current projections of medical person¬ 
nel have been made, have remained relatively con¬ 
stant for a number of years. It is difficult, however, 
in the rapidly changing modern scene, to determine 
whether this relative ratio of physicians per unit of 
population might be reduced or should be aug¬ 
mented to meet the medical care, teaching, and 
research challenges of the future. On the other 
hand, the increasing pojjulation together with the 
various other facets of the shifting pattern obvious¬ 
ly indicate the need for constantly increasing the 
number of physicians. This necessitates considera¬ 
tion on the part of existing medical schools as to 
possible augmentation of the number of students 
admitted as well as the development of new facili¬ 
ties. Furthermore, the Council believes it is a logical 
function and responsibility of American medicine 
to encourage institutions of higher education where 
medical education has not been undertaken in the 
past to give serious consideration to the develop¬ 
ment of opportunities in this field if all other factors 
make it appear desirable to do so. The Council on 
Medical Education and Hospitals sincerely be¬ 
lieves it is a responsibility of the American Medical 
Association to take effective leadership in present¬ 
ing tliese increased needs as objectively as possible. 

The Council on Medical Education and Hos¬ 
pitals and the Association of American Medical 
Colleges, independently and through the Liaison 
Committee on Medical Education, are on record in 
encouraging the consideration and creation of both 
four-year programs of medical education and of 
two-year programs of basic medical science, where 
institutions of higher education offer the setting 
which would make such developments mutually 
advantageous and desirable. 

FUNCTIONS AND STRUCTURE OF A MODERN 
SCHOOL OF BASIC MEDICAL SCIENCES 

Because of interest in the contribution to med¬ 
ical education that might be made through the de¬ 
velopment of thoroughly excellent, additional two- 
year Basic Medical Science programs, the Council 
on Medical Education and Hospitals of the Amer- 
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lean Medical A.ssocialion, and the Executive Coun¬ 
cil of the Association of American Medical Colleges 
have collaborated in preparation of a document or 
guide outlining their essential features. Tin's state¬ 
ment entitled “Functions and Structure of a Mod¬ 
ern School of Basic Medical Sciences” has been ap¬ 
proved by the two Councils, and the Liaison Com¬ 
mittee on Medical Education subsequently en¬ 
dorsed it. 

The general format of this document follows that 
of the collaborative statement on “Functions and 
Structure of a Modern Medical School” which was 
published recently to replace the former “Essentials 
of an Acceptable Medical School.” After presenta¬ 
tion to and approval by the House of Delegates of 
the American Medical Association and by the As¬ 
sociation of American Medical Colleges at their 
next meetings (A.A.M.C., October, 1958; A.M.A., 
December, 1958), the statement will be published 
for distribution as early as possible. 

REPORTS OF CURRENT INTEREST TO 
MEDICAL EDUCATION 

COOPER.4TION IN MEDICAL EDUCATION 

The 1957-1958 Report of the Council on Medical 
Education and Hospitals to the House of Delegates 
of the American Medical Association includes the 
following comments concerning cooperation in 
Medical Education. 

In 1942, after consultation with, and approval h)' the 
Board of Trustees, the Council developed an official working 
relationship m'tli the Association of American Medical Col¬ 
leges, the official organization of the medical schools, tlirough 
the establishment of a Liaison Committee on Medical Edu¬ 
cation. Through this arrangement, it has been possible to 
share responsibilities, problems, challcng&s, and viewpoints 
in the many areas where the Council and the Association of 
American Medical Colleges have mutual concern and similar 
objectives. 

The effectiveness and productiveness of this liaison has 
resulted in the development of somewhat similar working re¬ 
lationships with appropriate organizations in other fields of 
concern to the Council. The responsibilities and objectives in 
graduate medical education and .specialty training clearly 
overlap svith those of the Advisory Board for Medical Spe¬ 
cialties and with the individual specialty boards. Tliis field 
of mutual endeavor now has formal expression through a 
Li.aison Committee with the Adsasor}' Board and through the 
various residency resaew committees. Similarly, the Intern¬ 
ship Review Committee was formed to give other organiza¬ 
tions that have a legitimate stake in tire internship (e. g., the 
American Academy of General Practice, the Association of 
American Medical College.s, American Hospital Association, 
and the Federation of State Medical Boards) an opportunity 
to share viewpoints and efforts in this part of the Council’s 
activities. 

There are many other effective working partnerships now 
in e-xistence and, at the present time, with tlie concurrence 
of the Board of Trustees, planning is underway to establish 
a liaison committee consisting of representative of the Board 
of Tru.stces, the Council on Medical Education and Hospitals, 
University Presidents, and the Association of American Medi¬ 
cal Colleges. It is believed that this holds great promise for 
future better understanding and relationships on the p.rrt of 
organized medicine and its agent in medical education, the 
Council on Medical Education and Hospitals, with universi- 


tic.s, who .arc ultimately responsible for the conduct of medi- 
c.al schools, and (he Association of American .Medical Col¬ 
leges, which can be considered as the iinivcrsitias’ agent in 
medical education. 

Tie Council is of the sincere belief, based now on many 
years of direct experience, that this approach of cooperation 
and collaboration has worked to the distinct benefit of the 
Council's major objective as charged by the House of Dele¬ 
gates many years ago to “make .s\iggesfion.s as to the means 
and methods by which the American Medical Association 
may best influence fnvor.ably medical education’ and to ‘act 
as the agent of the American Medic.il Association (under 
instructions from the House of Delegates) in its efforts to 
elevate medical education." 

COLLABORATION WITH THE ASSOCIATION OF 
AMERICAN MEDICAL COLLEGES 

In cooperation with the Association of American 
Medical Colleges, the Council on Medical Educa¬ 
tion and Ho.spitals has prepared a number of im¬ 
portant basic documents de.aling with matters of 
concern in medical education. The former “Essen¬ 
tials of an Acceptable Medical School” prepared by 
the Council and authorized for publication by the 
House of Delegates of the American Medical As¬ 
sociation has been replaced by "Functions and 
Structure of a Modern Medical School,” represent¬ 
ing the combined efforts of both groups. It was 
approved by the House of Delegates of the Amer¬ 
ican Medical Association in June, 1957, by the As- 
•sociation of American Medical Colleges in October,' 
1957, and published in late fall of 1957. 

On June 1, 195S, the Council on Medical Edu¬ 
cation and Hospitals of the American Medical As¬ 
sociation and the Executive Council of the Associa¬ 
tion of American Medical Colleges authorized and 
publi.shed a statement on “The Present and Future 
Status of Foreign Medical School Credentials in 
the United States.” ’Tliis statement includes in¬ 
formative data on the Educational Council for 
Foreign Medical Graduates, the present and future 
status of the list of foreign medical schools, the 
present and future status of graduates of foreign 
medical schools seeking internsliip and residency 
training in the United States under the Exchange- 
Visitor Program, and those entering the United 
States on permanent (immigration) Msas. It also 
includes information on the status of American 
citizens studjnng medicine outside the United 
States and Canada, tlie polici' of the American 
Hospital Association concerning graduates of for¬ 
eign medical schools, and the policy of the National 
Intern Matching Program in regard to such in-' 
dividuals. 

For many years tlie Council on Medical Educa¬ 
tion and Hospitals has sent out an annual ques¬ 
tionnaire to each medical school in the United 
States and Canada for information on which the 
data in the education number of The Journal have 
been based. In order to overcome needless dupli¬ 
cations and to obtain identical and more compre¬ 
hensive information for the Council on Medical 
Education and Hospitals and for the Association 
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of American Medical Colleges, this year the annual 
questionnaire has been developed as a collaborative 
effort.- 

In these and many other areas there has been 
e.vcellent liaison between the American Medical 
Association and the Association of American Med¬ 
ical Colleges. The “top level” liaison mechanism 
which will include representation from University 
Presidents and the Association of American Med¬ 
ical Colleges, on the one hand, and the Board of 
Trustees of the American Medical Association and 
the Council on Medical Education and Hospitals, 
on the other hand, holds great promise in the fu¬ 
ture for the discussion of problems of mutual con¬ 
cern. It should result in minimizing areas of diffi¬ 
culty and misunderstanding such as have been 
precipitated during recent years by the changing 
character of medical practice, the changing status 
of the patient, and the changing character of the 
faculties of medical schools. 

FINANCING MEDICAL EDUCATION 

THE CARROLL STUDIES ON COSTS 
OF MEDICAL EDUCATION 

There is a contimiiug interest in relating medical 
school operating expenditures to the functions the 
expenditures support. Mr. A. J. Carroll, Business 
Officer of the State Unicersity of Neto York, Up¬ 
state Medical Center, on request, submitted the 
following statement pertinent to this important 
matter. 

Medical education today faces serious financial 
problems. However, we can be sure that if they 
are reported efficiently they will get wide attention 
and be dealt with efficiently. For the most part, 
failures and delays in coping with these problems 
have been the result of inadequate financial reports. 

The people of this country want, and will always 
demand, the best in medical care. They have estab¬ 
lished standards of excellence for health care, and 
by so doing they have set the standards for med¬ 
ical research and for their hospitals, doctors, and 
medical colleges. 

For all branches of medicine the fountainhead of 
quality is medical education,- anything that affects 
medical education will also afiect medical research, 
medical practice, and medical care. Consequently, 
the problems of medical education are important 
not only to educators but to those in the health - 
professions and to the general public. 

To attain and maintain high standards a medical 
college needs money. An adequate supply of money 
will not guarantee a high level of operation by a 
medical college, but if there is , a lack of sufficient 
funds over an extended period, substandard opera¬ 
tions and results will be inevitable. Despite the 
large amounts of money which have been provided 
to the medical colleges, it can be stated categorical¬ 
ly.that their financial support has been inadequate; 
that the over-all quality of medical education has 


been adversely affected by this-inadequacy; that 
the standards of medical care, as set by the Amer¬ 
ican public, have not been fully met; and, that this 
failure to meet standards will grow gradually worse 
until more adequate support is provided. 

While medical education holds the key which 
can give or deny the best of medical care to the 
American public, less than 1% of the nation’s bill 
for medical care is being spent for medical educa¬ 
tion. This is seed money, the smallest but most 
productive portion of the total medical care bill. 
Buying anything but the best in this area would 
not only be uneconomical and unwise, it would 
endanger the health and security of our nation. 

Importance of Financial Reports: We can be 
sure that the American public wants, and will pay 
for, the best in medical care, but we can be equally 
sure that they will insist on getting full value for 
their money. Therefore, it is essential that their 
concepts of full value be based on a clear under¬ 
standing of the vital relationship between medical 
care and medical education. The amounts needed 
for medical education may appear small compared 
with the total costs of medical care but they loom 
large indeed when compared with the costs of other 
educational programs. 

Educators, doctors, students, health personnel, 
legislators, government officials, university officials, 
and the general public—all are confused about 
medical education, uhat it costs, what it means to 
them, what they are paying for it, and what they 
should be paying. 

They are confused because few medical colleges 
have reported costs and financial data that can be 
appropriate!)' compared with those of other med¬ 
ical colleges, why its costs are more or less than 
those of other colleges, the actual cost of educating 
a doctor, the cost of each insti'uctional, research, 
and service program, and b)' whom and to what 
e.xtent each of these programs is supported. 

Without this kind of financial information how 
can a medical college appraise the efficiency of its 
own administrative practices and policies? How 
can it prove that each dollar entrusted to it is be¬ 
ing used efficiently, substantiate its proposals for 
improvements, and know to whom it most appro¬ 
priately might look for additional support? How 
..- can it benefit most from the experiences of others? 
Without such information, those upon whom the 
colleges depend for financial and moral support 
will remain confused and will be seriously handi¬ 
capped in their efforts to provide the colleges with 
sufficient operating funds. 

Inadequacy of Medical College Financial 
Reports: The foregoing does not imply that med¬ 
ical colleges do not keep books or prepare financial 
reports. Every college reports its income, and ex¬ 
penditures, but the reports have been misleading. 
Recent studies have shown that the basic reason 
for this is the complete lack of uniformity in med- 
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ical college biitlgeliiig, accounting, and reporting 
policies, pr.acticcs, and terminology. As a result, 
the “costs” reported b\’ each college reflect en¬ 
tirely difrerent combinations of universit)’, medical 
center, and medical college activities and expenses. 
Such costs are not suitable for compari.sons. 

Income reports have been defective bccau.se 
medical college “iimomc" has not been precisely 
defined. For example, some colleges report tuition 
receipts as medical college "income” even though 
they are deposited in the general funds of the uni¬ 
versity or slate and eannot be used for the support 
of college programs. Foi' colleges that follow this 
practice, tuition represents “earnings” but not “in¬ 
come.” Colleges may report state budget appro¬ 
priations or university general fund budget alloca¬ 
tions as “income” while in reality only the portion 
of the.se appropriations that is .spent benefits the 
colleges and is the equiv.alent of “income.” Often 
the unspent balance remains in, or reverts to, the 
university or state general funds. If a medical col¬ 
lege retains the unspent balance, the entire appro¬ 
priation or allocation .should be reported as “in¬ 
come.” However, if these unspent amounts are rc- 
approprialed for the following year, tbes' should 
not be reported again as “income.” In response to 
questionnaires some medical colleges have re¬ 
ported the same money as income in two or more 
successive years. Where these illustrations apply, 
income may be overstated, possibly to the detri¬ 
ment of the college. 

Financial support for the medical college which 
comes indirectly through the university, hospitals, 
special funds, or other agencies seldom is reflected 
in the “income” report. In such cases “income” and 
“sources of financial support” are not the same. 

For these and other reasons medical college “in¬ 
come” reports have been indefinite and have had 
limited significance for comparative purposes. To 
prowde appropriate comparisons, reports of the 
“sources and amounts of financial support for med¬ 
ical college programs” are necessary'. Obviously, all 
such reports should be prepared in accordance with 
uniform practices, and the terminology should be 
defined precisely. 

Most medical colleges report their “expenditures” 
as “costs,” and cost reports, for the most part, have 
been budget reports—the amounts actually spent 
under the medical college budget. The trouble is 
that the “expenditures” of a college seldom repre¬ 
sent the true “costs” of medical college operations 
—the actual values that are being sacrificed to sup¬ 
port the medical college programs. 

The university may contribute a variety of busi¬ 
ness, plant, library, and student services and ex¬ 
penses; hospitals, clinics, special funds, and otlrer 
organizations may' pay faculty salaries or contribute 
essential facilities and supplies for the support of 


activities or function.s" common to all medical col¬ 
leges. Medical college “costs,” to be useful and 
comparative, must include these values, even if 
they arc not charged to the medical college budget. 
Suppose, on the other hand, that the “expenditures” 
of a medical college include support of activities 
and programs that normally would not be charged 
to a medical college. To produce comparative 
“costs” these e.xpenses must be identified, .set aside, 
and excluded from “medical college costs.” In other 
words “medical college costs,” to be appropriately 
compared, must reflect the total costs of an ident¬ 
ical combination of medical college programs and 
activities—the yrrograms and activities common to 
all medical colleges. 

Despite the complicated programs, responsibili¬ 
ties, and relationships which make medical educa¬ 
tion unique in comparison with other university 
and government activities, there have been con¬ 
tinuous attempts to fit medical colleges into the 
normal management patterns of colleges, univer¬ 
sities, and states. Not enough thought and effort 
has been applied to the special problems of the 
medical colleges. To illustrate this, let the medical 
college administrators ask themselves, “MHiat is 
our accounting accounting for?” 

For years the medical colleges have been telling 
those responsible for approving and supporting 
their programs how they have spent their money— 
the salaries and expenses they have paid and the 
things that they' have bought. This is useful infor¬ 
mation for day'-to-day management purposes, but 
trustees, legislators, and many others draw dubious 
comfort from reports which place major emphasis 
on the colleges’ success in spending hard-to-get 
funds. They would rather be told what they are 
getting for their money. 

This calls for program accounting and reports to 
show the costs of undergraduate education, grad¬ 
uate education for advanced degrees, intern and 
resident training, continuation education, medical 
research, community health services, patient serv¬ 
ices, etc. These are the programs for which a med¬ 
ical college is primarily responsible. To tell what 
it has done, what it is doing, and what it plans to 
do, a college must report in terms of these pro¬ 
grams; and such reports, to be meaningful, must be 
expressed in dollars, the language of business. 

With program costs, figures are supported by 
related facts, the cost of educating a doctor can be 
reported, and the common but improper method 
of determining per-student costs by dividing total 
medical-college costs by the undergraduate enroll¬ 
ment can be discarded. With program costs a finan¬ 
cial profit or loss figure can be determined for each 
college program. By carefully relating program 
costs and the sources and amounts of financial sup¬ 
port, a medical college can tell the extent to which 
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various persons, organizations, or segments of the 
general irublic are benefiting from its operations 
and so will know to whom it can justifiably look 
for additional financial support. 

This is financial reporting for everyone because 
it tells everyone w'hat he is getting for his money; 
it irresents a comprehensive, nontechnical picture 
of medical education. Program accounting and re¬ 
porting also will be used extensively for future 
planning, for budget justifications, and as a check 
on over-all operations. It is a once-a-year procedure 
and, therefore, inexpensive. 

For these tilings alone, progi-am accounting will 
be justified. It should be understood, however, 
that it cannot replace the customary, detailed 
object-of-e.xpenditure tv'pe of accounting for day- 
to-day budgetai'v control. 

In this counti-y management generally has ac¬ 
cepted the Whitehead philosophy that a fact in 
isolation is of little significance. So few persons 
would question the desirabiliW and the need for 
comparing cost and financial data that a lengthy 
justification of efforts to produce comparative data 
is not necessary. The principal reasons are the 
Follou'ing. 1. Through appropriate comparisons one 
college can benefit from the e.vperience of others 
and avoid unnecessary experimenting. 2. Reliable 
comparative data will be e.ssential for the planning 
of new medical colleges and the e.xpansion, en¬ 
largement, and improvement of those now in exist¬ 
ence. 3. Comparative information will make it 
easier for those responsible for medical education 
to evaluate the programs and financial needs of 
medical colleges. In the past the lack of such data 
has resulted in inaccurate evaluations and inade¬ 
quate financial support. 4. Quantitative reports, 
comparisons, and analyses are more meaningful 
to the general public and will influence public 
opinion more than individual reports would. 
5. Granting agencies and foundations need qiianti- 
• tative and comparative financial data to determine 
the relative needs of individual colleges, to sen'e 
as guides for policy making, and to help them make 
equitable distributions of available funds. 

Cost comparisons are inevitable. If those directly 
responsible for medical education do not make 
them, others will do it for them. When others do 
it, the comparisons u'ill usually be made on tire 
basis of incomplete facts and figures and will be 
inappropriate, dangerous, and harmful. 

At this point, one might well ask: What has been 
done to improve medical college financial report¬ 
ing? Why hasn’t budgeting, accounting, and re¬ 
porting uniformity been established? Why aren’t 
program costs in common use? 

For several years the need for more meaningful 
financial reporting has been recognized at all levels 
of management. Financial studies have been made, 
and several of them ha\'e produced ideas wliich 
with proper support and application could have 


led to improved reporting and uniform financial 
practices. However, the necessary support and 
cooperation did not develop and the potential long 
range benefits of several good studies were lost. 

The colleges have told about their complex pro¬ 
grams and have explained how these programs are 
so intermingled that they cannot be separated, that 
it is impossible to distinguish the cost of educating 
a doctor, die cost of research conducted by the 
college, etc. That these explanations have been 
accepted j'ear after year without serious challenge 
is a tribute to the faitli of the American public in 
its doctors. However, medical education costs have 
become so high that new sources of support must 
be found. In seeking additional support, medical 
colleges are competing u'ith other worthwhile pro¬ 
posals. To compete successfully, they must be able 
to describe their needs and their operations in terms 
of cost and in terms that will be understood and 
accepted by all concerned. Program costs will be 
essential. 

Plans for Improved Financial Reports: Tlie 
report of the recent State University of New York 
cost study demonstrates rather conclusively that 
medical college fiscal operations can be analyzed 
in a manner that will produce appropriately com¬ 
parable medical college costs. It provides detailed 
procedures and directions to help other medical 
colleges to study and analyze their own operations 
and compare them with the nineteen colleges cov¬ 
ered by the report; it also describes a practicable, 
inexpensive system of program cost accounting and 
reporting. Another recent report deals principally 
with a program analysis of medical education costs 
at Emory University. This report will help any 
medical college to understand and'use program 
accounting more effectively. There is no serious 
conflict between either die principles or the meth¬ 
ods of program cost analysis described in these 
two reports. 

The Association of American Medical Colleges 
recognizes“the inability to develop and report 
information that will permit the fiscal understand¬ 
ing of the manifold activities of our nation’s teach¬ 
ing medical centers" ... as “one of the major 
problems facing medical education.” The Associa¬ 
tion has assumed a role of leadership to resolve 
this problem and it appears that it will have the 
enthusiastic support of all concerned. 

During 1958 the Association has published the 
Emory Universitj'and State University of New 
York"" reports, and it has also obtained a grant 
from the W. K. Kellogg Foundation to finance a 
one-year “Study of Medical College Financing.” 

In brief, the major objectives of this study are 
(a) to develop methods to be used by all medical 
colleges for routine, periodic financial analyses and 
reports and to make a pilot study of six or eiglit 
colleges to test and prove the principles, definitions. 
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checklists, analyses, methods, and procedure.s which 
eventually will be used for a nationwide financial 
study. (This will involve studying and standardiz¬ 
ing basic fiscal policies, practices, and terms), 
(h) to develop a practicable and inc.vpensive sys¬ 
tem of program accounting and to help the colleges 
to place the plan in operation, and (c) to study and 
clarify related fiscal and management problems. 

After the analysis, interpretation, and reporting 
of the pilot study findings, another objective will 
be to prepare a proposal including forms, proce¬ 
dure.s, staff, and budget that will permit the appli¬ 
cation of this study to all medical schools that are 
willing to be so studied. 

The committee for the pilot study believes that 
a questionnaire type study will not suffice. Personal 
\asits will be made by the study director to make 
sure that each item of information is conectly 
understood and reported and to check on the inter¬ 
pretation of (picstionnaire inquiries. The personal 
contacts also will be in line with the committee’s 
recognition of an essential need for a continuing 
educational program to help medical college ad¬ 
ministrators to adopt and use uniform management 
methods and reports. The A.A.M.C. doubtless 
will assume leadership in such an educational en¬ 
deavor. In this pilot study major emphasis will be 
placed on the long range, continuing benefits to 
come from the development of uniform accounting, 
budgeting, and financial tcnninology for the use 
of all colleges, and the development of procedures 
and plans for routine, periodic financial reporting 
by all medical colleges. 

It is apparent that medical colleges have been 
the victims of over simplification, and as usual the 
oversimplified reports have been misleading. In the 
new study the axiom that an accounting system or 
report cannot be more simple than the comple.xi- 
ties to be dealt rvith will not be overlooked. 

A satisfactory financial report for a medical col¬ 
lege cannot be simple. However, completely new 
accounting systems rarely will be needed. It vdll 
be necessary merely to establish standard terms 
and consider facts as well as figures so that differ¬ 
ences can be recognized and adjusted for reporting 
purposes. The individuality of a college will not 
be lost or even threatened. 

This study is well under way, and there is every 
evidence that within the foreseeable future those 
who are responsible for medical education and its 
financing will be consistently guided and fortified 
by complete, reliable financial and operating facts 
and figures. For the first time they will be able to 
prove the financial needs of medical education and 
establish new standards of management efficiency. 
The important role of medical education in the 
United States will be more fully appreciated, and 
more adequate financial support wll be provided. 


AMERICAN MEDICAL EDUCATION 
FOUNDATION 

To acquaint readers with the acticifies of the 
American Medical Education Foundation the fol¬ 
lowing report has been submitted by its executive 
director. 

Almost eight years old, the American Medical 
Education Foundation continues to show concrete 
progress in its efforts to mobilize support for the 
schools from the medical community. Its total in¬ 
come since 1951 has now pa.ssed the 7 million 
dollar mark. During 1957 it received 44,155 con¬ 
tributions, an increase of almost 5,000 givers over 
the previous year, and it distributed $984,787 in 
grants to the medical schools from its 1957 col¬ 
lections during February, 1958. 

This significant sum of money was raised through 
physician committees in state and county medical 
societies across the country. These committees have 
been developing steadily in each state and now 
have a degree of permanence and acceptance that 

Tabu; Z.—Physician Ciciny to Medical Schonh in the United 
States .S/iotfiHfi ncstrictions on Use Money Made by Donor 


.\nioimt of 
(VintritmUon! 

Vnr.'yirIc!(Nl . SI.((i7,007..',l 

For triirliliif loidcef . IS,M2.5.', 

For Piirclflc iloiinrtiiwiit . s.'i^(»i.37 

For liiillillnfr fund . 

For rr.«ciirch. 201.01.',.18 

For rrlioliirslilli iiml stoclrnt niil. 7I.7.W.74 

For lllirnry . S,810.03 

For Miilmvincnt . 123,272.52 

Olhcrr- . n.'),0lp.r>l 

Totnl . •■i:!,WO,000.4.3 

.liiirrlt'itii Mrilicnl Kiliicutlon Foiiniliitlon . ft34,767.0O 

Totl* . .'4.00.-,,337.43 


outweighs the income each has secured because 
the active interest in, and sjanpathy for, the medical 
schools and their problems adopted by these com¬ 
mittees are creating an opportunity for better 
communications between the profession and tlie 
.schools. 

During die past year the Foundation has con¬ 
tinued to e.xplore ways in which its efforts and 
those of the alumni arms of the schools could be 
coordinated. A meeting behveen the Foundations 
board of directors and representative alumni di¬ 
rectors was held in February at which time die 
possibilities and problems of such coordinadons 
were discussed. 

As a companion to diese explorations, the Foun¬ 
dation continues to collect data from the schools 
on physicians giving directly to the schools. Until 
two years ago those reports were limited to' un¬ 
restricted contributions. In 1956 and 1957 all phy¬ 
sician giving was tabulated by the restriction 
placed on the gifts by the donor. In this way a 
tmer picture of the financial support received by 
the schools from the medical profession was de¬ 
veloped. Table 2 shows these totals by restriction. 
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This steadily increasing annual giving from the 
graduates of the medical schools reflects their grow¬ 
ing awareness of the financial problems of medical 
education. 

NATIONAL FUND FOR MEDICAL 
EDUCATION 

The accompanying resume has been submitted 
by the staff of the National Fund for Medical Edu¬ 
cation to acquaint readers with the current activi¬ 
ties of the Fund in support of medical education. 

The National Fund for Medical Education in 
January awarded grants totaling $3,078,825 to the 
nation’s 82 accredited medical schools. This was 
the largest annual award in the Fund’s history and 
brought to $15,743,766 the total distributed by the 
Fund since its first grants were made in 1951. 

Each four-year school received $15,000 plus $65 
per undergraduate medical student. The four two- 
year medical schools of the basic medical sciences 
received $7,500 each, plus $65 per student. 

In addition, in May, the Fund made grants 
totaling $99,608 to 14 medical schools, under its 
special Class C Grants Program, to help American 
educators find ways to cope with teaching problems 
growing out of the rapid advancement of the med¬ 
ical sciences. These grants ranged in size from 
$2,471 to $14,500 and were given on a one-year 
basis. 

The Fund’s grants were made possible through 
the generosity of some 1,925 corporations, which 
contributed $2,050,757, as well as through a Ford 
Foundation Grant of $1,305,374, under its “match¬ 
ing” arrangement with the Fund. 

In July, the Fund announced the establishment 
of a Medical Research Program, tlirough which 
contributions from united funds, communit}' chests, 
voluntary health agencies, and other organizations 
would be channeled into basic medical research. 
The program will aim to help support the continu¬ 
ing search for new medical knowledge, and to 
increase the number of trained medical researchers 
in the United States. 

The United Community Funds and Councils of 
America, whose local affiliates have e.xpressed a 
desii’e to help support broad fundamental pro¬ 
grams of basic medical research on a national level, 
have already agreed to support this new research 
program. Negotiations have been started with vari¬ 
ous voluntary health agencies for their support of 
the program. This expansion of the Fund’s program 
wall in no way affect its present campaign among 
corporations to obtain support for the teaching 
budgets of the medical schools. 

In October, 1958, the Fund joined with the 
American Medical Association and die Association 
of American Medical Colleges in presenting the 
sucth Frank H. Lahey Memorial Award to Frank 
Abrams, former chairman of the board, Standard 


Oil Company of New Jersey, and a leading philan¬ 
thropist. The award is given annually to a layman, 
for “distinguished service to medical education.” 

Previous recipients of the award were: President 
Dwight D, Eisenhower, former President Herbert 
Hoover, Dr. Abraham Flexner, Colb\' M. Chester, 
and Alfred P. Sloan Jr. 

To celebrate the opening of Medical Education 
Week in April, die Fund joined with die American 
Medical Association and the Association of Ameri¬ 
can Medical Colleges in awarding a scroll to 
Robert E._ Wilson, retiring board cliairaian. Stand¬ 
ard Oil Company of Indiana, and a founding 
trustee of the Fund. Dr. Stanhope Bayne-Jones 
was among those who paid tribute to Dr. Wilson 
and who helped to focus attention on the continu¬ 
ing need for industi-y to help support medical 
education nationally. 

The Fund reports that it is continuing its cam¬ 
paign to alert American corporations to the prob¬ 
lems of medical education. There are still many 
diings that corporation executives do not under¬ 
stand, but the Fund feels that, with time, this will 
be overcome and American industry will fully 
realize its obligations to the medical sciences. 

In April, the Fund published its 24-page annual 
report, “Medical Manpower for Tomorrow,” show¬ 
ing the close link between medical education and 
national security. In this report, the Fund discussed 
the need for creative research, new goals for medi¬ 
cine, why medical education is expensive, and 
industry’s stake in strong medical education. 

It is the Fund’s hope that during 1959 it will 
continue to forge ahead in its goal of bringing 
financial support to the medical schools. 

STUDIES ON THE INTERNSHIP AND RESIDENCY 
ASPECTS OF MEDICAL EDUCATION 

During recent years there has been an increasing 
interest on the part of medical education, specialty 
boards, organized medicine, hospital administra¬ 
tors, and licensing bodies in the field of graduate 
medical education. Witli a few outstanding e.xcep- 
tions, relatively little interest was manifested during 
the first decade of the current century in this field 
of education by others than the leading clinical 
teachers and the young physicians seeking addi¬ 
tional experience. 

In regard to an obvious need existing at the time, 
the Council on Medical Education of the American 
Medical Association began listing hospitals in 
which internship opportunities existed about 45 
years ago. The Council took leadership in set¬ 
ting up certain basic standards or “Essentials” as 
minimal requirements for internship training in 
hospitals seeking approval for them. These basic 
standards have been under constant review and 
revision in an effort to align them appropriately 
with current knowledge and trends in any given 
period. Through the years the American Medical 
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Association has maintained a field and headquar¬ 
ters staff to evaluate these programs in terms of 
these "Essentials” and to assist those concerned 
with this phase of medical education in maintain¬ 
ing suitable opportunities for young physicians 
during their period of internship training. 

As the trend toward specialization advanced, the 
American Medical Association, through its Coun¬ 
cil on Medical Education and Hospitals, in co¬ 
operation with representatives of the specialty 
fields, undertook the task of developing basic 
standards or “Essentials” for graduate education 
and training beyond the internship. These have 
been prepared primarily as guides to assist those 
developing such programs and also to furnish in- 
fonnation to individuals seeking training. They 
outline the basic principles common to all resi¬ 
dency education and training and also indicate 
certain requirements in the different areas of spe¬ 
cialization. Programs of residency training have 
also been subject to study by the field staff of the 
Council prior to evaluation and accreditation. Dur¬ 
ing recent years. Residency Review and Conference 
Committees representing both the Council and 
Specialty Boards have cooperatively reviewed and 
revised the "Essentials” in keeping with the chang¬ 
ing scene. Furthermore, this cooperative function 
has e.vtended to responsibilitj' for approval of resi¬ 
dency training programs, subsequently listed by 
the Council in the annual Internship and Residency 
number of The Journal. One of the important ob¬ 
jectives of this liaison has been to foster, in resi¬ 
dency education and training, opportunities for 
total training programs in single institutions or 
tlu-ough appropriate affiliations so that individuals 
seeking specialty training may be assured of rea¬ 
sonable continuity and upgrading rather than 
fragmented, isolated, and inadequate segments of 
experience. 

In 1940, the Commission on Graduate Medical 
Education,■“ under the chairmanship of Dr. Willard 
C. Rappleye, with Dr. Robin C. Buerki as Director 
of Study, presented a report after three years of 
study. This report clearly pointed out the objectives 
and basic principles of the internship, the residency, 
and postgraduate medical education on the basis 
of the knowledge and needs of that period. The 
need for constant study and reappraisal, intelligent 
experimentation, and flexibility of thought and 
actions is reemphasized throughout this report, 
most of which with minor modifications is pertinent 
to tire current setting. 

There have been numerous studies of the intern¬ 
ship since the report of this Commission. Several 
of these have been precipitated by action of the 
House of Delegates of the American Medical As¬ 
sociation. For some years the Association of Ameri¬ 
can Medical Colleges has conducted studies 
through a Committee on Internships and currently 
has a Committee on Internships, Residencies and 


Graduate Medical Education. Some of these numer¬ 
ous studies have been thoroughly objective, such 
as the comirrehensive analysis and report of the 
Advisory Committee on Internships to the Council 
on Medical Education and Hospitals which was 
presented in 1953. This analysis, as well as most 
of the special studies prior to and following the 
report of the Commission in 1940, have been 
brought about through problems arising from the 
service versus the educational aspects of the intem- 
ship and from concern over intern distribution. 

Through the activities of the Council on Medical 
Education and Ho.spitals, the American College of 
Surgeons, the American College of Physicians, the 
Specialty Boards, the Association of American Med¬ 
ical Colleges, and other interested organizations, 
it has been possible to maintain some semblance of 
order in graduate medical education out of what 
might otherwise have resulted in chaos equivalent 
to or worse than that existing in medical schools 
at the turn of the century. Tliere are, today, no 
clean cut lines of division between the clinical 
clerkship of the final year in medical school, the 
internship, tlie residency, and even some aspects 
of postgraduate medical education. In many situa¬ 
tions the same facilities and patients are being 
utilized, and the same faculty personnel may be 
engaged in all of these areas of medical education. 
Furthermore, advances in knowledge have been 
of such magnitude that the years of education in 
medical school no longer qualify the physician to 
enter practice but, instead, furnish the initial 
plateau upon which he erects the additional edu¬ 
cation and training needed prior to qualification 
for general practice or a specialty. 

It is natural, therefore, that there has been 
aroused interest and concern on all sides regarding 
the graduate aspect of medical education today. 
This was evidenced by certain medical schools 
some years ago when they instituted the require¬ 
ment of a year of internship prior to granting the 
degree of doctor of medicine. It was essential drat 
such internships be approved by die medical 
schools granting the degrees so that theii- products 
could be assured of e.vperiences as interns which 
were known to be desirable. This situation no 
longer exists and currently all approved schools 
grant their diplomas on completion of the final 
year of medical school. Concern over the merits 
of some of the available internships some years ago 
was evidenced when the Association of American 
Medical Colleges requested deans to prepare lists 
of hospitals in their respective areas where there 
was ample evidence that internship opportunities 
were well organized and adequately supervised. 
The exchange of such information undoubtedly 
assisted in the general upgrading of internship op¬ 
portunities, but it was found to be not endrely 
satisfactory and was discontinued. 
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On June 10, 1958, the W. K. Kellogg Foundation 
announced a grant to the Association of American 
Medical Colleges adequate to underwrite a study 
of the internship as it is presently operated in 
medical school controlled hospitals. This study 
should assist in the analysis and clarification of 
some of the current problems associated with this 
initial phase of medical education beyond medical 
school. Has the internship become outmoded in 
the medical school teaching hospital where student 
clinical clerks, residents, fellows, and postgraduate 
students are also participating? Can the internship 
in such a setting represent the education and 
training experience which has been its traditional 
objective? Will the proposed minimum two-year 
program as preparation for general practice fit into 
the medical school controlled hospital programs 
and vail it be considered as an extended internship 
or an internship-residency? Vidrat is the relationship 
of internships to future specialty training? Do 
straight internships actually provide adequate per¬ 
spective or do they primarily serve the restricted 
serwce and/or educational functions of depart¬ 
ments in which they are offered? Is the rotating 
internship still as desirable as it has been consid¬ 
ered to be, and, if so, what constitutes a genuinely 
sound rotating experience? Has the point been 
reached where it may be desirable to discard tra¬ 
ditional terminology and develop new descriptive 
words to encompass a better concept of basic 
education and training beyond medical school? 
Undoubtedly, this comprehensive study of medical 
school controlled hospital intemships will cast 
interesting and helpful light on some of these 
questions. 

Another interesting and challenging study is 
being -conducted by the Division of Research in 
Professions of the Bureau of Applied Research of 
Columbia University. This comparative study of 
the internship and residency from the sociological 
point of wew has been made possible by a grant 
from the Commonwealth Fund. Those who have 
developed this project believe there are many rea¬ 
sons why it is important to study the internship 
and residency as part of the total process of med¬ 
ical training. In other words the study will, it is 
hoped, indicate which types of internships reinforce 
and extend the training experiences of medical 
school and which counteract it. What kinds of 
hospitals place interns and residents in positions 
to be able to do what they are supposed to do 
in such matters as rounding out their range of 
clinical e,xperience under competent supervision; 
learning through doing what they have not done 
sufficiently before; developing tlrrough pracUce 
what has been partially learned tlirough precept; 
their role in tlie team responsible for comprehen¬ 
sive medical care; and becoming increasingly pre¬ 
pared to advance constantly their owm competence 
and ultimately advance medical knowledge? What 


values of the young physician prove, most vulner¬ 
able to “unfavorable environment” during the 
course of internship and residency experience; 
which prove most resistant to deterioration; what 
environments are conducive to retention and exten¬ 
sions of earlier learning and what are those which 
lead to contrary results? This study will also direct 
attention to a “contextual analysis” and will deal 
with relative merits of internships and residencies 
in large and small hospitals, degree of emphasis 
on team-work during training, and many other 
facets of sociological interest and importance in this 
type of evaluation of graduate medical education. 

In this dynamic and rapidly changing scene 
these studies of the internship and residency are 
timely and challenging. There is much that must 
be done to determine how education beyond med¬ 
ical school can be made of greatest possible value 
in preparing tlie physician of today and tomorrow 
for the responsibilities he must assume in medical 
care. Along with this basic challenge is that of 
developing and fostering those individuals who are 
to be the leaders of tomorrow in teaching and 
research as well as in the provision of medical 
care. Every phase of graduate education must be 
reanalyzed and readjusted as time goes on so as 
to avoid over rigidity and too narrow resb’iction 
of knowledge and to maintain reasonable fle.xibility 
and perspective. Medical education has as its 
primary objective the responsibility of providing 
the environmental situation conducive to the de¬ 
velopment of competent physicians skilled in pro¬ 
viding the best of medical care. With all due regard 
to the many other facets associated widi the various 
aspects of medical education, this basic educational 
objective should always be kept in mind and grad¬ 
uate medical education offered which will best 
insure its attainment. 

NATIONAL ACADEMY OF SCIENCES-NATIONAL 

RESEARCH COUNCIL STUDY: POSTDOCTORAL 

EDUCATION IN THE MEDICAL SCIENCES AND 
RESEARCH: A PRELIMINARY REPORT 

Postdoctoral fellowship programs form an im¬ 
portant part of medical education. The Division of 
Medical Sciences of the National Academy of Sci¬ 
ences—National Research Council have undertaken 
a study of such fellowship programs and their im¬ 
pact on medical education. Dr. Arthur S. Cain Jr., 
the director of this study, graciously provided this 
preliminary report of the study for inclusion in the 
Report on Medical Education in the United States 
and Canada. 

The medical curriculum ... has reached the limits of its 
capacity': it can contain no more. ... It is clear that educa¬ 
tionally we have come almost to an impasse, that the load not 
only cannot be increased, but tliat for tire sake of good teach¬ 
ing it must be lightened and simplified. Tlie medical student 
. . . must have a timely opportunity to ground himself in 
fundamental studies, and to learn how to think, how to ob¬ 
serve, how to apply. Every pedagogical consideration, there- 
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foro, points to the conclusion thnl llic clcmcnl.oiy undcrlyinK 
sciences must tie Iciunctl by the student of mcdicini; . . . be¬ 
fore he enrolls bimself in the professional scbnol. 

So wrote Menvy S. Pritcliell in 1912, two years 
after Ahrahani Flexner had surveyed the shock¬ 
ing slate of American medical schools. There were 
those who disagreed with Pritchett’s estimate of 
the importance of basic scientific studies to the 
student of medicine. Some said elementary basic 
scientific knowledge was superfluous; it was enough 
to learn professional medical techniques well with¬ 
out understanding their scientific basis or question¬ 
ing their scientific validity. Others seemed to be 
saying, “We must understand well the scientific 
basis of what we do to improve and e.xpand our 
knowledge, and thus improve our clinic.al abilities.” 

Pritchett continued: 

W'rj- iiilcre.stinm: .st.'itcinculs biu'c rcccntl)’ appeared in 
American educational jonmals, calliiiR attention to the fact 
lliat students who laeV tins (scicntifie) preparation appear to 
liax'c made fpiite as Kood sbowiiiK in certain medical scliools 
as those wlio have if. W'ithouf RoiiiR too far into an analysis of 
the facts tliat arc advanced in support of this contention, it 
needs to be said that c\'en were this true, it is beside the 
marie. It still remains certain that the j'oulb who has not 
pursued these fundamental sciences docs in the medical 
school an entirely different thins from the one who has been 
properly trained in them. Teachers of medicine readily admit 
that for students who have really mastered tlicir elementary 
physics and chemistry and biolosy, medical education be¬ 
comes a wholly different thins from what it is for those who 
have not gained that foundation, not only because the man 
so trained can begin at a different point, but also because he 
is familiar with scientific concepts, scientific nomenclature, 
and scientific methods of reasoning. 

All were agreed that the medical curriculum in 
1912 could hold no more, nor could the human 
brain assimilate rapidly accumulating knowledge. 
Nevertheless, curricula were expanded, premedical 
scientific studies were prescribed, and the basic 
sciences became an increasingly important part of 
medical education. 

Today, the struggle for adequate insight and 
proficiency in the basic sciences of medicine seems 
at its zenith. The variety of scientific disciplines 
contributing to medical knowledge now extends 
into areas of physical and biological science not 
long ago little used by medical scientists. Clinical 
investigation has shifted from what was once called 
(by some) "applied” research to research of a very 
fundamental kind. Doctors of medicine and doctors 
of philosophy, especially those headed for careers 
in academic medicine and research but also in¬ 
creasing numbers of physicians who will make their 
careers in medical practice, seek ways to gain 
advanced basic scientific proficiency as an essential 
tool for productive careers. Through modem “fel¬ 
lowships,” many of them find the way. 

Fellowships in the medical sciences were bom 
of the readjustments aird turmoil of the first Flexner 
report (1910) and the need of medical school facul¬ 
ties for stronger basic scientific foundations. In 


1921, when most of the proprietary medical schools 
had closed and medicine was finally within the uni¬ 
versities, the Division of Medical Sciences of the 
National Academy of Scicnces-National Research 
Council proposed that fellowships in the medical 
.sciences be ofiered in national competition. The 
first such fellowships were soon established by the 
division and supported financially by the Rocke¬ 
feller Foundation. That support has been continu¬ 
ous since the inception of the fellowships. 

Those first fcllow.ships gave young medical scien¬ 
tists an opportunity to improve their basic scientific 
backgrounds and sought to influence them toward 
careers in teaching and research. The popularity 
and success of the fellowships can be seen in the 
many such fellowships offered today. 

In 1956, Dr. R. Keith Caiman, chairman of the 
Division of Medical Sciences, National Academy 
of Science.s-National Research Council, called at¬ 
tention to the variety and number of available 
fellowship opportunities and the rapid changes 
taking place in medical education and research. He 
liroposed a study of postdoctoral fellowship ro- 
grams to determine their appropriateness to the 
developing needs.'" As a result, the present survey 
of fellowships and similar training schemes, to¬ 
gether with their impact on medical education and 
the medical schools, was undertaken. The financial 
support of the John and Mary R. Markle Founda¬ 
tion made the survey possible. Tire active coopera¬ 
tion of the Council on Medical Education and 
Hospitals of the American Medical Association and 
of the Association of American Medical Colleges 
has provided valuable assistance, and the National 
Institutes of Health, through a recent grant, aided 
in the rapid analysis of data by punch card methods. 

Mrs. Lois G. Bowen, Professional Assistant of 
the Academy-Research Council and for some years 
responsible for the administration of the medical 
fellowship programs of the Academy-Research 
Council, has worked closely with tlie Director of 
the Survey from the beginning. The checking and 
preparation of thousands of questionnaires for 
analysis has been a complex problem for Mrs. 
Bowen and her assistants. 

For the purpose of this survey, a fellowship is 
defined as financial support awarded to a doctor 
of medicine, doctor of philosophy, or scientist of 
equivalent education for full-time advanced study 
and training in basic medical sciences and research. 
The awards, with very few exceptions, are for a 
period of at least one j'ear. The "junior postdoctoral 
research fellowship” is awarded to young scientists 
not yet established in a career and in need of more 
thorough training and experience in basic science 
and research methods. “Senior” and “advanced” 
fellowships are awarded to established medical 
scientists chiefly for concentrated research and 
study, usually for a period of three to five years. 
Occasionally, in the case of some senior scientists, 
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they are awarded for shorter periods. Most Junior 
fellowships e.xclude more than minimal teaching 
and clinical responsibilities. The fellowships stud¬ 
ied in this survey were awarded in national com¬ 
petition. There are also other fellowships awarded 
by local agencies and institutions. These latter are 
not included in this report but will be discussed 
to a certain e.xtent in tlie final report. 


Table 3.—Distribution of Applications and Awards of 
Fellowships htj Doctoral Degrees 


Successful Unsuccessful 

Applicunts Applicants* 

...A_,,_— _ 


Type of Fellowship Sought 

f - ^ - V 

M.D. 
and 
Ph.D. 
M.D.Pb.D. held 

__A_ 

M.D.‘ 
and 
Ph.D. 
M.D.Ph.D. held 

Totals 

Junior postdoctoral. 

. 402 

352 

11 

IGG 

174 

C 

i.ni 

Senior or advanced. 

, 71 

70 

8 

32 

23 

9 

213 

Either type (double 
application, would 
accept either award) . 

. 14 

17 

0 

4 

5 

1 

41 

Totals. 

. 487 

431) 

19 

202 

202 

10 

i,3or» 

Double applicants (would 
accept either award) 
Received junior award ... 

. 12 

10 

0 




22 

Received senior award ... 

o 

7 

0 




9 


■* Jneludes a fcir candidates irbo rrithdrctr their applications prior to 
consulcratioQ. 


Scope of the Survey 

The surv'ey was divided into six areas. 

1. Opportunities for advanced training and e.x- 
perience in medical sciences and research available 
through tlie postdoctoral fellowships offered by 
more tlian twenty-hvo national agencies were stud¬ 
ied. The purpose and regulations of these fellow¬ 
ship programs were analyzed to determine, insofar 
as possible, the kind and number available at junior, 
senior, and intermediate levels. Emphasis by the 
various agencies on specific scientific disciplines or 
disease categories and restrictions on the assump¬ 
tion of general academic responsibilities during 
the fellowship were also reviewed. 

2. All applications submitted by doctors of med¬ 
icine and doctors of philosophy for these fellow¬ 
ships during one test year (1955-1956) were 
analj'zed. The curriculum vitae of each applicant, 
his area of research interest, and future career plans 
were included in material abstracted for study. 

S. The chairmen of each of 11 departments of 
the United States medical schools were consulted 
by questionnaire for estimates of the balance be¬ 
tween teacliing and research in their respective 
departments and the supply and quality of appli¬ 
cants for budgeted vacancies on department staffs. 
The chairmen were also asked to complete tables 
gmng educational ’■ t " d '''■v ademic de¬ 
gree), postdoctoral ■ y ■ ■ and infor¬ 

mation on financial support of department staff 
members. Similar information was also requested 
about postdoctoral fellows currently in the depart¬ 
ments. 

4. All current and past fellows of tlie 22 national 
agencies studied in parts 1 and 2 were consulted 
by questionnaire concerning their fellowsliip ex¬ 


perience, present positions, plans for the future, 
attitudes toward academic and research careers, 
and clinical e.xperience. Comments and suggestions 
were invited. Three questionnaires were used- 
one to all alumni of the 22 fellowship programs 
since 1945, plus all who held fellowships in 1939- 
1940; a second questionnaire to all 1957-1958 junior 
postdoctoral fellows; and a third to all 1957-1958 
senior and long-term fellows. Tire three question¬ 
naires were similar but altered to make them appro¬ 
priate for their respective recipients. 

5. All 1957-1958 interns and residents in primary 
teaching hospitals of every United States medical 
school were sent questionnaires. The questionnaires 
sought career interests, attitudes toward academic 
careers, research, private practice, and the nature 
and amount of additional study and training they 
deemed necessary. An evaluation of available 
training and fellowship opportunities and their 
estimates of the obstacles to acquiring additional 
training was also sought. 

6. Finally, full-time members of all departments 
of anatomy, microbiology, biochemistry, pharma¬ 
cology, physiology, medicine, and surgery were sent 
questionnaires. They were asked about academic 
responsibilities, especially teaching, research, and 
administrative loads. Educational backgrounds (by 
academic degrees, clinical training, and fellowship 
e.xperience), sources of financial support, and other 
information was also requested. Additional depart¬ 
ments will be included in tliis part of the survey. 

Results 

The results presented are selected for their ap¬ 
propriateness to this education number of The 
Journal. 

One thousand three hundred and sixty-five doc¬ 
tors of medicine and doctors of philosophy sub¬ 
mitted applications for junior or advanced fellow¬ 
ships in the medical sciences to one or more of the 
national agencies surveyed. Their applications were 


Table 4.—Distribution of Incumbent 1957-1958 Fellows bij 
Doctoral Degrees 


Two or 



Fel¬ 

lows, 

No. M.D.’s 

Ph.D.’s 

More 
Doctor- 
Sc.D.’sates Held 

1957*1958 Junior fellows ...., 

. 463 

262 

207 

3 

9 

1957*1958 Senior fellows ...., 
Post fellows 

. 289 

195 

IIT 

3 

2C 


1&4G-I956incl., nntl 193a-l&40 ... 2709 17C0 1122 a4 207 


filed in 1955 and 1956 for fellowships the first year 
of which would terminate on or before Dec. 31, 
1957. There were 48 more M.D.’s than Ph.D.’s 
among the applicants, and 35 applicants held both 
degrees. More than two-thirds of the applicants 
were awarded fellowships. The ratio between 
M.D.’s and Ph.D.’s in the successful group was 
approximately the same as in the whole group of 
applicants. A few applicants applied for both junior 
and senior awards, leaving the decision as to which 
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was appropriate to the selection boards. Table 3 
shows the distribution of ajiplicants by degrees 
held, awards sougbl, and awards received. 

Three thousand nine hundred and eighty-nine 
present and past fellows of the national agencies 
surveyed were sent questionnaires. These included 
all fellows since 1915, plus those who had awards 
in 1939-1940, and all 1957-1958 fellows. The 1957- 
1958 fellows arc referred to as “present” fellows. 
Three thousand four hundred and sevcnt}'-four, or 
87.1%, completed and returned their questionnaires. 
Of these, 3,461 questionnaires were coded and 
studied by punch card methods. Two thousand 
seven hundred and nine past fellows, 463 present 
junior fellows, and 289 present senior fellows were 
included. The distribution of M.D.’s, Ph.D.’.s, and 
Sc.D. s is shown in table 4. 

All fellows, present and past, were asked to give 
their choice of careers without consideration of the 
economic rewards and then to give their choice 


Table 5.—Career Interests of Fellows 

la'iMPSS la'.T.iavs 
rrc.«cnt Prc<{‘nt 
Past .Tunlor Senior 

Follon? FoHowr FcJIowf 



* tr 

? e 
£ = 

£ si 

o V O 

? S o 

V tr. 

•z a 

« i 

^ C O 

^ Z ii ^ 

V tr. 

•z a 

S o 

^ eg 

e 

Ciircer Choice 

1. Fulbtiinc flcndcmic post with irood 
bnlance between teaching, rc?oftrcli, 

-S£S 

— S3 


S c o 

nnrl ndmlalftrutlvc duties «.... 

2. Full-time research witli no 

1,710 1,120 

324 

253 

254 

178 

other responsibilities .. 

3. Cllnicul Investi^ntlon and medical 
practice in n full-time 

.'iTj 114 

67 

GO 

50 27 

ocndeinic position . 

515 .530 

75 W 

.17 

51 

Full-time private medical practice . 

71 m 

a 

5.1 

Not 

requested 


Note; There are a few double choices Included In the above flKures. 
They u.'^unll}' roprescntotl Indecision between numbers 1 and 2. 


under the realities of present day economics. The 
majority in all groups preferred a full-time salaried 
academic career if economic conditions could be 
disregarded, but approximately a third of these 
shied away from full-time salaried academic post’s 
under the economic realities of academic life. Table 
5 indicates the career choices of present and past 
fellows under conditions as they exist today and 
under conditions in which economic rewards would 
not be a deciding factor. 

One thousand five hundred and fifteen past fel¬ 
lows were found to be in full or part-time academic 
positions. There were 226 professors, 125 associate 
professors, 571 assistant professors, and 194 instruc¬ 
tors in this group. Five hundred and forty-nine 
were research associates and assistants or held 
other university titles. One diousand two hundred 
and nine past fellows were not in full-time aca¬ 
demic posts, but 419 of these had held such posi¬ 


tions in the past, while 790 had never held full¬ 
time academic jobs. All past fellows who did not 
hold full-time university positions at the time the 
questionnaires were completed were asked if they 
would accept such a position if assured of a suit¬ 
able balance between teaching, research and ad- 


Tawle 6.-Estiinoic of Their Faculty Rank Qualifications by 
Fellows Who M’ould Accept Ftill-timc Academic Positions 
Under Suitable Work Arrangements 




1057-1958 

10.57-1958 


Past 

.Junior 

Senior 


Fellows 

Fellows 

Fc11o4vr 

Professor . 


7 

73 

Associate professor . 


5.1 

147 

Asslfitant profcs*ior . 


2G5 

72 

Instructor .. 


175 

7 


Note: In j'omc chfc 5 there ImIccj'Jlon lietwcen two r«nk.«?, usimllj* 
«t Junior levels, niul there Is ii smell mimtier of cloulilc choices included. 


ministrative responsibilities in their work. Only 192 
indicated that they would not. The faculty ranks 
for which those who said they would consider full¬ 
time academic careers thought themselves qualified 
are .shown in table 6 and the minimum salary 
ranges they would accept are shown in table 7. 
The rank and salary' expectations of present fellows 
are also shown in tables 6 and 7. 

One thousand and eighty-five past fellows had no 
teaching experience in their fellowships, and an" 
additional 1,216 had very little. Only 392 indicated 
significant teaching activities as fellows. Six hun¬ 
dred and fifty-nine who had had little or no teach¬ 
ing experience considered this a disadvantage and 
thought tliat fellowships should include teaching 
e.xperience, but 981 disagreed with them. Present 
junior and advanced fellows who were engaged in 
at least some teaching in their fellowships consid¬ 
ered the experience beneficial by more than ten 
to one. 

The value of clinical training to the fellow con¬ 
centrating on basic science and research experience 
has long been disputed by various segments of the 

Table 7.—Minimum Salary Ranges Acceptable to Fellows 
Who Would Accept Full-time Academic Posts 

IlimKe 

^,000 or less . 

to ;?8,000 . 

J?8,000 to ?1D,000 . 

;^10,000 to $12,000 . 

$12,000 to $15,000 . 

Over $15,000 . 

medical fraternity'. It is interesting to note that 
only 49 physicians among the past fellows har'e not 
served an internship, and most of them have spent 
at least one year in a residency. Almost half of the 
physicians among the past fellows are diplomates 
of medical specialty boards, and a majority of 
tliose who are not diplomates intend to seek cer¬ 
tification. 



1957-1958 

1957-1958 

Past 

Junior 

Senior 

Fellows 

Fellows 

Fellows 

120 

179 

12 

297 

174 

51 

312 

CA 

SS 

148 

13 

48 

1G9 

7 

45 

127 

0 

14 
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Among present fellows, 22 physicians had not 
served internships and 72 had had no residency 
training. In table S the clinical training and spe¬ 
cials board status of present and past fellows is 
shown. 

Table 8.—Clinical Backgrounds and Specialty Board Status of 
Present and Past Fellows Who Hold the M.D. Degree 



1037-1958 

1931-105S 

Pn?t 

Junior 

Senior 

Fellow? 

Fellow? 

Fellow? 

Ye? No 

Y'e? No 

Y'es No 


Servcil intern>hiu ... 

.1,700 

40 

231 

11 

184 

n 

Sen-ed residency ... 

Certified by a incdiciil 

.1,541 

203 

217 

45 

16G 

27 

specialty board .. 

. &(.> 

903 

23 

239 

88 

105 

Intend? to seek certifiention .... 


2WJ 

195 

35 

.59 

45 


Two-thirds of the past fellows who had had in¬ 
ternships or residencies thought that their clinical 
training had helped them profit from their fellow¬ 
ships. The clinical training, they indicated, had 
been beneficial to them in planning, conducting, 
and interpreting their research. Their comments 
often suggested that clinical training had made 
possible a clear idea of then research interests and 
the depth and breadth of basic scientific studies 
necessary for adequate pursuit of these interests. 

Nine thousand four hundred and thirty interns 
and residents in the primary teaching hospitals of 
all United States medical schools received ques¬ 
tionnaires, and 7,422, or 78.7%, responded. Of iiiose 
responding, appro.vimately 884 were graduates of 
foreign schools, and they will be considered sep¬ 
arately in the final report of the survey. 

Alternate questionnaires from graduates of 
United States medical schools (lialf of those re¬ 
turned, or 3,269) were coded and analyzed by 

Table Specialty Board Aspirations of Interns and Residents 

Specialty C^rtificat’oc to be Sought 

Medicine . 

Surgery . 

Obstetric? and gynecology . 

Pediatries .. 

Psychiatrj' and neD»‘ology . 

Padiology . 

Orthopedic surgery . 

Pathology . 

Ophthalmology . 

Anesthesiology . 

Urology . 

Thoracic surgery . 

Xeurological surgery . 

Dermatology and r/r-UMolcgy . 

Otolaryngology . 

Plastic surgery . 

Physical medicine and rehttbilitation 

Proctology .*. 

Preventire medicine .. 

punch card methods. The incoming questionnaires 
were filed so that half of the returns from each 
hospital were included in the total. Eight hundred 
and eighty-nine interns, 2,305 residents, and 75 
clinical trainees were represented in this sample. 
The data here presented are taken from this 50% 


Number 

6S3 

45S 

zm 

285 

208 

}G4 

156 

149 

113 

OS 

82 

65 

m 

so 

30 
28 

31 

1 


sample and reported in terms of numbers and per¬ 
centages of 3,269. The questionnaires not analyzed 
by machine methods are being studied for com¬ 
ments and suggestions and included in the final 
report. 

Twenty-seven of the interns and residents held 
Ph.D. degrees, twelve the Sc.D., and ,146 the Mas¬ 
ter’s degree. 

The interest of these interns and residents in 
advanced training in special clinical areas, ad¬ 
vanced basic scientific study, and research training 
beyond any they had had, and teaching, was abun¬ 
dantly expressed in their responses. Only a handful, 
105 out of 3,269, said they did not want to seek 
specialty board certification. Medicine and surgery, 
respectively, were the first two specialty choices. 
Obstetrics and gynecology, pediatiics, and psy¬ 
chiatry and neurology followed in that order (table 
9). Only a few, 85, were undecided about specialty 
board certification. 

Approximately two-thirds of the interns and resi¬ 
dents wanted additional training in research re¬ 
gardless of their future career plans. Some pre¬ 
ferred to gain tliis e,xperience concurrently or in¬ 
termittently with residency training, if possible. 
Others wanted fellowships and traineeships, and 

Table 10.—Preferred Mode of Research Training 
^ . Number 


Concurrent with residency . 844 

Intennittently with residency . s.v» 

Full-time research fellowship . 324 

Clinical traineeship . 444 


some were undecided as to the best method (table 
10). Six hundred and thirt)'-si.x interns and residents 
planning careers essentially in private practice 
planned to engage in research along with their 
practices. 

Only 245 in the intern-resident group, or 7.2%, 
indicated that they did not want to participate in 
teaching or research once they entered upon their 
careers, while 1,898 who plan careers essentially 
in private medical practice want to make teaching 
a part of their careers. In addition, 810, or 24.7%, 
want careers in full-time or essentiall}' full-time 
academic positions. Almost a third of these (252) 
prefer full-time salaried positions and the rest 
“geographical” full-time. Only 33 interns and resi¬ 
dents preferred full-time positions in a basic science 
department or a research institute. 

Asked to evaluate some aspects of research fel¬ 
lowships and clinical traineeships, the interns and 
residents looked with disfavor by approximately 
four to one on regulations which exclude oppor¬ 
tunities to maintain clinical proficiency during fel¬ 
lowship or traineeship. The exclusion of teaching 
opportunities was regarded with approximately the 
same disapproval. 

Dissatisfaction with the breadth and depth of 
their basic scientific backgrounds was stated re¬ 
peatedly in comments by the interns and residents. 
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rcgardle.ss of wlictlier they wore hoiRlecl for aca¬ 
demic career.s or private practice. In an.swer to 
specific question.s and in appended discus.sions of 
the subject, llicy expressed a desire and often a 
determination to understand and use the concepts 
and researcb methods of the basic sciences, phys¬ 
ical as well as biological, in their future work. Sta¬ 
tistical data on this subject aud an analysis of the 
comments will he a part of the final report of 
llie survey. 

The fma} report from the suroeij from which this 
l)rc}iminanj report /.v drawn will he made to the 
Medical Fellowship Board of the Division of Med¬ 
ical Sciences, National Acadcmti of Scicnccs-Na- 
tional Bescarch Council. The Board, under the 
chairmanship of Dr. Sam L. Clark, Vanderbilt Uni- 
versittj, has participated actively in the conduct of 
the survey, and the final report will provide a basis 
far the Board’s recommendations to the Division on 
future postdoctoral fcUoic.ship activities. 

UEPORT OF THE SECRETARY'S CONSULTANTS ON 

THE ADVANCEMENT OF MEDICAL RESEARCH 

AND EDUCATION THROUGH THE DEPARTMENT 
OF HEALTH, EDUCATION, AND WELFARE 

On July 14, 1958. Secretary Marion B. Folsom 
released as a public document, the final report of 
the Secretary’s Consultants on Medical Research 
and Education, entitled “The Advancement of Med¬ 
ical Research and Education Through The Depart¬ 
ment of Health, Education, and Welfare.” Dr. 
Stanhope Bayne-Joncs, formerly dean of Yale Uni- 
versih' School of Medicine, president of the Joint 
Administrative Board of the New York Hospital- 
Cornell Medical Center, and technical director of 
research. Office of the Surgeon General, Depart¬ 
ment of the Army, chaired the group of 10 promi¬ 
nent medical educators and indusHy research ex¬ 
ecutives who participated in the study.® 

When the consultants were appointed. Secretary 
Folsom indicated that among the reasons for this 
action were (a) the recent very rapid and large ex¬ 
pansion of the medical research programs of the 

° In addition to Dr. Bayne-Joncs, the special consultants 
were George Packer Berry, M.D., Dean, Harvard Medical 
School, Boston, Mass.; Thomas P. Carney, Ph.D., Vice-presi¬ 
dent, Research Development and Control, Eli Lilly and 
Company, Indianapolis, Ind.; Lowell T. Coggeshall, M.D., 
Dean, DiWsion of Biological Sciences, University of Chicago, 
Chicago; Fred Carrington Cole, Ph.D., Academic Vice-presi¬ 
dent, Tulane University, New Orleans; Samuel Lenhcr, 
Ph.D., Vice-president, E. I. duPont de Nemours and Com¬ 
pany, Wilmington, Del.; Irvine H. Page, M.D., Director of 
Research, Cleveland Clinic Foundation, Cleveland; Robert C. 
Swain, Ph.D., Vice-president in Charge of Research and De¬ 
velopment, American Cyanamid Company, New York; Staf¬ 
ford L. Warren, M.D., Dean, School of ^^edicine, University 
of California Medical Center, Los Angeles; James Edwin 
Webb, President, Republic Supply Company, and President, 
Frontiers of Science Foundation of Oklahoma, Oklahoma 
City, former Director of the Bureau of Budget, and former 
Under-Secretar)' of State. 


Department of Health, Education, and Welfare 
and (b) his eoncern that the medical research effort, 
which had conhibuted .substantially to the health 
of the American people, should continue to make 
a maximum contribution based on wise policies, 
sound admim'stration, and a competent scientific 
staff. The consultants were e.xpected to look into 
such matters as (a) the activities of the Department 
of Health, Education, and Welfare in the fields of 
medical research and education, (b) the situation 
(state and needs) of medical research and educa¬ 
tion in the country as a whole, (c) the impact of the 
expanding research programs on medical educa¬ 
tion, {d) the availability of scienh'sts, technicians, 
and facilities, (e) the relative emphasis given to re¬ 
search in the various disease fields, (/) the relative 
emphasis given to fundamental studies in the basic 
.sciences generally, (g) the standards for approval 
of research projects, and (h) the relationship be¬ 
tween federal and private research programs. 

This study originally was designed to cover a 
two-year period, but at the request of the Secretary 
was shortened so that it might be submitted prior 
to his withdrawal from the Department of Health, 
Education, and Welfare in the summer of ,1958. The 
report indicates that all of the consultants felt 
privileged to undertake this important assignment 
and that they were pleased to be able to give the 
Secretary their mature judgment on the matters 
with which they dealt. Secretary Folsom indicated 
his appreciation of the task commenting in the 
preparatory note that they had “performed their 
public service with distinction.” He, furthermore, 
stated that the report was being made available 
as a public document in the belief that it will be 
of interest “not only to all those concerned with 
medical education and research, but those inter¬ 
ested in the determination of policies and plans 
for research.” 

The report indicated the consultants believed 
that “e.xpenditures for medical research in this 
country can and should be tripled to reach a billion 
dollars annually by 1970.” To develop a medical 
research effort of this magnitude will necessitate 
an augmentation in the number of physicians and 
other scientists engaged in medical research from 
the current 20,000 to 45,000 by that date. The con¬ 
sultants indicated that funds for construction of 
medical schools will be needed “on a mnch larger 
scale than has heretofore been contemplated” and 
that even if large funds are provided “it seems 
certain that the number of physicians per 100,000 
population will decline during the next 12 years.” 
The report also states that “the expansion of med¬ 
ical research and education required in the national 
interest will be costly and should not be restricted 
by lack of funds.” In 1957, for instance, total na¬ 
tional medical research expenditures approximated 
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330 million dollars in comparison to tlie 900 million 
to 1 billion dollars n'hicb the consultants consider a 
consen’ative projection for 1970. 

The consultants expressed the belief that the 
public interest would not be served if the ratio of 
ph)'sicians per 100,000 population falls below 132, 
which has been a relative constant during the past 
30 years. To maintain this approximate ratio it is 
pointed out that from 14 to 20 average size med¬ 
ical schools should be developed to meet the needs 
of 1970 and that these will cost between 500 mil¬ 
lion and 1 billion dollars. Since there is a lag of 
approximately 10 years between the planning of a 
new school and the graduation of its first class, the 
consultants indicate that there will almost inevi¬ 
tably be a decline in the number of physicians per 
100,000 between the present time and 1970. 

The report states, “Unless there is a marked 
change in social philosophy leading to private gifts 
or state appropriations on an unprecedented scale, 
lai'ge federal appropriations will be required.” 

In discussing the support of medical research, the 
report suggests that the federal government should 
continue to provide about half of the funds needed 
so that by 1970 federal expenditures should in¬ 
crease from 186 to 500 million dollars. Last year in¬ 
dustry contributed an estimated 90 million, private 
philanthropy 35 million, and endowment income 
approximately 19 million dollars. The committee 
projected for 1970 annual expenditures of over 300 
million dollars from industry and over 100 million 
from private philanthropy. 

The report covered many other areas, including 
an analysis of both physicians and Ph.D. potential 
additions in the field of medical research, the role 
of the Publie Health Service and, particularly, the 
operations of the National Institutes of Health in 
this field. 

This report should be carefully read and analyzed 
by thoughtful individuals, as the recommendations 
carry significant implications and challenges. As has 
been repeatedly pointed out in this and previous 
education numbers of The Journal, the present 
rapidly changing scene is beset with unknowns of 
many kinds. There are augmented needs in every 
area to meet the increased challenges of tlie grow¬ 
ing population and the socioeconomic as well as 
scientific advances. These are not the type of chal¬ 
lenges that can be successfully met witli a ‘crash 
program” but rather necessitate sound, intelligent 
consideration. This study clearly implies the need 
for such objective analysis. Large financial re¬ 
sources, in themselves, carry no guarantee of solv¬ 
ing these problems. Adequate financing makes the 
potentialities of any given situation better, pro¬ 
viding they are realistic and attainable. The ques¬ 
tion can logically be posed as to whetlier all new 
medical schools in the future should be developed 
as elaborate research institutes or whether there is 
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not a place for additional schools where the major 
focus is on sound education and more modest em¬ 
phasis on research. Both educational and research 
aspects are vital to all institutions conducting med¬ 
ical education, but unless reasonable balance is 
maintained in planning for the future, the educa¬ 
tional function of the medical school may be 
jeopardized through overemphasis on research 
alone. 

PROGRESS REPORT SUBMITTED BY COMMITTEE ON 
PREPARATION FOR GENERAL PRACTICE 

After a year and a half of study, the Committee 
on Preparation for General Practice on May 20, 
1958, submitted a Progress Report to its three par¬ 
ent organizations, the American Medical Associa¬ 
tion, the Association of American Medical Colleges, 
and the American Academy of General Practice. 
The Board of Trustees of tlie American Medical 
Association subsequently presented the Progress 
Report as Supplement A in its report to the House 
of Delegates at their June (1958) meeting in San 
Francisco. In submitting this Progress Report the 
Committee expressed the hope that it would be 
carefully read and evaluated by all concerned and 
that any criticisms or suggestions be submitted to 
it for consideration prior to the preparation of a 
more definite final statement. The complete text ol 
the report has been published in tlie Sept. 6, 1958, 
issue of The Journal as part of the Proceedings of 
the San Francisco Session and is referred to the 
attention of those who wish to review the com¬ 
plete text. 

The report of this Committee merits serious study 
on the part of those interested in and concerned 
with basic or graduate medical education, specialty 
education and training, and licensure. After review¬ 
ing all aspects of current preparation beyond med¬ 
ical school, the Committee e.xpresses the opinion 
that: 

Tlie remarkable advances in medicine that liave occurred 
and that will continue to occur have increased the difficulty 
and tile complexity of general practice as well as of other 
specialty practices. The responsibility of the general practi¬ 
tioner is a heaxo" one. It demands knowledge, alertness, agility , 
of mind, and a wisdom bom of education and experience. 
It necessitates the possession of a sound knowledge of the 
fundamentals of medicine as well as a synoptic kmowledge 
of the basic principles of special fields. In view of tliis, as 
well as the pattern that has been followed successfully in the 
specialty fields of developing graduate educational programs 
beyond medical school, the Committee recommends that a 
new graduate educational program for general practice be 
developed. 

The proposed program constituting the final por¬ 
tions of the Progress Report is presented because 
of its inherent challenges to medical education and 
particularly to those who are endeavoring to offer 
graduate education and training in the field of gen¬ 
eral practice in keeping with current knowledge 
and needs. 
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The Propo.scd Program 

In rccomnicndinR a new graduate pnicrain for the general 
practice of medicine, the Committee helicves that iiritiianj 
consideration shmdd be given to an educational experience 
enabling the iihy.sician to provide medical care for all mem- 
hcr,s of the family irrespective of age. After determining that 
the period beginning at the time of receiving the M.D. degree 
is the most appropriate one for a new plan of preparation 
for gcncr.al practice, the Committee agrcial to concern it.sclf 
with a minimal program. It was cmisidcred best at the outset 
to avoid being compromised by programs presently in ex¬ 
istence or by current limitations imposed by statutes or mili- 
tarj- obligations. This proposed program is designed to 
replace for future general pr.aetitioncrs, the current internship 
as well as existing residency pnigrams in general practice. 

The internship year as presently constituted cannot be 
considered as a component of this program for it would re.snlt 
in dividing it into two separate segments. The inlenisbip 
was designed many years ago to provide tlic initial contact 
with and rcsixmsibility for patients. Since the development 
of the elinic.al clerkship, it no longer comprises such initial 
patient contact but rather it is now considered as one of 
several graded steps toward the assumption of total responsi¬ 
bility for patient care. Further, there is now general agree¬ 
ment that the one-year internship alone is inadequate as 
preparation for the practice of medicine. Tlic Committee be¬ 
lieves the one-year intcrn.sbip encouragc.s inadequate prepa- 
r.ition for general practice. 

The present v.alucs of the internship will be an inherent 
part of the proposed program, but cannot bo separated out 
of it as a segment withont wc.akening the greater values to be 
dcris’cd from dealing with the new program as a unified 
whole. Tile graduate progr.am proposed as preparation for 
general practice is designed to bo more comprehensive than 
the internship in regard to patient responsibility, educational 
content, and continuity of experience. 

Under the existing circumstances, it is belicvcxl that a 
period of at least two years of formal hospital training follow¬ 
ing attainment of the medical degree is ncccssaiy in prepara¬ 
tion for the general practice of medicine. However, time 
.done c.annot serve as a valid measure of educational adc- 
(piacy. The Iwo-ijear period would be minimal even where 
the other factors of educational quality and content arc 
optimal. 

The graduate program of two j’cars in prepamtion for 
general practice should be planned and implemented as a 
unified whole. Since the gencr.il practitioner is to proxide 
continuing care, it is highly important that the preparation 
for this kind of practice be designed to assure ever>’ possible 
opportunity for the participant to .study patients over rela¬ 
tively long periods of time. He should follow the patient, as 
necessary, in the outpatient service, when indicated in tlie 
liomc, and certainly from one ho.spital serxoce to another. 
There should be a maximum continuity of assignment to 
vpccific sen’ices so that the program xvill stress education 
through continuing rather than episodic medical experience. 
Such a unified two-year irrogram will pemiit and encourage 
the necessary progression of responsibility and content. 

This two-year program should include a basic eighteen 
month period to provide experience in the diagnostic, thera¬ 
peutic, psychiatric, preventive and rehabilitative aspects of 
internal medicine and pediatrics in a very broad sense. In 
addition to the basic period, tlic opportunity for training in 
obstetric.s should be a requisite for all programs. Participants 
who plan to practice obstetrics are encouraged to spend tlie 
major portion of an elective six months in obstetrical training. 
For those who do not anticipate an obstetrical practice, the 
six month elective should be utilized for further training in 
other segments of tlie program. It is urged that the concept 
of unity be applied to the elective period to prevent unduly 
short assignments that would iirovidc little educational justi¬ 
fication. 


Throughout the two-year program, the trainee should have 
experience provided by regularly assigned periods of emer¬ 
gency room service. The Committee believes that this should 
include training in the emergency and primarj' management 
of trauma and in minor surgery. (Tlic working definition of 
the latter is that minor .surgical procedures arc those which 
in themselves h.ivc no axpeclcd mortality, require no medi¬ 
cal assistants and, in suitable circumstances, may be per¬ 
formed satisfactorily outside tlic ho.spit.al.) 

Uccause the care of the ambulatory patient is an impor¬ 
tant part of mcdic.al practice, provision of adequate oppor¬ 
tunities for the study of outpatients is essential. Tliis should 
con.stitutc a part of the basic eighteen month period and may 
well continue through the other six months. It should include 
experience in medical or diagnostic gynecology. 

Experience in the care of the new-liom infant is considered 
an essential portion of the progr.am. 

The proposed two-year program .should assure the oppor¬ 
tunity for adequate preparation of the physician to provide 
medical care to all members of the family. Any physician 
planning to undertake obstetrics other than uncomplicated 
obstetrics, or surger)’ other than minor .surgery, .should have 
additional adequate training. 

Tlie Committee believes that such a two-year ex-pcriencc 
would furnish a sound base for further graduate medical 
educ.ation in any field. The Committee therefore recognizes 
that the thoughtful cooperation of .speci.alty groups will be 
required to implement a .sound program for preparation for 
the gcncr.al practice of medicine. 

This report outlines the minimal program under optimal 
circumstances. Tliere will be those physicians who will elect 
further graduate education and such should be encouraged. 

Finally, the general practitioner, like all other physicians, 
will be expected to pursue a continuing itrogram of post¬ 
graduate mcdic.al education. 

The Committee envisages certain further studies as re- 
(juired for the completion of its .as.signments. In view of the 
thoughtful cooperation of specialty groups needed for suc¬ 
cessful implementation of the proposed program, the Com¬ 
mittee is holding fonnal consultations with such specialty 
groups .as an essential preliminary to the more specific and 
detailed planning of the proposed minimal program. It ex¬ 
pects to include consideration as to whether this progr.am of 
preparation for general practice should be called an intern¬ 
ship or a residency, or identified in some otlier manner. The 
Committee, in cooperation wath the specialty groups in¬ 
volved, will give consideration to the t>pe of recognition tliat 
may be developed for those individuals who successfully 
complete a part or all of this proposed program. 

SECOND WORLD CONFERENCE ON 
MEDICAL EDUCATION 

Planning has iprogressed satisfactorily to date for 
the Second World Conference on Medical Educa¬ 
tion, scheduled to be held in Chicago, Aug. 30 to 
Sept. 4, 1959. The general theme of this jjrogram, 
“Medicine—A Lifelong Study,” will deal with tlie 
challenges of education beyond completion of basic 
medical studies. Since the first World Conference 
(London, 1953) was centered around consideration 
of the area of basic medical education, this pro¬ 
jected conference will afford the opportunitj' to 
conduct similar e.xchange of viewpoints on prob¬ 
lems and challenges associated with medical educa¬ 
tion beyond this level. 

The Second World Conference will follow the 
general format which proved so eminently satis¬ 
factory at the London Conference in the use of 
initial and final plenary sessions with a series of 
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four half-day interim panels. The panel sessions 
will devote considerations to (a) basic clinical train¬ 
ing for all doctors, (b) advanced education for gen¬ 
eral and specialty practice, (c) the development of 
teachers and investigators, and (d) continuing med¬ 
ical education. 

Arrangements are being made for preconference 
and postconference tours so that visiting medical 
educators from abroad may visit medical teaching 
centers. The initial response relative to participa¬ 
tion on the part of outstanding foreign medical 
educators has been most gratifying and it is hoped 
that there will be a large attendance of American 
educators actively participating in mating this a 
valuable and mutually stimulating e.vperience for 
all. Those planning to attend should make their 
hotel reservations in Chicago well in advance. 
Headquarters will be at the Palmer House. 

INITIAL TEST OF COOPERATIVE ANALYSIS OF 

PROBLEMS OF MUTUAL CONCERN LEADS TO 
PROPOSAL FOR PERMANENT LIAISON BETWEEN 
HIGHER EDUCATION AND ORGANIZED MEDICINE 

In the 1955-1956 Annual Report on Medical Edu¬ 
cation in the United States and Canadathe “Con¬ 
clusions and Recommendations of the Council on 
Medical Service Related to Private Practice by 
Medical School Faculty Members” was reported in 
detail. One of the recommendations was to the 
effect “that on request of a medical society and a 
medical school, the Aznerican Medical Association 
Board of Trustees establish, in cooperation with 
the Association of American Medical Colleges, a 
special committee whose function would be to in- 
v'estigate areas where there is friction between the 
medical school and the profession. Such a commit¬ 
tee might (1) assure the continuation of liaison, (2) 
see to it that all data and facts are made available 
to all concerned, and (3) seek to resolve diffei'ence 
of opinion.” 

During April, 1958 occasion arose to utih'ze this 
mechanism as a I'esult of a written request to the 
Board of Trustees from the president of the Med¬ 
ical College of Georgia, the president of die Rich¬ 
mond County Medical Society and the Council of 
die Medical Association of Georgia, togedier with 
the approval of the Chancellor of the Board of 
Regents of the University of Georgia. The Com¬ 
mittee was appointed to study and mediate dif¬ 
ferences of opinion among doctors in Georgia 
regarding the policies of the Medical College of 
Georgia and its teaching hospital, the Eugene Tal- 
madge Memorial Hospital. The Committee was 
appointed in cooperation with the Association of 
American Medical Colleges and consisted of seven 
physicians together with a staff member from the 
Law Department of the American Medical Asso¬ 
ciation. The Committee spent tiiree days on loca¬ 
tion analyzing the background of the problem, 
meeting with members of the local and state so¬ 


cieties, the medical College and the Board of 
Regents of the University System, first individ¬ 
ually, and finally collectively. After thorough dis¬ 
cussion, oral agreement was reached in regard to 
four major areas of concern. This was then reduced 
to writing and subsequently signed by the presi¬ 
dents of the local medical society, the Medical 
Association of Georgia, the Medical College of 
Georgia, and the Chancellor of the Board of Re¬ 
gents of the University System. 

The value of cooperation of this type in the ob¬ 
jective analysis of the difficulties and misunder¬ 
standings which arise on occasion between medical 
schools and the profession has been clearly illus- 
ti-ated in this first instance of the application of the 
1956 recommendation. The need for better liaison 
between higher education, representing the parent 
universities of which medical schools form com¬ 
ponents, and organized medicine has been apparent 
to many thoughtful individuals for some time and 
was also clearly highlighted in the Georgia situ¬ 
ation. 

Subsequent considerations have led to the pro¬ 
posal that it would be highly advantageous to all 
concerned to establish a “top-level” liaison between 
higher education and organized medicine to con¬ 
sider some of the mutual areas of concern that lie 
ahead. It has been proposed that this “top-level” 
liaison committee, to which reference has been 
made earlier in this report, consist of a representa¬ 
tive from the presidents of universities in which 
medical schools e.vist, one from medical schools 
without university affiliation, two from the Asso¬ 
ciation of American Medical Colleges, two from 
the Board of Trustees of the American Medical 
Association, and two from the Council on Medical 
Education and Hospitals, with staff representation 
from the latter three groups. It is anticipated that 
this committee will consider problems having mu¬ 
tual impact on medical education and medical 
practice such as the rapidly growing programs of 
prepayment for medical care, the increasing need 
for full-time faculty personnel to conduct teaclung 
and research, and the ways and means where diffi¬ 
culties and/or misunderstanding created by tlie 
changing situations may be avoided or resolved. 
Such cooperative liaison carries great potential for 
avoiding in the future some of the difficulties which 
might have been obviated through more adequate 
objective intercommunications in the past. 

REGIONAL INTERSTATE COMPACTS AND 
MEDICAL EDUCATION 

The following resumes of the interest and activi¬ 
ties of the Southern Regional Education Board, the 
Western Interstate Commission for Higher Educa¬ 
tion, and the Hew England Board of Higher Edu¬ 
cation were submitted for inclusion in this education 
issue of TheJovbnal to summarize the current status 
of these programs in the field of medical education. 
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Soiithern Kogionnl EcUicalion Board 
(SREB) and Medical Education 

Over the past 10 years, the SREB program has 
had considerable effect on medical education in 
the 16 Southern stales. Us impact is reflected both 
in the numbers of students and the amounts of 
money (table 11) that have crossed stale lines under 
regional contracts since the beginning of the na¬ 
tion’s first regional education compact. 

Represented in these figures are significant bene¬ 
fits to states and institutions: 

1. States which until quite recently did not have 
public medical schools assured medical training 
for sizable numbers of their citizens during a time 
when competition for admission was great. 

2. Medical schools accepting contract students 
have received new money not available before the 
contracts, money which supplemented funds ob¬ 
tained from usual sources. Emory Univeisitj' School 
of Medicine, for e.xamplc, has received to date 
some .$775,000 under medical contracts, making it 
possible for Emory to avoid retrenching its in¬ 
structional program during a period when it was 
reorganizing its medical school finances. 

.3. Meharry Medical College has received suffi¬ 
cient funds from the contracts to make it possible 
for it to continue medical training for many Negro 
students who might not otherwise have had an 
opportunity to enter medicine. 

4. In some instances, the contracts have broad¬ 
ened the geographical area from which students 
were selected, with increase in quality' of students. 

As new medical schools were built during the 
past few years, the number of students under the 
conti'acts in medicine has diminished. If states use 
regional contracts solely to reserve spaces in out- 
of-state schools, the contracts will have limited 
use, since they do not provide capital funds for 
expanding the capacity of medical schools. How¬ 
ever, some states with only one medical school 
eventually will be unable to meet student demands 
or needs for graduates. Expansion of some schools 
for interstate use will both save money and improve 
quality of training. Such selective e.xpansion will 
be easier if the expanding schools have assurance 
that they will receive funds from contracts over a 
period of time in exchange for admission of quotas 
of students from other states. States will probably 
not be willing to contribute to capital costs of ex¬ 
pansion, though the same effect can be achieved 
by setting the payments under contracts at figures 
which are high enough to cover instructional costs 
and amortization. 

At the request of the Southern Governors’ Con¬ 
ferences in 1954, SREB established a regional pro¬ 
gram to increase training and research in mental 
health fields, including psychiatry as well as other 
professions. The program, guided by a council 
composed of commissioners of mental health, pro¬ 


fessors of psychiatry, and other groups, has stimu¬ 
lated stales to put more money into training and 
research, and has wrestled , with reducing the per¬ 
sonnel shortages which plague mental hospitals 
and clinics by encouraging more students to enter 
the mental health fields. 

It has also been suggested that SREB studj^ the 
possibility of using contracts (1) to stimulate ex¬ 
panded programs of postgraduate work in medicine 
and (2) as a means by which medical schools could 
increase quality of students through widening the 
geographic origin of student bodies. Neither of 
these two suggestions, however, has thus far gained 
widesj)read support among either medical edu¬ 
cators or state officials. 

Western Interstate Commission for 
Higher Education 

The Western Interstate Commission for Higher 
Education (IVICHE) is a regional education agency, 
organized and financed by 11 western states (Ari¬ 
zona, California, Colorado, Idaho, Montana, New 
Mexico, Oregon, Utah, Washington, Wyoming, 


Table 11.—Southern Regional Education Board (SREB) and 
^^edicnl Education 
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520,000 

. 

. 


1957-195R. 
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387,333 


and Alaska). The commission was set up by an 
interstate compact in 1950, at the initiative of the 
Western governors. WICHE is a fact-finding agency 
and a clearing house for ideas and proposals of 
interstate concern. Its task is to promote interstate 
approaches in higher education, particularly in 
the health sciences. 

Medicine is a high priority item in the program 
of the commission. WICHE serves as a clearing 
house for a program whereby students from states 
without medical schools may attend medical schools 
in the area of the Western compact. Under tliis 
program, 85 medical students are crossing state 
borders this year to attend western medical schools. 
The student pays the regular in-state tuition; the 
sending state pays the receiving institution $2,000 
per year in addition. The advantages run both ways 
—better educational opportunities for youth from 
“have-not” states and better financial support for 
existing medical schools. 

In addition, WICHE is currently conducting a 
study of medical education needs and resources 
in the West. This comprehensive, region-wide 
study is under the immediate direction, of Dr. 
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Dayton McKean of the University of Colorado 
Graduate School and will be reviewed by a repre¬ 
sentative advisory group before publication in 1958. 

WICHE is active in related health science areas, 
notably nursing education and mental health train¬ 
ing and research. In both areas, the commission has 
set up advisory councils, with representation from 
all over the West, to plan for a balanced growth- 
through complementary specialization of function 
—of Western professional and graduate education. 

The New England Medical-Dental 
Education Program 

Last February the New England Board of Higher 
Education proposed the New England Regional 
Medical-Dental Education Plan and recommended 
its adoption to the people of New England through 
their state legislatures. This plan is designed to 
assist and encourage the region’s medical and 
dental schools in increasing the number of places 
for qualified New England students. 

This action was taken because, in proportion to 
its population, fewer people from this region are 
entering these programs than from the nation as 
a whole. New England is not producing enough 
doctors and dentists from among its own residents 
to meet its own needs. 

The Regional Plan: Each New England medical 
school receives from funds approirriated to the 
Board from each of the participating states $2,500 
per year for each student it enrolls from each state 
in excess of the number it enrolled from that state 
in 1956. This amount represents somewhat less 
than the average difference between what the 
student pays each year and the actual cost of in¬ 
struction. Similarly, each dental school receives 
$1,500 and each state appropriates $1,500 for each 
student enrolled in excess of the number enrolled 
in 1956. 

The plan has thus far been adopted by Maine, 
New Hampshire, Vermont, and Massachusetts. 
Supporting funds in amounts suggested by the 
Board were appropriated in these states except for 
New Hampshire, where a smaller amount was 
provided. The appropriations were: Massachusetts, 
$100,000; Maine, $20,000; New Hampshire, $8,000; 
and Vermont, $7,500. The sum recommended for 
Vermont was lower than for the others since under 
the plan that state, which supports its own medical 
s(5iool with tax funds, does not reimburse the 
University of Vermont for additional Vermont 
students. 

. The Board adopted a definition of residence 
based on those used by several publicly supported 
medical schools. During the past year an individual 
. residence certificate was filed with the Board for 
every student enrolled in each of the region’s 
medical and dental schools as of October, 1956, 
arid for all students for whom New England resi¬ 


J.A.M.A., NW. 15,1938 

dence was claimed as of October, 1957. The schools 
also have submitted certified class lists and state¬ 
ments of enrollment. 

Problems of Residence: When the given defini¬ 
tion of residence was applied, the total number 
of New Englanders enrolled in 1956 was less than 
that reported earlier by the medical schools in an 
informal survey. Although many married students 
claim residence in the state in which they attend 
medical school, they do not merit this classification. 
Tabulation of the individual residence cards re¬ 
vealed that the number of residents enrolled in 
1956 was 953, rather than 972, as was reported in 
the earlier survey. 

Impact of the Plan: The NEBHE plan was rec¬ 
ommended by the Board last February and was 
not adopted by the state legislatures until several 
months later. Since by that time the incoming fresh¬ 
man classes had already been selected, the initial 
impact of the plan has not yet been felt. It will 
be a few years before its full effect can be ascer¬ 
tained. 

Comparative Enrollments, 1956-1957: The 
number of New England students in the region’s 
medical schools in 1957 was 923 as compared with 
953 for 1956, a 3.2% decrease. 

The number enrolled in tlie dental schools in¬ 
creased from 333 to 345, a 3.7% increase, 

In the medical schools there were increases for 
New Hampshire (8) and Rhode Island (1) and de¬ 
creases for Connecticut (4), Maine (14), Massachu¬ 
setts (20), and Vermont (1). 

In dental schools there was a decrease for Con¬ 
necticut (3) and increases for Maine (1), Massachu¬ 
setts (2), New Hampshire (3), Rhode Island (4), and 
Vermont (5). 

Four schools showed an increase of New England 
students: Dartmouth Medical School, 1; Harvard 
University School of Dental Medicine, 5; Univer¬ 
sity of Vermont College of Medicine, 6; and Tufts 
University School of Dental Medicine, 7. Four en¬ 
rolled fewer than last year: Boston University 
School of Medicine, 4; Harvard Medical School, 
6; Tufts University School of Medicine, 21; and 
Yale University School of Medicine, 6. 

'Financial Considerations: Under the plan, pay¬ 
ments are now due certain schools for enrolling a 
larger number of students from the four states 
which have adopted the plan, and the Board is 
now collecting and disbursing the funds. 

The payments due from states which have joined 
the plan are: Maine, $5,500; Massachusetts, $41,500; 
New Hampshire, $29,500; Vermont, $10,000; and 
total, $86,500. However, since New Hampshire 
appropriated only $8,000, this amount will be pro¬ 
rated, and the schools will receive only 27% of the 
total due from that state. 

Serious Conditions: Two serious conditions are 
already apparent. Since the number of bona fide 
residents in New England medical schools is smaller 
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than was assnnicd, the enrollment of New England¬ 
ers in all schools in the country is probably less 
favorable than was previously supposed. Second, 
in most of the region’s medical and dental schools 
New England residents arc in competition for 
places with the best students from all over the 
country. Gaining admission at a time when facili¬ 
ties arc limited will become increasingly less fa¬ 
vorable for many qualified New England students 
than for those who lis'o in states where sizable 
public institutions give first preference to their 
own residents and other regional students. A total 
decrease of 3.2% in one year is serious, and, in the 
case of Maine, the decrease of 14 students or 22.6% 
would seem to indicate a very critical situation. 

If such conditions persist, it may be necessary 
for some New England states to consider additional 
plans so that qualified students will have opportu¬ 
nities equal to those in other sections of the country 
and so that future health needs of their residents 
will be met. 

THE NATIONAL SOCIETY FOR MEDICAL ItESEAnCH 

For 0 number of tjeors the Nalioual Society for 
I^Iedical Research has played a very important role 
in improving public understanding of the prinei- 
plcs, methods, and needs of the biological and 
medical sciences. Its activities have become widely 
recognized, and Us contributions to medical edu¬ 
cation, research, and medical care are of coiistanthj 
incrensing signi^cnncc. 

The following resume describing the functions of 
the National Society for Medical Research has been 
prepared by its staff for this issue of the education 
number of The Journal. 

The National Society for Medical Research 
founded in 1946 by America’s medical colleges to 
deal with a symptom of public ignorance and mis¬ 
understanding of medical and biological science— 
the antivivisection movement—now functions to 
treat the disease itself. At first the societ)' Avas 
wholly occupied with the stop-gap protection of 
animal research against immediate threats of legal 
prohibition and general harassment of medical 
laboratories by the antivivisection movement. This 
effort was quickly successful, and soon the society 
was able to turn a large portion of its capacity to 
long-range public education—tbougb crises con¬ 
tinue to arise from time to time. 

There are many symptoms of public misunder¬ 
standing of medical science—superstition, quackery, 
resistance to inoculation, militant antidissection 
and antiexperimentalist movements, ignorance, and 
apathy toward the needs and problems of scientific 
research. 

In attacking the disease, the NSMR administers 
preventive medicine in hvo principal ways. First, 
the society starts chain-reaction educational proj¬ 
ects. For example, through the American College 
Public Relations Association the old blockade 


against full reporting of the role of animals in re¬ 
search was, for the most part, swept away. Use of 
animals in research ceased to be a dark and sinister 
secret. 

Second, the NSMR initiated positive action pro¬ 
grams to help medical science. The society formu¬ 
lated a model statute for the utilization of unwanted 
dogs and cats ordinarily killed in public dog 
pounds. Today three out of four medical schools 
in the United States receive their needed dogs and 
cats from this source. 

The society instigated the $4,000,000 worth of 
libel suits against the Hearst press that helped end 
the Hearst campaign against experimental medi¬ 
cine. 

The society gave assistance in forming the Ani¬ 
mal Care Panel, an organization devoted entirely 
to the exchange of technical information on the 
care of laboratory animals. 

Last year a committee of the NSMR began for¬ 
mulating plans for a national conference on the 
legal environment of medical science. Because of 
the hodge-podge of laws affecting medical science 
in the various states, the conference, scheduled 
for the spring of 1959, will aim toward producing 
a Uniform Legal Code for the Medical Sciences. 
Included in the model code will be laws governing 
property rights in dead human bodies and provi¬ 
sions for bequests of whole bodies or parts for 
bioanatomical studies and for the transplants of 
organs. Laws governing animal experimentation 
and disposition of unclaimed animals will also be 
part of the model code. 

The conference will be the basis for extensive 
publicity on the practical problems and needs of 
medical science. 

The National Society for Medical Research is 
supported by tlie medical schools, by virtually all 
of the professional organizations in medicine and 
biology, and by commercial organizations con¬ 
cerned with medical research. The society’s work 
is public education. Its purpose is to expedite med¬ 
ical progress. 

MEDICAL SCHOOLS 

APPROVED AND NEWLY DEVELOPING 
MEDICAL SCHOOLS 

Table 12 lists by states the approved four year 
medical schools and schools of basic medical 
sciences, indicating for each school, public of 
private ownership, year of organization, tuition 
charges, enrollment by class and other basic data. 
Similar data is presented in the same table for the 
newly developing schools and in table 13' for 
Canadian schools. 

In the 1957-1958 academic year, there was no 
change in the number of approved four year med¬ 
ical schools in the United States (78) or Canada 
(12). There remain four approved schools of basic 
medical sciences in the United States while all of 
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the Canadian schools present a full four-year pro¬ 
gram. It is anticipated that one of the schools of 
basic medical sciences. West Virginia University 
School of Medicine, will enroll students in the 
third-year class in its now developing clinical fa¬ 
cilities by 1960. It will be eligible for approval as 
a four-year institution during 1961-1962. 

Of the newly developing medical schools, the 
initial class at Albert Einstein College of Medicine 
has completed three years of study, while initial 
classes at the University of Florida College of 
Medicine and Seton Hall College of Medicine and 
Dentisti-y have completed their first two years of 
medical study. Provisional approval was granted 
Albert Einstein in the academic year 1956-1957; 
the University of Florida and Seton Hall were 
granted similar approval during this past year. 

The University of Kentucky School of Medicine 
is the only other medical school presently under¬ 
going active development. It is e.xpected that tlie 
first class will enter this institution in the fall 
of 1960. 


new construction, the completion of construction, 
or the commitment of funds for construction to be 
initiated during 1958-1959. Tliirty United States 
schools indicated the initiation of 41 construction 
projects, 26 United States schools completed con- 
sh-uction of 29 projects, and 28 United States schools 
have funds committed for 35 projects with con¬ 
struction to begin in 1958-1959. One project was 
initiated by a Canadian school, five were completed 
at four schools, and in t\s '0 institutions funds are 
committed for projects with construction to begin 
in 1958-1959. Table 14 presents estimates of con¬ 
struction and equipment costs for these projects. 

Major construction completed during the past 
year in the United States includes seven new facili¬ 
ties or e.'cpansion and/or renovation of old facilities 
primarily for research, eight primarily for teach¬ 
ing, four clinical facilities, and three student dormi¬ 
tories. Howard and Indiana completed new basic 
science buildings and SUNY Syracuse completed 
a substantial addition to its old building which was 
also renovated. 


Table Approved Medical 


Province Approved Medical Schools 

Altu. 1 University of Alberta Faculty of Medicine, Edmonton.... 


B.C. 2 University of British Cohnnlila, School of Medicine, Vancouver. 

Man. 3 University of Manitoba Faculty ot Medicine, Winnipcir. 

X,S. 4 Dalhousio University Faculty of Medicine, Zlallfax. 

Ont. 5 Queen's University Faculty of Medicine, Kingston. 

(5 University of Western Ontario Faculty of Medicine, London. 

7 University of Ottawa Faculty ot Medicine, Ottawa. 

8 University of Toronto Faculty of Medicine, Toronto. 

Que. 9 McGill University Faculty of Medicine, Montreal. 

10 University of Montreal Faculty of Medicine, Montreal. 

11 Laval University Faculty of Medicine, Quebec... 

Sask-. 12 University of Saskatchewan College of Medicine, Saskatoon. 

Totals ... 


Year 

Organ- 

Tuition 

Pre- 

medical 

Require- 

' 

Non- 

ized 

Re'sldent 

resident 

ment* 

3913 

J?3D1.25{1) 

501,25(2) 

551-25(3-4) 

Some 

3 

1949 

445.00 

Same 

3 

1S83 

533.00 

Same 

.3 

1807 

.>31.00 

731 

3 

18M- • 

• - 805.00-At 
M5.00-B 

Same 

IJ 

3881 

585.00 

Same 

3 

1945 

534.00 

834 


1843 

591.60(1-2-8) 

001.50(4) 

Same 

us 

1828 

750.00 

Same 

811 

3843 

545.00 

030 

Degree 

3852 

520.00 

Same 

Degree 

1920 

472.00(1) 

522.00(2-3-4) 

Same 

3 


'Number of premedical years required after Junior matriculation in high school for admission to medical school, 
t A, jirernedicine; B, medicine. 

* In the case of Queen’s Ottawa, and Toronto, where year's of premedical college work is under the Faculty of Medicine in addition to the four 
years of medical .school it.sclf, the figure given admits to the fir.«t prcmcdical college year of the faculty, To enter the four-year medical .«chooI pro¬ 
gram directly, two years of college are nee<ied in addition to the figure given. 

§ Degree in arts and sciences if college work is taken elsewhere. 

ii A very definite preference is given to those who have baccalaureate degrees. 

^ Intern and premedical flguies not included. 


There has been an initial or continuing interest 
expressed in the potentiality of constructing new 
medical schools in Connecticut (Hartford as part 
of.the University of Connecticut); Texas (San An¬ 
tonio or Austin as part of the University of Te.xas); 
Arizona, Idaho, and Massachusetts (Boston as part 
of Massachusetts Institute of Technology). In the 
latter three instances initial interest appears to be 
directed toward the possibility of developing two 
year schools of basic medical sciences. Early but 
perhaps less well-formulated interest in the de¬ 
velopment of new medical schools is present in 
New York, Philadelphia, and Illinois. 

CONSTRUCTION OF FACILITIES 

During the year 1957-1958 there was an unusual 
amount of construction activity as 60 United States 
and 5 Canadian schools reported the initiation of 


Major construction initiated includes 15 new 
facilities or expansion and/or renovation of old 
facilities primarily for research, seven primarily 
for teaching, seven clinical facilities, and five stu¬ 
dent dormitories. Stanford initiated construction of 
its new basic science building and hospital in Palo 
Alto in anticipation of moving the medical school 
from San Francisco to the University campus. 
Johns Hopkins began consti'iiction of a new basic 
science building. The new hospital at West Virginia 
was begun anticipating expansion of the school to 
include the full four-year program. 

Major construction planned for initiation in 1958- 
1959 with funds already committed includes 19 
new facilities or expansion and/or renovation of 
old facilities primarily for research, eight primarily 
for teaching, seven clinical facilities, and two stu¬ 
dent dormitories. Tulane will begin construction 
















Vol. ICS, No. 11 


MEDICAL EDUCATION 


149.3 


of a large teaching and research building that will 
bring ail departments together on one campus. 
Wayne plans to begin building a new basic science 
facility. New York Universitj' will get construction 
under way for its new hospital and Utah will under¬ 
take the construction of a new medical center 
building. 

In Canada, Alberta completed a substantial ex¬ 
pansion of its basic science building; British Co¬ 
lumbia completed a pathology building and will 
begin construction of a new basic science building 
in the forthcoming year; and McGill will initiate 
construction of the first unit of its new medical 
center. 

MEDICAL SCHOOL EXPENDITUHES 

In last year’s report on Medical Education in the 
United States and Canada, specific quantitative 
data on medic.al school expenditures were not pre¬ 
sented because of lack of assurance in regard to 
the eompleteness and v.alidity of the information 
solicited in tire annual questionnaire that serves 


terminology. For example, there is no generally 
accepted method within medical schools of ac¬ 
counting for direct costs of patient care in teaching 
hospitals. Undoubtedly in certain instances some 
such costs are included, and in others they are not 
a part of the individual school sums that are re¬ 
flected in these totals. 

In table 15 with each item there is an indication 
of the number of schools which reported sums 
under that item and the composite of which repre¬ 
sents the total for that item. It is to be emphasized 
that the number of schools reporting under a given 
item reflects a mixture of both schools expending 
funds from that source and also accounting pro¬ 
cedures that result in the e.xpenditure of those 
funds being identified under that heading. One of 
many passible examples is cited for clarification. 
All schools receive funds from students as payment 
of charges for tuition and fees (;), yet 30 schools 
report no expenditure of funds under this item. Of 
the private schools not reporting, the expenditure 
would most always be included under the item for 


Schools in Canada 


1st Pre* 2n(i PrO' 


medical 

medical 

isl 

2nd 

3rd 

Year 

Year 

Year 

Year 

Year 

0 

0 


62 

69 

0 

0 

61 

67 

49 

0 

0 

70 

61 

CO 

0 

0 

01 

69 

61 

67 

r.3 

Cl 


68 

0 

0 

03 

iV> 

64 

16 

35 

72 

04 

69 

m 

121 

100 

149 

147 

0 

0 

110 

101 

107 

0 

0 

323 

330 

307 

0 

0 

135 

131 

141 

0 

0 

34 

29 

30 

204 

209 

1,012 

VIG 

928 


4th 

Year 

Required 

Intern 

Year 

Total 

Part Time Graduate* 
anti 5*1'57 

Irregular to 

Student O-SO-fiS 

46 

0 

214 

0 

47 

47 

0 

214 

0 

47 

45 

0 

220 

0 

45 

62 

50 

223<i 

0 

60 

40 

0 

223^ 

0 

45 

67 

0 

229 

0 

57 

42 

0 

2378 

0 

30 

123 

0 

6798 

0 

no 

no 

0 

434 

0 

lOS 

303 

0 

443 

0 

333 

JO'? 

121 

6298 

0 

139 

ii 

0 

137 

2 

.30 






830 

377 

3,OS08 

2 

S2S 


»lo)m ^Y. Scott, M. D., Dean. 1 

H. RocV'c Robertson. M. 1)., Acting Dean.... 2 

Lennox G. BcU, M. I)., Dean. 8 

C. B. Stewart, M. D., Dean. 4 

G. ShroW Ettinger, M. D., Dean... 

J. B. Colllp, M. Dm Dean. 

.Tcan*.Tncn«cs Lnssler, M. D., Dean. 7 

.T, A. MacFarlaDO, M. D.. Dean. 8 

Lloyd G. Stevenson, M. Dm Dean. 9 

AVilbrod Bonin. D., Dean... 30 

Jean-Dnptiste Jobln, M. Dm Dean. 11 

.T. Wendell Macleod, M. Dm Dean.. 12 


as the basis for much of the material in these re¬ 
ports. There continues to be a need for a clearer 
concept of medical school costs. Because of his 
experience and continuing interest, Mr. A. J. 
Carroll,” Business Officer, State University of New 
York Upstate Medical Center, was asked to design 
the question dealing with medical school expendi¬ 
tures in this year’s questionnaire. Mr. Carroll 
framed a question which solicited from each school 
actual expenditures for 1956-1957 and estimated 
expenditures for 1957-1958 under each of the items 
listed in table 15. 

The data in table 15 are presented with more 
assurance in regard to completeness but nonethe¬ 
less with considerable reserve as to the accuracy 
with which they present total medical school costs 
or estimates of costs. Because these figures have a 
diflterent base than financial data presented in 
previous reports, they cannot and should not be 
compared with what superficially may appear to 
be similar cost figures in reports of other years. 

The greatest doubt as to the accuracy in reflect¬ 
ing the grand totals of actual and estimated ex¬ 
penditures is the lack of uniform practices and 


general university funds {h). Of the state schools 
not reporting, the e.vpenditure could be and in some 
instances is included under general university 
funds (h), state appropriation (f) or state subsidy (g). 

Under these circumstances, the data cannot be 
broken down validly to indicate the percentage of 
total expended funds that originated in any listed 


Table 14.-~Esfiniafcs of Costs for Cotistruction of Facilities 


United States Schools, 1357-1958 

Estimated 

Construction 

Cost 

Estimated 

Equipment 

Cost 

Total 

Construction Initiated . 

. §03,000,000 

$10,310,000 

$ 73,970,000 

Con.«truction Completed . 

. 37,450,000 

4,520,000 

41,970,000 

Construction Planned*_.... 

. 90,355,000 

11,000,000 

101,355,000 

Canadian Schools, I957<1958 
Construction Initiated. 

1,000,000 

340,000 

-1,340,000 

Constniction Completed . 

5,530,000 

270,000 

5,800,000' 

Construction Plannedf . 

4,300,000 

250,000 

4,.650,000 


* Funds already committed and construction planned for 3938*1959. 
t Some schools reported equipment costs as part of construction 
costs. 


source. The sums presented under actual expendi¬ 
tures for 1956-1957 and estimated expenditirres 
for 1957-1958, however, are based on sufficiently 
similar accounting practices within each school to 
make certain comparisons feasible. 
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Expenditures estimated for 1957-1958 were 13% 
greater (32 million dollars) than actual e-xpenditures 
for 1956-1957. Increments greater than the esti¬ 
mated 13% in total e.xpenditures are found in items 
for endowment income (j) 20%, grants and gifts 
for teaching (c and d) 19%, state appropriation (/) 
19%, teaching expenses paid from medical service 
funds (m) 18%, overhead on grants (k) 17%, and 
grants and gifts for research {a and b) 16%. Esti- 

Table 15.—Medical School Exjicnditures’' 


o S "S S 


Sources of Funils 

*0 ^ 
za 

9 P> 

Actual 

Kxpend- 

itures, 

1U5(;-11)57 

Number of 
Reporting 

Kstimated 

Expend¬ 

itures, 

1957-1958 

( a) Federal trrants for 
research .. 


$ 45,040,370.75 

8o 

$ 50,031,273.85 

(b) Nongoveioment gifts 
and grants tor 
rc.«enrch .. 

83 

29,010,287.73 

83 

.31,437.093.33 

Subtotal, items a vt b 
( c) Federal grants for 

teaching . 

81 

J< T4.GS0,004.48 

31,043.755.04 

81 

8 87,458.367.18 

13,845.490.79 

((1) Xongovernment gilts 
and grants for 
teaching . 

61 

7.4G3.32I.GO 

01 

8,158,890.97 

Subtotal, items c & d 
( e) Unrestricted gifts 

& grants. 

58 

$ 18,507,076.04 

0,508,702.50 

58 

8 22,004,396.70 

6,976,573.66 

( f) State, county, or city 
appropriation for 
defrayal of medical 
school expenses .. 

41 

40.9S3.C8S.74 

41 

47.781,431.87 

( g) State, county, or city 
su!>sldies paid as reim¬ 
bursement for medical 
school expenses . 

10 

2,3.70,30S.02 

n 

2.481,812.79 

( h} General University Funds 

49 

84,704,843.29 

48 

36,730,751.75 

( i) Endowment income. 

51 

13,826.905.34 

52 

10,610,219.60 

{ j) Tuition and fees. 

55 

16,055,102.00 

57 

17,514,008.89 

( k) Overhead on grants ..... 

43 

3,948,220.34 

43 

4,633,153.41 

( 1) Teaching expenses 

(Faculty and support¬ 
ing staiT salaries and 
related supplies) paid 
by hospitals and clinics 

30 

13,252,104.02 

29 

13,879.950.57 

(m) Teaching expenses paid 
from medical service 
funds .. 

21 

3,831,831.08 

21 

4,053,361.55 

(n) Costs of services and 
expense.^ provided by 
university (administra¬ 
tive, huiUiing & 
grounds, student 
health) . 

29 

8,303,038.44 

29 

8,825,022.00 

( o) Other . 

24 

2,649,912.01 

24 

2,867,323.00 

Grand Total 
(Items a through o) 

85 

.$239,009,094.22 

8.5 

8272.375,402.53 


* PJense refer to text under this same title. 


mates of expenditures from all other items (c, g, 
h, f, I, n, and o) are of a lesser increase than that 
estimated for the total. 

The total actual e.\'penditure for the median four- 
year school in full operation for 1956-1957 was 
between $2,370 million and $2,443 million. The 
total estimated expenditure for the median four- 
year school in full operation for 1957-1958 was 
between $2,871,000 and $2,877,000. The estimated 
total increase in e.xpenditures for the median school 
amounted to almost $500,000. The range of change 


. “ See section of report titled Medical School Financing. 


between funds expended by all 85 schools in 1956- 
1957 and their estimated expenditures was from 
$600,000 to more than $1,400,000. Eighty schools 
estimated increased expenditures, and only five 
estimated lesser expenditures. 

In 1956-1957, 33 of 85 schools expended less than 
2 million dollars. In 1957-1958, 28 of the 85 schools 
estimated expenditures under 2 million dollars. 

It is pertinent to again point out that data pre¬ 
sented for medical school expenditures cannot with 
present knowledge be translated into costs of edu¬ 
cating medical students—or indeed any other single 
function of medical schools. These meaningful 
interpretations will be possible only when there 
is available a uniform, functional cost accounting 
system. The reader is referred to the section of 
this report on Medical School Financing for infor¬ 
mation in regard to a proposed study of medical 
school costs on this basis. 

Canadian schools’ expenditures are not presented 
since the returns from several schools did not con¬ 
tain adequate information. 

FULL-TIME FACULTY POSITIONS IN THE UNITED 
STATES UNFILLED 1957-1958 

Previous references elsewhere in this report have 
been made to the recognized needs for additional 
educational facilities in medicine to prepare in¬ 
creased numbers of physicians to provide health 
care to a rapidly expanding population. The cre¬ 
ation of new and the expansion of existing medical 
schools pose difficult and serious problems in rela¬ 
tion to site selection, construction of facilities, and 
financing. However, even if these problems were 
resolved and additional facilities were now avail¬ 
able, they would be of limited value without ade¬ 
quate numbers of competent faculty. 

Tire number of budgeted full-time faculty posi¬ 
tions unfilled in 1957-1958 are presented in table 
16. These data should excite real concern in all 
individuals interested in maintaining high stand¬ 
ards in medicine for they reflect a sharp increase 
in what was before only a suggestive upward trend 
in the numbers of unfilled faculty posts (table 17). 
Unless this trend is broken, it seems unlikely that 
additional physical resources in medical education 
will be able to be staffed effectively. 

A comprehensive study undertaken by the Na¬ 
tional Academy of Sciences promises to cast con¬ 
siderable light on this problem. Some of the early 
available information from that study appears in 
this report under title of “National Academy of 
Sciences-National Research Council Study: Post¬ 
doctoral Education in tire Medical Sciences and 
Research; A Preliminary Report.” 

Table 16 indicates tliat 32% of all the unfilled 
positions are newly, created posts. The number of 
unfilled newly created posts last year represented 
a larger segment (45%) of last year’s total vacancies. 
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This shift indicates that this problem is not pri¬ 
marily related to a change in the basic nature of 
the educational program. 

In view of the growing size of the problem of 
faculty recruitment, it i.s heartening to note that 
enrollments in advanced degree programs in the 


GRADUATE EDUCATION IN THE BASIC 
MEDICAL SCIENCES 

Because of tlie importance of acquiring well- 
prepared teaching personnel in the basic medical 
sciences, the last few annual reports on Medical 
Education in the United States and Canada have 


TAncK l6.—liu(lii(icd Unfilled Full-Time Faculty Fositiom in Medical Schools of the United States, 1957-1958 
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basic medical sciences (see section under this title) 
are increased over last year, since students in these 
programs represent the most assured pool of future 
faculty for the basic science disciplines. However, 
this at best can result in providing only a part of 
the additional faculty members needed. 

It is to be emphasized that the vacancies e.xist- 
ing in faculty posts presented in table 16 reflect 
only the numbers of faculty personnel required to 
maintain medical education at today’s qualitative 
level and to produce graduates of the present 
quantitative order. Higher educational standards 
will not be solely related to increasing numbers 
of full-time faculty. Almost surely augmented num¬ 
bers of competent teaching personnel will be an 
important factor in attaining advanced educational 
levels. It is certain that e,xpansion of educational 
opportunities in medicine to meet the physician 
needs of an enlarging population can occur without 
serious harm to the quality of medicine taught and 
therefore of medicine practiced, only with a con¬ 
comitant expansion of the body of full-time faculty. 


Table 17.—Budgeted Unfilled Fidl-Timc Faculty Positions 
in the United States (1954-1955 to 1957-1958) 



39.74-1955 

1955-1956 

1956-1957 

1957-1953 

.Inatomy .. 

. 2.7 

38 

‘*2 

45 

fliocheinistry . 

. 9 

8 

37 

28 

Physiology ... 

. If! 

35 

21 

35 

Pharinncolopy . 


10 

37 

.32 

.Microbiology ... .. 

. 14 

3.7 

IS . 

41 

Patholocy . 


33 

46 

.58 

.Subtotal . 


108 

J41 

2.30 

.Medicine .. 

•>*> 

28 

2fl 

5.7 

Siirccry . 

. 10 

22 

42 

44 

Pediatries. 

. 1.7 

12 

21 

35 

Obstetrics & gynecolORy .... 

. 14 

16 

13 

28 

Psychiatry ... 

. 30 

21 

20 

o5 

Preventive medicine . 

. 17 

14 

10 

44 

Radlo1oe:y . 

. 11 

8 


30 

Anc'^thesiology . 

. 5 

10 

6* 

24 

Others . 

. 17 

12 

31 

65 

.Subtotal .... 

. 151 

143 

190 

'3S0 

Totals .. 


251 

3:51 
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included information about graduate programs 
offered in the basic medical sciences and the num¬ 
ber of students enrolled in these programs. The 
sharp increase in the number of unfilled full-time 
faculty positions (table 17) makes this information 
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OiitctJ states 

Medical (.’ollegc of Alalminu ... 

University of Alkan<u^. 

Collefi'e of Mc«neal EvnnR^pJi^ts. 

University ot (’alifonjisi. Los Ank’oles. 

University of southern I’nlifornia.. 

Stanford University. 

University of (’nJIlornia. San Franei'-co. 

University of Colorado. 

Vale University . 

OeorKcto\\n UniAei-ity . 

UcorKC IVashiny-ton Uni\er«:/ty. 

Howard Univeisity. 

Univer-iity of .Miami. 

University of i'joiidn . 

Kinory Uni\er-'ity . 

Medical CoiJeifC of (Jeor^ria... 

Chicatfo Mcfiicid Sehool. 

Northuestorn UnUoi.^ity . 

Stritch Sehuoi of .Medicine. 

University of Clucaso. 

University of iiiirioN-. 

Indiana Univoi.-ity .. 

State University of Iowa. 

University of KaH'-u'*. 

Univer.sity of Loul.svillo. 

Louisiana State University . 

Tulano UnU<M’sity . 

Johns Hoi'kin.'^ University. 

rnlvcr.'‘!ty of Maryland. 

lloston University. 

Harvarij Medical School. 

Tufts Univcj.sity. 

University of .^liclii^oin... 

Wayne State Univcjsity.. 

Univcr.«ity Of Minnesota. 

Univcr.Hty of .Missjs.'sfppi.... 

Univcr.«ity of .Ml-'Ninni. 

Saint Loniv University... 

Wii.'shinKton Univei>ity . 

C'U'ftrhton Univeisity. 

University oi .Velira<ka . 

Partinonth .Medival School. 

Seton Hall Collcije of Medicine amf Penti'-try .. 

.AlJiany Medical CollCite. 

Univejslty of IhjfTalo .. 

Albert Einstein Collejje of Meilicinc. 

CoIu}ni>ia University . 

Cornell UDi\ersity. 

New Yoik Medical Colleire .. 

New York University .... 

State Univeivlty of Xew York. Pown.«5tate 

Me<lical Center, Xeu York City. 

Uuivei'sity of Koche.ster. 

State Univer.^ity of Xew York, Un«tntc 

Jlcdieal Center, Syrawse.. 

Univer.citj’ of Xorth Carolina . 

Pvjke Univer.sity .. 

Boutnan-Gray .School of Medic/ne. 

University of Xoith Dakota. 

University of Cincinnati. 

\Ye5tern Re.^eive University. 

Ohio State University. 

University of Oklahoma . 

University of Oiegon. 

Hahnemann Moilical Colle^'c... 

.Icfferson Medical Collojre ..*. 

Temple University. 

University of Pennsylvania... 

M'oman's Metlical College of Pennsylvania .... 

Univer.«ity of Pittslnirgh . 

University ol Puerto Rico... 


Table 18—Advtinced Degree and Postdoctoral Programs 


Profrriiiiis imd Enrollment 
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Table 18.—Advanced Degree and Postdoctoral Programs 


Mc<lk*nJ College of South Carolina. 

State Univer?itr of South Dakota. 

L'aivers=ity of Tennessee. 

Mehnrry Medical College .. 

Vanderhilt Uolversity ... 

Southu'cstem Medical School.. 

Uiiiver.«ity of Texas, Medical Branch .......... 

Baylor University . 

University of Utah. 

University of Vennont. 

University of Virginia. 

Medical College of Virginia . 

University of ’Washington.... 

West Virgina University . 

University of Wisconsin. 

Marquette University . 

Total.s . 


Canada 

University of Alberta. 

Univcr.«ity of British Columbia 

University of Manitoba. 

Dalhousic University . 

Queen’s University . 

University of Ottawa . 

University of Western Ontario 

University of I'oronto . 

.McOni University. 

University of Montreal . 

Laval University . 

University of Saskatchewan ... 

Totals . 
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* Cheek W) Indicates an authorized program In which no .«tudent$ were enrolled during the year leportcil. 
t An unknown number of those may be for doctoral degrees, since level of work was not spcclfinl. 


ever more pertinent. It is to be remembered that 
general university departments in the biological 
fields offer graduate programs which serve as an¬ 
other source of teachers and investigators for med¬ 
ical school departments of basic sciences. Data in 
regard to such general university graduate pro¬ 
grams are not available for reporting here. The 
study of the National Academy of Sciences- 
National Research Council described elsewhere 
will bring further understanding of present re¬ 
sources and future potentials for career teachers 
and investigators in medicine. 

In table 18 are presented data for each school 
showing by basic science discipline the numbers 
of students enrolled who are working toward the 
masters or doctoral degree and postdoctoral stu¬ 
dents who are doing advanced study after having 
acquired a doctoral degree. Where checks (V) 
appear in the table, the programs indicated are 
offered, but no students were enrolled during the 
year concerned. Table 18 also presents by school 
and by discipline the number of advanced degrees 
awarded in the basic medical sciences during the 
academic year 1957-1958. 


Though not striking, there has been an increase 
in the total number of students working toward 
doctoral degrees in the basic sciences (table 19). 
Such a trend is not evident in enrollment figures 
for programs leading to the masters degree. 

At the masters degree level, the largest number 
of enrollments occurred in microbiology, followed 
by biochemistry and physiology. At the doctoral 

Table 19.—Enrollment in United States Graduate Programs 
in Basic MccUcul Sciences, i955-J958 

laM-Kk'Kt lOofi-iiriT 


. Uno 020 IJl? 

Doctornl . 3,440 

Po;»tdoetoral .. 402 2PJ 


* Data not coHecteri for 40 .m-io.V». 

level the largest enrollment was in biochemistry, 
followed by microbiology and physiology. The 
greatest number of both masters and doctoral de¬ 
grees awarded was in microbiology, with biochem¬ 
istry and physiology following in order. 

Information concerning graduate programs of¬ 
fered, students enrolled and graduate degrees 
awarded in the basic medical sciences by Canadian 
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schools are presented as part of table 18. Since this 
information was not available for previous years, 
it is not possible to draw comparisons. 

TEACHING RESPONSIBILITIES FOR OTHER THAN 
MEDICAL STUDENTS 

All of the medical schools in the United States, 
except one of the newly developing schools, have 
teaching responsibilities for students in addition 
to those in the basic medical educational pro¬ 
gram. In the case of eight schools, the additional 
teaching responsibilities include only interns and 
residents and in the case of three, include only 
practicing physicians in continuation education. The 
remaining 76 schools have responsibility for stu¬ 
dents in dentistry; nursing; pharmacy; x-ray and 
medical technology; arts and sciences courses; and 
such other students as those in physical therapy, 
occupational therapy, medical records, and medical 
librarianship in addition to medical students in the 
basic four year program, medical graduates in in¬ 
ternships and residencies in the teaching hospitals 
of the schools, and physicians in continuing or 
postgraduate medical education programs. 


Table 20 presents by school and student classi¬ 
fication the educational responsibilities reported 
by the medical schools in the United States and 
Canada for students other than medical students 
in the basic program. Omitted from the table is a 
column portraying the number of enrollments by 
physicians in postgraduate courses inasmuch as 
the numbers reported did not appear to have a 
comparable base and thus did not seem to present 
an accurate picture of that educational responsi¬ 
bility. 

The additional teaching responsibilities of the 
medical schools continue to increase each year. 
For the United States, such other students totaled 
at least 44,100, plus at least 20,500 physician en¬ 
rollments in continuation courses. This represents 
a total of more than twice the number of medical 
students in the basic four year program. As Tras 
been pointed out previously, the totals given for 
other than medical students probably represent 
less than minimum real figures of the additional 
teaching responsibilities. For instance, a number 
of schools reporting zero nursing or arts and 
sciences students added that medical school faculty 
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teach students in schools of nursing, social welfare, 
public health, as well as participate in the arts and 
sciences college programs. Only those interns in 


A major additional teaching responsibility, that 
of physicians in postgraduate educational programs, 
is omitted from the table because the figures did 


Medical Schools in The United States 

! Medical Collejre of Alabama... 

2 ITniversity of Arkansas School of Medicine. 

3 College of Medical Evangelists. 

4 University of California School of Medicine, Los Angeles,... 

~f University of Southern California School of Mcdieme, Los Angeles. 

0 Stanford University School of Medicine.. 

7 University of California School of Medicine, San Francisco. 

5 University of Colorado School of 3iedicine. 

9 Yale University School of Medicine... 

10 Georgetown University School of Medicine... 

n George Washington University School of Medicine.. 

12 Howard University College of Medicine. 

13 University of Florida College of Medicine... 

14 University of Miami School of Medicine. 

ir» Emory University School of Medicine. 

Ill Medical College of Georgia. 

17 Chicago Medical School. 

18 Northwestern University Medical School.. 

19 Stritch School of Medicine of Loyola University... 

20 University of Chicago, The School of Medicine... 

23 University of Illinois College of Medicine... 

22 Indiana University School of Medicine. 

23 State University of Iowa College of Medicine... 

24 University of Kansas School of Medicine... 

25 University of Louisville School of Medicine... 

20 Louisiana State University School of Medicine.. 

27 Tulane University of Louisiana School of Medicine. 

28 Johns Hopkins University School of Medicine. 

20 Univer.^ity of Maryland School of Medicine and College of Physicians 

and Surgeons ..... 

30 Boston University School of Medicine. 

.33 Harvard Medical School... 

32 Tufts University School of Medicine... 

S3 University of Michigan Medical School. 

34 Wayne State University College of Medicine. 

35 University of Minnesota Medical School... 

3(1 University of Mississippi School of Medicine..... 

37 University of Missouri School of Medicine..... 

.38 Saint Louis University School of Medicine... 

39 Washington University School of Medicine. 

40 Creighton University School of Medicine... 

41 University of Nebraska College of Medicine..... 

12 Dartmouth Medical School... 

43 Seton Hal! College of Medicine and Dentistry. 

44 Albany Medical College of Union University...... 

4.5 University of Buffalo School of Medicine....... 

40 Columbia University College of Physicians and Surgeons...... 

47 Cornell University Medical College... 

48 Albert Einstein College of Medicine of Yeshiva University.... 

49 New York Medical College, Flower and Fifth Avenue Hospitals. 

50 New York University College of Medicine.-. 


Table 20.-Teachine Responsibilities for 
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the one or two hospitals most closely related to 
each rriedical school are included, although some 
faciiltj' time must be spent with interns and resi¬ 
dents in other hospitals affiliated with the medical 
schools. 


not seem, on the basis of other information the 
Council has, to have a comparable base among the 
schools. It will be recalled that in die Fifty-seventli 
Annual Reporta year ago, the analysis of 1,054 
postgraduate courses in the 1956-1957 year showed 
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total phy.sician t'nrol!menl,s of 34,913. Since 58.9% 
of the cminscs and 58.1% of the cour.se hours oc¬ 
curred in medical .schools or their teaching hos- 


ouLside tlie medical school itself, this teaching re¬ 
sponsibility is an important one not portrayed in 
the table 20 for the 1957-1958 year. 


Other than Medical Students, 1957-1958 
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0 

8t 

0 

0 

0 

12 

29 

111 

:a University of North CaroUnn School of Medicine. 

190 

121 

12» 

35 

2 

0 

28 

30 

89 

.M Duke University Sehnol of MiMllcine.... 

0 

0 

292 

10 

0 

23 

44 

57 

161 

oil Howmnn Gray i^chool of Metllclno of Wiiko Foro-st College.... 

0 

0 

l&i 

22 

0 

20 

G 

12 

69 

*»7 University of North Dakota School of Medicine.... 

ft 

ft 

162 

59 

06 

0 

ft 

0 

0 

dS University of Cincinnati CoHckc of Mctllcine... 

ft 

n 

0 

0 

0 

0 

11 

52 

135 

r»9 Wc‘!tcm Keset^-e University School of Medicine.... 

1811 

0 

200 

18 

0 

0 

65 

5S 

220 

f»o Ohio State University College of Medicine. 

38ft 

51 

274 

3 OS 

135 

1,053 

73 

42 

181 

ni University of Oklnhotna School of Medicine. 

ft 

0 

151 

18 

0 

0 

34 

19 

77 

OJ University of Orecon Jtedfenf .'tetiool. 

0 

ft 

390 

24 

0 

IG 

2.5 

28 

79 

CS Hahnemann Medical CoIIoko nntl Hospital of Philadelphia. 

0 

0 

62 

39 

0 

0 

15 

ft 

58 

6-t iTcfTcrson 3lcillcnl ColICKC of PhUndeliditn. 

ft 

ft 

2G7 

0 

0 

0 

20 

22 

9.7 

Temple University School of Medicine. 

.. 0 

0 

277 

20 

0 

0 

5 

15 

128 

W University of Pennsylvania School of Metllclnc... 

139 

ft 

S9 

333 

0 

0 

331 

50 

281 

C»7 Woman’s Medical College of Pennsylvania. 

ft 

0 

73 

0 

0 

1 

0 

13 

28 

fiS Univcriilty of I’ittjliurkh Scliool of .Meilleinc. 

.. ft 

0 

107 

0 

0 

0 

29 

12 

236 

(lO University of Puerto HIco School of Medicine. 

.. 29 

0 

47 

5C 

0 

0 

0 

24 

40 

70 Medical CollcKe of South Carolina... 

0 

lO.'i 

189 

ft 

0 

0 

13 

29 

63 

71 University of South Dakota School of Medicine. 

0 

0 

21 

3 

ni 

0 

8 

0 

0 

72 University of Tenne.sseo College of Medicine. 

Hft 

170 

30 

42 

0 

8 

43 

48 

87 

73 Mchnrry MeiHcal College... 

117 

0 

99 

30 

0 

0 

0 

14 

28 

74 Vnnderhilt University School of Medicine. 

0 

ft 

0 

0 

0 

0 

21 

33 

74 

75 University of Texas Southwestern Meillcal School. 

0 

0 

84 

0 

0 

0 

8 

32 

96 

7G University of Texas Medical Branch.. 

0 

0 

353 

53 

0 

0 

18 

30 

359 

77 Baylor University CoUciro of Medicine. 

0 

ft 

27 

0 

0 

0 

47 

46 

193 

78 University of Utah School of Mcillclno... 

0 

38 

GO 

12 

170 

0 

CO 

39 

03 

79 University of Vermont College of Medicine.... 

0 

0 

54 

23 

0 

0 

4 

20 

23 

SO University of Virginia School of Medicine. 

ft 

0 

352 

4 

0 

0 

8 

34 

8S 

81 Medical College of Virginia. 

2n 

209 

103 

139 

0 

14 

13 

55 

105 

82 University of Washington School of Medicine. 

2j3 

109 

474 

150 

991 

93 

100 

41 

109 

83 West Virginia University School of Medicine.. 

30 

59 

0 

13 

0 

0 

7 

0 

0 

S4 University of Wisconsin Medical School. 

0 

170 

101 

327 

0 

0 

94 

16 

85 

So Marrjuettc Un!ver.«lty School of SIcdIcine. 

‘’24 

0 

0 

220 

0 

0 

33 

36 

125 

Totals... 

.. 5,333 

2,201 

10,252 

2,952 

4,133 

2,S9S 

2,773 

3,233 

10,127 

Medical Schools In Canada 

1 University of Alberta Faculty of Medicine. 

109 

80 

3G 

70 

122 

30 

6 

19 

39 

2 University of British Columbia School of Mctllcine. 

0 

40 

170 

32 

50 

34 

14 

52 

SO 

3 University of Manitoba Faculty of Medicine.... 

.. 0 

0 

400 

0 

0 

0 

13 

50 

40 

4 Dalhousle University Faculty of Medicine.... 

37 

43 

54 

0 

30 

16 

10 

56 

52 

5 Queen's University Faculty of Medicine... 

0 

0 

20 

0 

5 

12 

13 

13 

14 

G University of Ottawa Faculty of Medicine.... 

0 

0 

0 

0 ; 

0 

0 

5 

39 

12 

7 University of Western Ontario Faculty of Medicine...... 

0 

0 

111 

0 

0 

0 

20 

Q 

0 

8 University of Toronto Faculty of Mediclno...... 

155 

173 

32 

70 

76 

360 

36 

144 

0 

9 McGill University Faculty of Medicine...... 

142 

0 

100 

0 

275 

117 

65 

75 

311 

10 University of Montreal Faculty of Medicine....... 

87 

122 

0 

65 

0 

359 

8 

110 

0 

11 Luval University Faculty of Medicine.... 

0 

0 

300 

41 

4,700 

0 

6 

121 

0 

12 University of Saskatchewan College of Medicine.... 

0 

69 

343 

25 

13 

41 

11 

12 

45 

Totals....... 

530 

527 

1,306 

303 

5,271 

775 

207 

691 

593 


pitals, there were probably at least 20,500 physician 
enrollments in these courses for a total of 31,094 
course hours. Considering that medical school 
faculty personnel are involved in teaching in a 
majority of all postgraduate courses including those 


If one assumes that the schools were at least as 
active in courses for practicing physicians in 1957- 
1958 as was ascertained in the previous year, four 
categories of other than medical students account 
for more than two-thirds of the additional educa- 
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tional responsibility in United States schools in 
1957-1958. These were physician enrollments in 
postgraduate continuation courses (at least 20,500), 
student nurses (10,252), residents (10,127), and arts 
and science majors (4,131). It should be pointed 
out that the numbers in the first and last categories 
just mentioned represent enrollments rather than 
individuals. 

Relative to their total number of medical students 
in the basic four-year programs, the 12 Canadian 
medical schools had a proportionately larger educa¬ 
tional responsibility for other students than did 
United States schools. In Canada, the other than 
medical students totalled 10,263, not counting the 
413 students in premedical college work for whom 
three medical faculties (Queen’s, Ottawa, and To¬ 
ronto) had responsibility. The other students com¬ 
prise almost three times the 3,685 medical students, 
not including physicians in continuation courses 
for which information was not comparable. The 
single group comprising about one-half of the other 
students were arts and science majors (5,271), 
while student nurses made up the next largest 
category (1,366). 

The large numbers of other students for whom 
medical schools have educational responsibilities in 
addition to those imposed by medical students have 
significant implications on the personnel, budget, 
and facility needs of the schools. Unless these needs 
take into account the total teaching, research, and 
service responsibilities of each school, the educa¬ 
tional value of any or all of the programs may be 
impaired. 

SUPPLY OF ANATOMIC MATERIAL 

The questionnaire this year to the medical schools 
included specific inquiry about the adequacy of 
supply of cadavers. In reply, although 72 schools 
indicated that the supply was adequate for the 
teaching needs of first year medical students, 13 
of the 72 schools expressed reservations regarding 
the total adequacy of their anatomic material. 
Seven schools stated that the supply was barely or 
minimally adequate, one suggesting poor qualitj' 
of material. Four schools stated that the quantity 
was satisfactory for first-year students but that it 
was inadequate for teaching surgical anatomy, 
seniors, and postgraduate courses. Two schools 
noted that the limited amount of anatomic ma¬ 
terial available increased the number of students 
per cadaver more than was desired, i. e., five or six- 
students per cadaver as compared to the desired 
four, or four students per cadaver in a school where 
a 2:1 ratio is preferred. 

Of the IS schools in nine states and territories 
rejjorting an inadequate supply of cadavers, 5 com¬ 
mented that the state and county welfare agencies 
are providing burial to an increasing extent for the 
indigent who have ever received public assistance 


in any amount, thus decreasing the supply of ana¬ 
tomic material from the unclaimed and indigent 
deceased. 

Requests or will-contracts disposing of the body 
to the medical school were mentioned by 11 
schools, 5 of them being in California and the 
others in Florida, Ohio, Pennsylvania, Texas, and 
Wisconsin. Six of the schools cited bequests of 
bodies as providing an increasing supply of cadav¬ 
ers. One school in California relies entirely on the 
willed body program. Another school in that state 
expects to be able to do likewise in two years. A 
third school, which requires 50 cadavers a year and 
which would need 1,500 will-contracts to meet that 
need, received new will-contracts in 1957-1958 at 
the rate of 10 each week. 

Considering the trend towai'd diminution in sup¬ 
ply of cadavers from the unclaimed indigent pop¬ 
ulation as well as the unprecedented response by 
the public in meeting the need by bequest in those 
states having statutes enabling such will-contracts, 
it is to be hoped that additional states will act to 
give legal recognition of bequests of bodies to 
medical schools. 

Another factor among the schools which reported 
without reservation an adequate supply of anatomic 
material was the establishment and maintenance of 
understanding of the needs of the school as well as 
good relationships with morticians, social welfare 
agencies, and other public ofBcials concerned with 
the disposal of unclaimed bodies. The development 
of such insights and helpful interpersonal relation¬ 
ships appears to be an important approach for 
better assuring an adequate supply of anatomic 
material. A medical school in one state having a 
potentially effective supply through law, but a 
lack of implementation by public officials, under¬ 
took to communicate to those officials the impor¬ 
tance to the public of securing cadavers in order 
that the medical school could continue to meet its 
responsibilities in the education of medical stu¬ 
dents, physicians, and the advancement of medical 
science. That school reported that the cadaver sup¬ 
ply, which had been relatively inadequate until 
1954-1955, improved substantially to such an ex¬ 
tent that a two-year supply was on hand in 1957- 
1958. 

With few exceptions, those schools in states hav¬ 
ing a state anatomic board or committee established 
to provide cadavers to medical and dental schools 
report no lack of anatomic material. 

In Canada, 10 schools reported an adequate sup¬ 
ply of anatomic material, though 4 of those 
schools expressed reservations. One stated the sup¬ 
ply was barely adequate and another school re¬ 
ported that it was adequate “only recently.” A third 
Canadian medical school reported a shortage of 
female cadavers. A fourth, which prefers four stu¬ 
dents to one cadaver, stated that the available sup- 
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ply pcrniil.s only a 5:1 lalio. Neitiier of the two 
schools rcportinji an inadequate .supply proffered 
an explanation. Only one Canadian school, the 
University of British Columbia, cited bequeathed 
Ijodies as a source of anatomic material. 

SUPPLY OF ANIMAL MATEUIAL 

A sufficient supply of healthy animals of various 
kinds is important not only to the educational 
activities of a modern medical school but to its 
research as well. Specific inquiry of the incdical 
schools was made for 1957-1958 regarding the avail¬ 
ability of living animals. The responses present 
problems that should concern the practicing pro¬ 
fession, medical educators, and all others interested 
in the humane treatment of dogs. 

Three .schools in the United States did not reply 
regarding the adequacy of animal material. Of the 
82 schools relaying, 12 stated that the suiri^ly was 
frankly inadequate, while 69 schools reported with 
reservations that the supply was adequate in 1957- 
1958. The reservations included “adequate for 
teaching but not for research,” “liarely adequate 
for present needs,” high cost, unpredictable de¬ 
livery with seasonal .shortages or inadequacy on 
specific demand. Nine schools of the 69 reporting 
an "adequate but” supply had one or more of these 
reservations. 

The 12 schools reporting a frankly inadequate 
supply, chiefly of dogs, commented that the ac¬ 
tivities of antivivisectionist groups and their con¬ 
trol of humane societies and local dog pounds were 
a major cause of the difficulty. Tliis necessitated 
purchase of dogs from distant vendors, resulting in 
the delivers’ of ill kept dogs that were initially 
costly as well as expensive in terms of restoring 
the animals to health and in the limitation of re¬ 
search requiring healthy animals. It would seem 
that if the humane societies were really primarily 
interested in the welfare of dogs, they would not 
adopt attitudes and policies that make it necessary 
for medical schools to secure dogs from distant 
sources. The shipping of animals who are initially 
ill kept certainly must contribute further to their 
misery. If humane soeieties are concerned with the 
comfort of dogs, cutting off a local supply of 
healthy, though unclaimed, animals can only result 
in their shipment without adequate provision for 
proper feeding and care by the dealers who secure 
them. On the other hand, medical schools must be 
concerned with the health, comfort, and feeding of 
their animals because the results of tests are mean¬ 
ingless when the animals used are ill at the outset 
or are subject to pain. 

All 12 of the Canadian medical schools reported 
an adequate supply of animals in 1957-1958, al¬ 
though one school commented about the “prohibi¬ 
tive” cost. 


MEDICAL STUDENTS 
ENROLLMENTS 

For the nintlr consecutive year, the number of 
students enrolled in approved and newly develop¬ 
ing medical schools in the United States has estab¬ 
lished a new record high. Complete enrollment 
data for the individual schools is shown in table 12. 
Comparative data for this and preceding years are 
presented in table 21. In order to provide a true 
picture of medical education in the United States, 
table 21 and subsequent tables, unless otherwise 
noted, contain additions in the appropriate columns 
of the students in the newly developing schools: 
the University of Florida College of Medicine, 


Taiii-i; 2L— Sc/ioh/.v, Stiulcnt.i, and Graduatav in the Medical 
and Basic Sciences Schools in the United States, 1931-1958 



School* Venr 

2nil 

Ycur 

3nl 

Vonr 

4th 

Year 

Total 

Grml* 

uates 

iicjiLinn. 

. 7f* 

0,I.V5 

7,.'AS 

.7,060 

l.lXRj 

21,9S2 

4,73.7 

IfOMICK. 

. 7(1 

fi/ZflO 

7.4(52 

4,932 

4.&S.7 

22,135 

4,936 

utvMiat. 

77 

h.l’io 

7,470 

5.017 

4.918 

22,40(5 

4,897 

. 

77 

0,477 

.7,771 

4,9>S 

4,937 

22,799 

5 , 03.7 

. 

. 77 


.7,012 

7,142 

4,00.7 


5,101 

mvv.ci*.. 

. 77 

0,(507 

7,1 r»8 

5,230 

5,020 


5.18:1 

liirVM!«7. 

. 77 

7,yi(» 

.7,260 

.7,140 

.7,15S 

22,095 

rv377 

. 

. 77 

7,7P1 

.7,227 

4,1»S6 

.7,030 

21,r>67 

5,191 

. 

77 

7,7(71 

.7,1(50 

4,917 

4,921 

21.302 

5,089 

. 

. 77 

7,7!>l 

.7,177 

4,W1 

4,691 

21,271 

.'>,097 

... 

77 

7,K17 

.>,2.^1 

4.(«9 

4,819 

21A70 

.7,27.7 

V.HMIM*'. 

77 

0,1>1S 

7,4(5(5 

3,0S7 

4,912 

22,031 

5.103 

. 

7(5 

0,127 

.7.83.K 

.7,278 

.7,1(X) 

22,631 

5.223 

. 

. 77 

0X^1 

0,071 

*7.040 

.7,257 

23/*29 

5,134 

V.»U (2n<l 

. 77 

o.ois 

0,110 

6.0S-1 

5,791 

24,066 

5.1G9 

miMin:...... 

77 

0,727 

.7,970 

.7,700 

5,626 

24.023 

5,336 

10I.V1!»I«. 

. 77 

0,000 

.7,7i70 

.7,7.71 

,7,0.7.7 

23,210 

5,826 

. 

. 77 

c,riiu 

.7,.77rji 

5,7G7 


23,000 

C.3S.9 

. 

77 

0,467 

5,7.7S 

.7,1.71 

ri.-'Mn 

22,73!) 

5,513 

. 

. 76 


0,191 

5,702 

5,080 

23,670 

5,091 

. 

711 

7,012 

CAll 

0,079 

.7,038 

25,103 

5,553 

I'l-VUlCiI. 

. TP 

7,177 

6,090 

6.203 

6,056 

26,186 

6,13.7 

IWM0:>2... 

TP 

7,4S0 

0,601 

(>,.777 

6,195 

27.076 

o.oso 

trc.-’-iP-vi. 

71» 

7,42.7 

7,ooa 

0,7i7 

0,47.7 

27,r>ss 

o.ov^ 

. 

. .«o 

7,440 

7,nos 

6,96.3 

6,727 

23,227 

6.861 


PI 

7,770 

7,101 

0,957 

6,940 

28,583 

6,977 

. 

. Si 

7,CSO 

7,174 

0,803 

0,880 

23,039 

6,&1.7 

. 

8.7* 

8,014 

7,2.79 

7,033 

6,a34 

29,136 

6,790 

. 

6.71 

6,030 

7..704 

7,0.71 

6,8*« 

2f>.473 

6.801 


• InclmJcs .«chooK In (Ieve)opiM{*nt. 

! Incluilc.-s pchoow provIj'lonnUy npjirovctl. 


Seton Hall College of Medicine and Dentistry, and 
Albert Einstein College of Medicine of Yeshiva 
University. 

As was also the case in the previous three years, 
the figures in table 12 for enrollments by class as 
well as the total enrollments include the special 
. and part-time students. The numbers of these stu¬ 
dents are tabulated for each school in the column 
after the total enrollment, although they are dis¬ 
tributed in the enrollment figures in the prior col¬ 
umns of the table. A later section of this report 
categorizes for the first time the kinds of activities 
of part-time and special students. 

The median total enrollment in 1957-1958 was 
321, compared with 330 last year and 335 in the 
1955-1956 year. The average total enrollment was 
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Table 22.-Ntimhcr of Applicants and Completed Applications htj School for Class First Entering 1957-1958° 


Medical Collcfe'c of Alal»jnn«..... 

University of Arkansas School of Medicine. 

Colle^re of Medical Evanpelistf. 

University of California School of Medicine, Los Anpcles. 

University of Southern t'aHfornia School of Medicine, Los Anjrelcs..... 

Stanford University School ot Medicine....... 

University of California School of Medicine, San Francisco . 

University of Colorado School of Medicine..... 

Talc University School of Medicine. 

Georpatown Unlverfcity School of Medicine . 

Georpe ■Washington Univcr.«!ty School of Medicine... 

Howard University College of Medicine. 

University of Florida College of Medicine. 

University of Miami School of Medicine.... 

Emory University School of Medicine... 

Medical College of Georgia. 

Chicago Medical School.... 

^Jorthwestem University Medical School. 

Stritch School of Medicine of Loyola Univeisity.. 

University of Chicago, The School of Medicine . ... 

Univer.'^ity of Illinois College of Medicine... 

Iniiiana Univer.«lty School of Medicine. 

State University of Iowa College of Medicine. 

University of Kansas School of Mc<licine... 

University of Louisville School of Medicine. 

Louisiana State University School of Medicine. 

Tulane University of Louisiana School ol Medicine. 

Johns Hopkins University School of Medicine. 

Univcr.«ity of Maryland School of Medicine and Collrge of PIiysieian< an<l Suigeon<.. 

Boston University School of Medicine. 

Harvard Medical School.. . 

Tuft.s University School ot Medicine. 

University of Michigan Medical School ... 

Wayne State University College of Medicine. 

Univer«ity of Minnesota .Medical School. 

University of 3Ilssl^^ippi School of Mcilicine .... 

University of Missouri School of Medicine. 

Saint Louis University School of Medicine. 

Washington University School of Modiejne. 

Creighton University School of Medicine. 

University ol Xebraska College of Medicine.. 

Dartmouth Medical School... 

Seton Hall College of Medicine and Dentistry. 

AUiany Medical College of Union University. 

University of Buffalo School of Medicine. ... 

Columbia University College of Phy.**}c}an.«' and Surgooii'i. 

Cornell University Merticul College. 

Allicrt Einstein College of Medicine ot Yc«hiva Cniversiiy. 

Xew York Medical College, Flower and Fifth Avenue Hospital. 

Xcw York‘University College of Medicine. 

State University of Xew York Doivnstate Me<!ical Center, New York City. 

University of Rochester School of Medicine and Dentij^try. 

State University of Xcw Y'ork Upstate Medical Center, Syracu>c. 

University of Xorih Carolina School of Medicine. 

Duke University School ot Medicine...... 

Bowman Gray School of Medicine of M'ake Forest College. 

University of North Dakota School of Medicine. 

University of Cincinnati College of Medicine.. 

Western Reserve University School of Medicine.. 

Ohio State University College of Meilicine... 

University of Oklahoma School of Medicine... 

University of Oregon Medical School. 

Huhnemann Medical College and Hospital of Philadelphia.. 

Jefferson Medical College of Philadelphia. 

Temple Univcr.«lty School of Medicine. 

University of Pcnnsj-lvania School of Metheine. 

M’onian's Medical College of Pennsylvania—...— 

University of Pittsburgh School of Medicine... 

University of Puerto Rico School of 31edicine. 

Medical College of South Carolina. 

UniversUy of South Dakota School of Medicine. 

University of Tennessee College of Medicine. 

Mehorry Medical College..... 

Yanderbilt University School of Medicine...* 

University of Texas Southwestern Medical School. 

University of Texa.«i 31edical Branch. 

Baylor University College of Medicine.. 

University of Utah School of Medicine... 

University of Venuont College of Medicine. 

University of Virginia School of Medicine. 

Medical College of Virginia. 

University of Washington School of Medicine...... 

We.st Virginia University School of 3ledicine... 

University of Wisconsin Medical School... 

Marquette University School of .. 


Total' 






Application.s 


Size of 

No. 

of Applications 

Filed by 

Aiiidicatioiii 

Freshman 

Men 

--N- 

-- 

Applicants to 

per 

Ulo.«s 

M omen 

Total 

Each School 

Applicant 

SI 

270 

21 

297 

1,453 

4.9 

1«3 

177 

3 

160 

274 

1.5 

312 

3CS 

’K5 

m 

411 

•I *) 

40 

.’.42 

43 

.■»S5 

3,9.57 

0.S 

«7 

idO 

37 

947 

4,647 

~.T> 


470 

34 

.513 

3.943 - 

' 7.7 

7ii 

3S4 

27 

-in 

2.837 

. 0.9 

S.I 

iw; 

10 

212 

59S 

2.S 

70 

‘>17 

TCi 

903 

8,079 

6.7 

IPS 

‘>sri 

51 

1,030 

9,034 

9.3 

301 

1,333 

57 

1,370 

12,741 

9..3 

!(?:{ 

405 

39 

.534 

2,815 

.5..1 

.‘d 

307 

32 

319 

2,134 

i;.7 

70 

235 

33 

226 

1,002 

4.4 

74 

{»50 

22 

072 

4,427 

(>.6 

103 

202 

11 

273 

.593 

•7 .7 

73 

3,059 

31 

1,090 

11,3.58 

10.7 

130 

1,3S0 

59 

3,439 

11,220 

7.8 

SS 

797 


630 

5,814 

7.0 

72 

1,048 

(53 

1,111 

9,707 

8.7 

m 

531 

SS 

.549 

2,422 

4.4 

v»s 

477 

26 

505 

2,169 

4.3 

120 

198 

5 

203 

429 

2.1 

I02 

346 

12 

54(50 

3,916 

.5,3 

hci 

250 

12 

202 

iK59 

3.7 

i2:> 

2S2 

10 

29S 

611 

‘'.7 

3;14 

1.013 

3(5 

1.049 

7,407 

7.1 

74 

620 

69 

900 

8,032 

6.9 

03 

327 

ID 

5437 

2,5S4 

7.7 

74 

MPO 

92 

3.211 

11,63.5 

9.S 

m 

1,190 

hT 

1,277 

9,596 

i.S) 

114 

7!>5 

45 

840 

7,391 

66 

2C(. 

(.17 

3l 

(>51 

2,925 

4.5 


3SG 

22 

4(»6 

1,4537 

3.0 

m 

330 

21 

357 

3,293 

3,0 

H' 

360 

9 

169 

.521 

i.8 

73 

3S4 

0 

190 

j70 

3.0 

323 

1,220 

43 

3.209 

10,114 

S,0 

S<» 

1.4T0 

(51 

1,537 

12,361 

8.1 

77 

705 

22 

767 

(5,203 

7.9 

^7 

228 

n 

239 

770 

3.2 

24 

316 

2 

320 

3,091 

9.7 

SO 

1)98 

44 

1.042 

9,957 

9.0 

0.3 

I.WiO 

40 

1,100 

11.590 

30.5 

M 

7(i9 

32 

601 

8,09(5 

lO.l 

320 

2,528 

3.51 

1,079 

14,272 

8..5 

S4 

1,200 

no 

1,825 

11,731 

8.9 

OS 

1,US0 

53 

1,189 

11,863 

10.4 

126 

3,089 

1D2 

1,791 

30,870 

9.4 

134 

3,241 

93 

1,334 

13,455 

10.1 

353 

1,229 

91 

1,320 

32,900 

9.8 

73 

1,<;(>3 

.V5 

1,119 

11,024 

9.8 

SO 

3.0-ll 

42 

1,093 

10,810 

9.9 

<>y 

2(57 

17 

2e^ 

3,443 

5.1 

TO 

819 

4« 

8(15 

1,063 

8.2 

*d 

772 

40 

812 

0.(M3 

S.2 

40 

90 

4 

100 

3(>S 

3.7 

tw 

1.024 

27 

1,051 

8,410 

8.0 

t2 

3.280 

8(5 

1,372 

10,472 

■ 7.6 

150 

539 

28 

,507 

2,320 

4.1 

ir4) 

2.50 

12 

2(52 

942 

3.0 

70 

402 

18 

480 

.3,(KXi 

0.3 

IPS 

1,107 

44 

1,151 

• 9,269 

8.1 

176 

3.746 

1 

1,749 

32,669 

7.4 

l.% 

1.451 . 

63 

1.534 

12,139 

7.9 

128 

i..'>4:> 

70 

1,024 

13,009 

8.4 

.71 

-0- 

im 

199 

3.107 

5.0 

102 

531 

20 

•>■>1 

4.419 

7.9 

r>3 

98 

25 

123 

352 

2.9 

60 

394 

9 

2(J3 

.360 

1.9 

4U 

247 

3(5 

2(53 

3,9(52 

1 

220 

^37 

18 

.).IO 

1,4.51 

2.0 

73 

417 

30 

447 

2,010 

4..5 

53 

730 

28 

704 

G.iGG 

8.9 

IVi 

474 

SO 

504 

1,46.5 

2.9 

3?'^ 

.519 

37 

r>50 

3,.5SS 

2.9 

SO 

913 

30 

043 

6,820 

V.2 

.-iS 

295 

11 

300 

l,7t5.5 

5.8 

r>i 

351 

22 

373 

2,912 

7.8 


(549 

44 

(593 


8.0 


338 

25 

303 

1,634 

.5.1 


452 

39 

471 

2,633 

0,0 

40 

127 

9 

130 

4.5S 

3.4 


182 

12 

194 

(502 

3.4 

105 

TOT 

37 

1,034 

7,318 

7.1 

8,030 

57,052 

3,294 

00,9404 


3.9t 


* Beference 31* 

t Total number of applications filed by all applicants to all medical st‘boo»ls. 
f Total cumber of individual? applying for entrance to Fall 1S3S class w'as 
applicant were 3.9. 


Average applications per 
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3-17, compuvc'il with 366 lust year and 370 in the 
1955-1956 year. The trend to smaller total classes 
noted last >’oar appears to be supported by tbc 
current median and average. However, the stu¬ 
dents in the entirely newly developing schools 
more than compensate so that the number of total 
students is greater than ever. 

Four schools each had a total enrollment of more 
than 600 {Tennessee, Michigan, JefFerson, and Illi¬ 
nois). Last year a fifth school, the University of 
Texas at Galveston, with an enrollment of 601, was 
also included in this group. 

As was the case last year also, the University of 
Michigan and the University of Tennessee medical 
schools admitted more than 200 students into their 
entering classes in 1957-1958 (206 and 220 respec¬ 
tively). There were this year five additional schools 
with first-year enrollments of 150 or more students, 
though six schools were so categorized last year. 

The total entering class was the largest yet en¬ 
rolled (8,030), as tables 12 and 21 portray. How¬ 
ever, there was not the large increase in 1957-1958 
that occurred in 1956-1957 when the entering 
classes of the newly developing University of Flor¬ 
ida and Seton Hall medical schools were included 
for the first time. Six schools had major changes in 
entering class size compared to the previous year; 
four increased and two decreased. The increases 
included Howard (33.3%), West Virginia (29%), 
College of Medical Evangelists (16.3%), and Miami 
(11.27o). The Universit>' of Texas at Galveston and 
Western Reserve University’ medical schools’ first 
year classes decreased by 19.5% and 9.9% respec¬ 
tively. The median entering class numbered 86 
students as compared with 84 in 1956-1957. The 
average first-year class in the four year schools was 
97.2 compared with 94 in the previous year and 97 
in 1955-1956. 


Table 22.—Number of A]tpUc(iuts to Medical Sebooh, 
1948-1958° 

InitlvUlun) 

Appllcauts, 

Ycnr No. 


imS-lR49 

1040-1950 

1950-1951 

1051-1952 

1952- 1953 

1953- 1954 


24 242 
24,434 
22.279 
19,920 
1G,TC3 
14.678 


19.>4-1955 


14,538 


1953-1956 . 14.937 

395<r-1957 . 25,018 

19.17-1958 . 15,791 


* Reference 31. 


Table 22, prepared by the Association of Amer¬ 
ican Medical Colleges'" lists by schools the num¬ 
ber of applicants and applications to each of the 
schools for the 1957-1958 entering class. It should 
be noted that, although the numbers of men and 
women listed as applying to each school are indi¬ 
vidual applicants for each school, the over-all totals 
for the schools enumerate applications and not ap¬ 


plicants. There were a total of 60,946 applications 
to all medical schools filed by 15,791 applicants, 
or an average of 3.9 schools applied to by each 
prospective medical student. For a complete and 
detailed study of applicants, applications, and ac¬ 
ceptances for this class, the GEE study'" should 
be consulted. 


Table 24.—Schools, Students, and Graduates in the Medical 
and liasic Science Schools in Canada, 1948-1058 



1st 

Schools Ycfir 

2n(l 

Your 

3r(l 

Your 

4th 

Your 

Tot Hi 

firml- 

I9IB-19I1I 


887 

705 

842 

739 

3,233 

079 

I9l9l95(t 

. 1» 

897 

798 

701 

822 

3,278 

791 

195«.lft.'.l 


960 

880 

8*4 

805 

3,489 

8.5S 

1954.1952 


873 

891 

B58 

83<5 

3,458 

VW 

1952*1953 

. 11 

918 

809 

805 

852 

3,444 

82.5 

1953-1951 

. 12 

f)82 

901 

811 

910 

3,013 

890 

195M955 

.. 12 

!»a8 

903 

m 

837 

3,-589 

891 

l9.Vil9.Vl 


1035 

m 

877 

8.V. 

3,051 

810 

I95rt.l957' 


1001 

f>3l 

855 

805 

3,0.55 

893 

19.57.ia'>8 


1012 

916 

iri; 

KV) 

3,086 

82.8 


•The remnlDlnf: 


.«?chool of the hn.^Ic ineillcnl .ecipnrp.« (Snpkntchewan) 

... In nil ..n...,- 


Although the number of applicants decreased a 
trifle in 1957-1958 compared to the preceding year, 
there was no significant change. Tlie ratio of ap¬ 
plicants (15,791) to places in the entering class 
(8,030) remained 1.9:1 as it was in the previous 
year. Table 23 presents the number of individual 
applicants to United States medical schools each 
year for the past 10 years. 

The Canadian medical schools, as shown in table 
13, also had in 1957-1958 a larger enrollment than 
previously of medical students, if the students in 
only the basic four-year program are counted each 
year to give comparable figures, excluding tliose in 
the irremedical or required intern years. Compara¬ 
tive data for this and preceding years are presented 
in table 24. The median enrollment in 1957-1958 
was 228 and the average 307, as compared with 
224 and 304 in the previous year. Data on the ap¬ 
plicants and applications to Canadian schools were 
not available for the 1957-1958 academic year in 
time for publication. 

In 1957-1958, 82 United States citizens were en¬ 
rolled in the first medical year in Canadian schools 
as compared with 4 Canadians enrolled in the first- 
year classes of United States medical schools. This 
is 10 fewer United States citizens in Canadian first- 
year medical classes than was the case in the 1956- 
1957 year. Even so, the favorable net balance of 
78 United States citizens in the first medical year 
of Canadian schools represents the equivalent of 
another United States school having a class size 
larger than that of 28 of the United States medical 
schools. 

ENROLLMENT OF WOMEN STUDENTS 

Information by school on the number of men 
and women enrolled and graduated in the United 
States is shown in table 25. Woman’s Medical 
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College enrolled only women, while Dartmouth 
and Jefferson continued to limit their enrollments 
to men. In 1957-1958, the 1,644 women enrolled 
comprised 5.57% of all enrollments, as compared 
to 1646 or 5.65% in 1956-1957. The proportion de¬ 
creased slightly due chiefly to a larger total enroll¬ 
ment figure as only two fewer women were en- 


more than 40 women. Si.x other medical schools 
each enrolled more than 30 women; Howard, Har¬ 
vard, Michigan, Western Reserve, Temple, and 
Tennessee. In five medical schools, women ac¬ 
counted for 10% or more of the enrollment: How¬ 
ard, Boston University, New York University, 
Western Reserve, Puerto Rico. Women comprised 


Table 25—Distribution of Students and Graduates in the United States and Canada bij Sex, 1957-1958 


Students Graduates 


United State? 

Men 

Women 

Men 

Wom< 

Medical College of Alabama . 

'i«i 

23 

03 

it 

University of Arkansas. 

330 

la 

79 

0 

College of Medical Evangelists .. 

307 

17 

91 

it 

University of California, Los Angeles ... 

m 

»> 

47 

0 

Univer.'sity of Southern California . 

2.)3 

n 

.07 

3 

Stanford University . 

*222 

12 

00 

4 

University of California, San Francisco, 

298 

20 

hrt 

3 

University of Colorado. 

m 

24 

70 

4 

Vale University . 

2S9 

20 

07 

0 

GeorgetoB-n University. 

392 

1.0 

!»7 

3 

George Washington University . 

301 

22 

80 

4 

Howard University . 

2S7 

:i3 

59 

8 

University of Miami .. 

■i'tO 

15 

09 

1 

University of Florida. 

88 

4 

(1 

0 

Kniory University . 

272 

0 

fiO 

1 

Medical College of Georgia . 

372 

14 

tri 

1 

Cliiciigo il.'dical School. 

274 

1 

00 

0 

Xorthwestem University . 

497 

22 

128 

3 

Stritch School of Medicine . 

32G 

n 

72 

3 

University of Chiengo. 

203 

23 

07 

3 

University of Illinois . 

033 

44 

140 

10 

Indinno University . 

.'V*.'} 

18 

130 

3 

State University of Iowa .. 

421 

13 

101 

3 

University of Kansas. 

3<>0 

10 

103 

1 

University of Louisville . 

3(J(S 

10 

JK) 

0 

Louisiana State University. 

n.'f 

19 


0 

Tulnne University . 

4m 

17 

123 

5 

.lohns Hopkins University. 

272 

21 

70 

9 

University of Marj'lnnd . 

:+44 

11 

77 

1 

Boston University .. 

203 

28 

i>i 

7 

Harvard Medical School . 

482 

30 

120 

10 

Tufts University..... 

409 

21 

lot 

0 

University of Michigan. 

717 

33 

302 

7 

Wayne State University. 

207 

10 

oo 

7 

University of Minnesota .. 

4fiS 

21 

107 

0 

University of Mississippi .. 

245 

8 

42 

A 

University of Missouri. 

202 

4 

31 

a 

Saint Louis University..... 

455 

12 

HO 

1 

Washington University. 

332 

12 

SI 

3 

Creighton University . 

270 

7 

03 

1 

University of Nebra.'ska. 

310 

12 

82 

1 

Partmouth Medical School. 

4S 

0 

0 

0 

Seton Hull College of Medicine 
and Dentistry. 

14S 

9 

0 

0 

Albany Medical College. 

221 

8 

OS 

•1 

University of Buffalo . 

2:k) 

34 

<0 

3 

Albert Einstein College of Medicine. 

230 

10 

0 

0 

ColmnWa University .. 

428 

12 

m 

9 

Cornel! University . 

314 

20 

77 

4 

Xeiv Fork Medical College. 

470 

27 

111 

4 

Xew Tork University . 

40.> 

04 

114 

II 

State University of Now York, Down- 
•- .«tatc Medical Center. New York City .. 

039 

.70 

133 

12 


Students Gritdtiiites 


United States 

5lcn 

Wouicn 

Men 

Women 

University of Rochester. 

27G 

7 

71 

2 

State University of New York, Upstate 
Medical Center, .Syracuse. 

28G 

14 

00 

2 

University of North Carolina .. 

2.VJ 

f 

5.» 

3 

Duke University . 

301 

14 

77 

4 

Bowman-Gray School of Medicine. 

190 

14 

4S 

1 

University of North Dakota. 

7f; 

2 

0 

0 

University of Cincinniiti . 

324 

39 

74 

2 

Western Rescnc University . 

294 

31 

70 

7 

Ohio State University ... 

5.74 

IS 

137 

0 

University of Oklaboma .. 

35.7 

17 

81 

2 

University of Oregon .. 

270 

10 

m 

4 

Hahnemann Medical College.. 

377 

17 

92 

4 

.Tefferson Medical College .. 

I5S2 

0 

i.-is 

0 

Temple University .. 

401 

34 

112 

6 

University of Pennsylvania . 

i99 

19 

138 

8 

Woman's Medical College 
of Pennsylvania .. 

0 

385 

9 

45 

University of Pittsburgh. 

349 

30 

70 

4 

University of Puerto Pico... 

IU2 

2(i 

41 

4 

Medical College of South Carolina . 

204 

11 

73 

2 

.State University of South Dakota. 

77 

3 

U 

0 

University of Tennessee . 

738 

30 

309 

3S 

Meharry Medical CoJlet'c . 

245 

«»■> 

53 

2 

Vanderlillt University . 

PK) 

7 

40 

0 

University of Te.vas, .Southwestern. 

397 

21 


0 

University of Texas, Gnlve‘‘ton. 

.54“! 

28 

143 

8 

Baylor University . 

309 

32 

75 

3 

University ot Utah . 

205 

•> 

48 

t) 

University oi Yennont . 

305 

34 


2 

University of Virginia . 

270 

14 

m 

S 

Medical College of Virginia . 

3.31 

23 

'13 

4 

West Virginia University... 

272 

Mi 

0 

0 

University of Washington.. 

07 

3 


4 

University of Wisconsin. 

29S 

22 

70 

5 

Marquette University... 

373 

20 

90 

6 


Totals .....33o 


(.'nnathi 


University of AJbertn . 

. 204 

10 

45 

o 

University of British Columbia. 


19 

44 

3 

Unhersity of Manitoba . 

. 214 

12 

43 

2 

Dalhousic University . 

..... 210 

13 

.53 

3 

Queen’s University . 


14 

45 

0 

University of Ottawa ... 

. 219 

18 


•2 

University of Western Ontario. 

. 210 

13 

.55 

o 

Univen'ity of Toronto. 

. .520 

53 

i(k; 

13 

MeGHi University . 

. 400 

28 

30(5 

<j 

University of Montreal. 

. 400 

35 

111 

2 

Laval University . 

. .501 

28 

ns 

7 

University of Soskatebewnn.. 

. 121 

3(i 

32 

{> 

Totals . 

. .3,427 

25!) 

808 

44 


rolled. The total women graduates increased, as 
predicted last year, by 25, comprising 5.1% of all 
graduates compared with 4.8% in the 1956-1957 
class. 

Excluding Woman’s Medical College, the med¬ 
ical schools of four universities (University of Illi¬ 
nois, State University of New York in Brooklyn, 
Columbia University, and New York University), 
one more tlian in the previous year, each enrolled 


10% or more of the graduating class in four schools: 
Howard, Boston Univ'ersity, Wayne State, and 
Western Reserrm. 

The enrollments and graduates by sex in Ca¬ 
nadian medical schools are also depicted in table 
25. In 1957-1958, 259 women comprised 7.02% of 
the total enrollment, an increase of 23 or 917% oyer 
the 1956-1957 year. All 12 schools had women en¬ 
rolled, although Queen’s University had no women 
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griKliiaU'S. Tlic miinhor of women medical students 
enrolled in Canadian schools has increased each 
year for the past four years, although it has not yet 
approximated the 270 women enrolled (7.5%) in 
1953-1934. 

Women graduates in 1957-1958 numbered 44, or 
5.16% of the total graduates, a decrease of 20 as 
compared with 1956-1957, and the smallest number 
absolutely and proportionately since the 1951-1952 
year when there were 36 women or 4.6% of the 
graduates. 

Four Canadian .schools (Toronto, McGill, Mont¬ 
real, Laval) each enrolled 25 or more women. An 
additional three schools (British Columbia, Ottawa, 
and Saskatchewan) each enrolled 15 or more wom¬ 
en. Two schools, the UniversiW of Toronto and the 
University of Saskatchewan, each enrolled women 
as 10% or more of their classes. 

GEOCRAPIIICAL SOURCE OF ENTERING STUDENTS 

The residence of students at the time of their 
enrollment in the medical schools in the United 
States are shown in table 26, based on enrollment 
data for 1957-1958 from the medical schools. 

This table indiartes that 41%’ of all first-year 
medical students came from six states (New York, 
PennsN'lvania, California, Ohio, Illinois, and Texas), 
as has been true for the past two years. The first- 
year enrollment of the 32 schools in these states also 
represented 41%’ of the total enrollment for the 
nation. Almost 38% of all medical schools in the 
United States are located in the same six states. 

There were fewer than 20 first-year medical 
students from each of five states (Nevada, Dela¬ 
ware, Wyoming, Maine, and New Mexico) and 
fewer than 30 students from each of five otlier 
states (New Hampshire, Idaho, Montana, Vermont, 
and Rhode Island). Of these 10 states, only New 
Hampshire and Vermont have medical schools. The 
74 students from tlie five states suppljdng the few¬ 
est medical students and the 123 students from the 
five otlier states represented only 2.4%’ of the total 
first-year class, 10 students and 0.17%; larger than 
in the 1956-1957 academic year. 

Table 27 lists the states in ascending order ac¬ 
cording to the number of enrolled first-year med¬ 
ical students per 100,000 population. The six states 
with the largest number of first-year students are 
distributed throughout this list, with one-half hav¬ 
ing less tlian the median number of students per 
100,000 population (4.5) and one-half having more 
than the median number. As was true last year 
also, with the exception of Vermont and Wyoming, 
the other eight states having the smallest number 
of first-year students enrolled in medical schools 
had fewer students than the median number. 

The over-all ratio of students per 100,000 popu¬ 
lation, e.xcluding members of the armed forces, is 
unchanged from the 4.7 of last year. 


There were seven scliools, all state-owned, that 
enrolled as first-year medical students only those 
resident in the state in which the school is located. 
This appears to be a marked improvement as com¬ 
pared to 12 such schools in the 1956-1957 year, 
until the data in table 28 is noted. This table pre¬ 
sents nonresident enrollments by numbers of 
schools in various proportion categories as well as 
numbers of students involved in the publicly- 
owned schools, as compared with four years ago 
when a similar analysis was developed. It will be 
seen that there is no significant change in the num¬ 
ber of schools restricting their nonresident enroll¬ 
ment to less than 10%’ of the class, or in the number 
of nonresident students enrolled by the publicly- 
owned schools. Not counting the seven schools 
enrolling no nonresident students, the median pro¬ 
portion of the entering classes consisting of non¬ 
residents was 8.1%> in the publicly-owmed schools 
and SO.OTc in the privately-owned schools. The 
respective averages were 10.4% and 53%. Tire 57th 
annual report on Medical Education in the United 
States and Canada presented a summarj' of 
geographical restrictive policies of the medical 
schools based on statements to the Association of 
American Medical Colleges that year. 

As table 29 shows, a total of .37 entering students 
in United States schools came from the territories 
and possessions of Canal Zone, Hawaii, and Puerto 
Rico, and one came from Alaska. The 38 students 
entered 24 medical schools. Hawaii with 20 students 
and Puerto Rico with 16 students contributed near¬ 
ly all of the 38 students. Of these areas, only Puerto 
Rico has a medical school. 

Table 30 presents the geographic source of first- 
year medical students in the Canadian medical 
schools in 1957-1958. It should be noted at the out¬ 
set that 82 students came from the United States 
(while only 4 students from Canada entered United 
States schools), representing a balance favorable to 
the United States of 78 students, as compared to a 
favorable balance of 84 students in 1956-1957, as 
was pointed out in the section on enrollments. The 
82 United States students were distributed among 
11 of the 12 Canadian schools. As in previous years, 
the majority of United States citizens (51 in 1957- 
1958 compared to 47 in 1956-1957) enrolled in 
McGill Universit)'. The four United States schools 
each enrolling one Canadian student in 1957-1958 
were the College of Medical Evangelists, the Uni¬ 
versity of Chicago, Johns Hopkins University, and 
the University of Kansas. 

With the exception of the Universit)' of Alberta 
Faculty of Medicine, all other Canadian medical 
schools enrolled in the first medical year students 
not resident in the province in which the school 
was located. The proportion of such students varies 
from 2.5%’ to 64.7%> in the 11 schools enrolling such 
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Tabli; 26.—Geographical Source of Entering Students 

1 3 4 B 7 8 9 Bl H 12 18 14 1.1 M 17 IS 


School 

1 Medical College of Alabama ... 

2 University of Arkansas School of Medicine... 

3 College of Medical Evangelists . 

•1 University of California School of Medicine, Los Angeles. 

5 University of Southern California School of Medicine. 

6 Stanford University School of Medicine . 

7 University of California School of Medicine, Hun Franeiseo. 

8 University of Colorado School of Medicine . 

y Yale University School of Medicine. 

10 Georgetown University School of Medicine. 

11 George Washington University School of Medicine . 

12 Howard University College of Medicine. 

13 University of Florida College of Medicine ... 

24 Universitj' of Miami School of Medicine. 

15 Emory University School of Medicine . 

10 Medical College of Georgia . 

17 Chicago Medical School . 

18 Northwestern liniverslty Medical School. 

19 Stritch School of Medicine of Loyola University . 

20 University of Chicago, The School of Medicine . 

21 University of Illinois College of Medicine . 

22 Indiana University School of Medicine . 

23 State University of Iowa College of Medicine . 

24 University of Kansas School of Medicine . 

25 University of Louisville School of Medicine. 

20 Louisiana State University School of Medicine. 

27 Tulane University of Louisiana School of Medicine. 

28 Johns Hopkins University School of Medicine . 

29 University of Maryland School of Medieine. 

SO Boston University School of Medicine . 

31 Harvard Medical School . 

52 Tufts University School of Medicine .. 

53 University of Michigan Medical School. 

34 Wayne State University College of Medicine. 

85 University of Minnesota Medical School. 

3rt University of Mississippi School of Medicine. 

37 University of Missouri School of Medicine . 

38 Saint Louis University School of Medicine. 

80 Washington University School of Medicine . 

40 Creighton University School of Medicine . 

41 University of Nebraska College of Medicine. 

42 Dartmouth Medical School . 

43 Seton Hnll College of Medicine and Dentistry. 

44 Albany Medical College of Union University . 

45 University of Buffalo School of Medicine. 

40 Columbia University College of Pbyslcian.s and Surgeons. 

47 Cornell University Medical College . 

4S Albert Einstein Colleg-e of Medicine of Yeshiva Unh'cra'ity . 

49 New Y^ork Medical College, Flower and Fifth Avenue Hospital.*!. 

50 New York University College of Medicine. 

51 State University of New York Downstate Medical Center, New York I’liy.. 

52 University of Rochester School of Medicine and Dentistry ... 

ilS State University of New’ Xork Upstate Medical Center, Syracu.«e. 

54 University of North Carolina School of Medicine . 

.55 Duke University School of Medicine..... 

j 5G Bovrman Gray School of Medicine of Wake Forest Collcifo. 

57 University of North Dakota School of Medicine.... 

.58 University of Cincinnati College of Medicine . 

.59 Western Reserve University School of Sledtcine. 

GO Ohio State University College of Medicine. 

G1 University of Oklahoma School of Medicine. 
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75 University of Texas Southwestern Medical School. 

76 University of Texas Medical Branch, Galveston. 
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^ University of Virginia School of Medicine .* 

81 Medical College of Virginia .... 
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83 West Virginia University School of Medicine . 
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students witli only 4 schools taking fewer than 10% 
nonresident students. Three provincially owned 
schools each enrolled more than 10% non-residents; 
two of the schools (University of British Columbia 
and University of Manitoba) each enrolled more 
than 20% of the entering class from outside the 
province of the school. 


Table 27.—Ratio of Fmi-tjear Students to State 
Populations, 1957-1958 

Number of Students per lOO.OOO population* in the Approved and Newly 
Developing: Medical and Ba.-^lc Science Schools of the United States 

Ncvadttt . j,2 

.Muinef . 1.7 

New Mexicot . 2A 

Arizona .. 3.2 

California . 3.4 

Missouri . 3,4 

Rhode Islandt . 3.4 

West Virginia . 3.4 

Washington . 3 ..-, 

Idahoi . 3.i> 

North Carolina . 3 .« 

Alabama . 3.7 

Texas . .3.7 

Montanal . 3.8 

Kentucky . 3.8 

Michigan . 3.0 

New Hampshire . 3.0 

Delawnref . 4.0 

Indlanu ..... —.. 4.0 

Maryland . 4.0 

Illinois . 4.2 

Wisconsin . 4.H 

Virginia . 4.i 

Massncluisetts . 4..» 

Sovith Carolina . 4..> 

Connecticut . 4.« 

Florida . 4.0 

Georgia . 4.n 

Ohio . 4.0 

Minnesota . 4.f> 

Oregon . 4.0 

Louisiana . 5.0 

Colorado .. 5.1 

South Dakota . 5.2 

Pennsylvania .. 5.3 

Kansas . .5.4 

Wyouiingt . 5.5 

Iowa .. .">.0 

Mlssis.«iip|)i . 5.7 

New Jersey . 5.7 

Oklahoma . 5.8 

Arkansas .. O.I 

New York . fi.7 

Tennessee . 

Vermont ....... 

North Dakota . “o 

Nebraska ..-. 

District of Columbia .-. 

Utah ... 

United States . -*.7 

♦Estimated July 1, 3057, total population e.xcluding members of the 
armed forces stationed in each area. Current Population Reports, .®erics 
P-2.5, no. 308, Dec. P. 10.57. 

t States with no medical school. 


Of the total of 215 out-of-province students en¬ 
rolled in the 11 Canadian schools, 40 dame from 
the British Commonwealth of Nations and other 
countries, and 82 came from the United States. 
Thus, a total of 93 Canadians enrolled in the first 
medical year class of Canadian schools outside 
their home province. The provincial schools ac¬ 
counted for 49.4% of these 93 Canadians as com¬ 


pared to the publicly-owned schools in the United 
States enrolling only 14.1% of the out-of-state 
United States students. 


Table Z8.—Oiit-of-State Enrollments of Entering Class 

193S-l»j* 1957-1938 

^ ... ___.A_ _ 

NiimLer NuirAe? 

of Xon- of Non¬ 
residents residents 

Numlierof Taken Numherof Taken 

Schools into Schools Into 


Percentage ,--, Ptihllcly , -*-, Publicly 

of Class Privately Publicly Owned Privately Publicly Owned 
Non resident Owned Owned Schools Owned Owned Schools 
I) . 0 151 0 0 7] 0 

<5. 0 4(23 18} 1 Ilk-, 25] 

-5-10. 1 ij 33) 1 7 ) Ml* 

10-50. in 15 304 20 14 244 

-W-ino. 21 1 .'i« 2 ;i 1 30 

Totals. 41 39 38.5 45 40 354 


The Canadian provinces ranking highest as the 
residence of first-year medical students in 1957- 
1958 were Quebec and Ontario, accounting for 
61.8% of the total class. However, 58.3% of the 
Canadian medical schools are located in those two 


Table ZQ.—Ceographic Source of Entering Students in Medi¬ 
cal Schools of the United States from Possessions ami 
Outhjing Territories of the United States, 1957-1958 . 


i>cboo3s 

College of MoUical Evangelists .. 

Yale University School of Medicine. 

George Wnshington University, 

School of Medicine. 

Northwestern University McdlCHl School . 
Stritch School of Medicine of 

Loyola University .. 

Univer.slty of Chicago, 

The School of Medicine. 

Tiilane University of Louisiana 

School of Medicine...- 

University of Maryland 
School of Medicine. 


s 

o 

N 

« 

C 

O 


Boston University School of Medicine ... 
University of Michigan Medical School .. 
Saint Louis University 
School of Medicine. 


Washington University 
School of Medicine ... 


Ureightou University School of Medicine. 

Alliany Medical College of 

Union University .. 

Cornell University Medical College. 1 

Western Reseivc Unlver.^ity 
School of Medicine. 


University of Oregon Medical School .... 
Jefferson Medical College of Philadelphia 
Temple University School of Medicine ... 
WomanV Medical College 
of Pennsylvania .. 


© 


fi4 

1 

1 


3 1 

1 3 

1 .. 1 

1 .. 1 

1 I 2 

.,3 3 

2 .. 2 

1 .. 3 

3 .. 3 


3 .. 3 


1 


3 


1 


o 


1 .. 1 


Baylor University College of Medicine. 

Medical College of Virginia. 

University of Washington 

School of Medicine . 3 

Marquette University School of Medicine- 

Totals ... 1 


. . 3 .. 3 

1 3 

. 3 

.314 

1 20 Ifi SS 


provinces. Prince Edward Island, the only province 
in Canada having no medical school, was the 
source of the fewest medical students (7) in the 
entering class) although Nova Scotia was the source 
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of only W .stiKlcn{.s. The Yukon and Nortlnvcsl Ter- 
litoiic.s, tlic .source of no entering medical students, 
arc sparsely populated frontier areas. 

ATTHITION AND GEOGRAPHIC RESIDENCE 
RESTRICTIONS 

The lu'pothesis was first suggested in the 55th 
Annual Report ’'’' that the attrition of students due 
to poor scholarship was significantly higher in 


fourth to one-fifth of the number of applications 
as did the privately-owned schools and had only 
4% to 9% of their entering students resident outside 
the state in which the school was located. Although 
the proportion of the total entering classes en¬ 
rolled in each was about equal, the number of 
students lost by poor scholarship was significantly 
larger each year in the publicly-owned medical 


Taiile 30.—Gcopraiiliic Source of First Year Medical Students in Medical School of Canada, 1957-1958 


Unlvprflty <i{ AUiorlu KacnUy of Mctifclnc...... 

Univensity of ColinuMn School of McMlclnc.... 

Un}vcr.-j|ty of MnnMo)ni Faculty of Mctlldnc... 

DaihouFic CntvcrFity KncuUy of Medicine... 

Queen's University Faculty of Medicine. 

University of \Ve<tem Ontario Faculty of Medicine.. 
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publicly-owned schools than in privately-owned 
schools, at least in part due to the prevalence of 
geographic restrictions as to residence of students, 
which limited the population from which publicly- 


schools. The chi-square of the differences in the 
numbers of students actually failing or withdrawing 
in poor academic standing in the publicly and pri¬ 
vately owned schools as compared to what would 


Table 31.—First-Year Enrollments, Applicntiotis, and Attrition tuith Poor Scholarship by 

Type of School Ownership 



I9:d4955 

m35-19.50 

19.50-1957 

195 

7.1953 


Publicly 

Privately 

Puldicly 

Privately 

Pulilicly 

Privately 

Publicly 

Privately 


Owned 

Owned 

Owned 

Owned 

0 \vncd 

Owned 



Number of school?. 

. 39 

41 

39 

43 

40* 

45* 

40* 

4.5* 

Percentage of enrollment. 


.50 

49 

51 

48 


4S 


Percentage of enrollment from out of state—..... 

. 9 

53 

5 

31 

4 

O'!* 

4 

27 

Percentage of applications. 

. 2 « 

74 

19 

SI 

27 

73 

27 

73 

Percentage of failures and withdrawal^ 

In poor academic standing... 

OS 

32 

50 

44 

00 

40 

.51 

46 

Number of students failing or withdrawing. 

. 370 

81 

IS2 

142 

229 

139 

244 

f>fd 


Chi-squarc of dilTerence? In numhers of students actually 
failinj: or withdrowlnp in publicly and privately owned 
schools as compared to what would be expected solely on 
proportion of students enrolled..,. 

<0.001 

p, or probublUty, of these differences occurring solely by (much less than 
chance (one degree of freedom). linl.OOO) 


Between 0.01 to 0.02 <0.001 

(about 1 In 90) (much less than 

1 in 1 , 000 ) 


>0,005 

(almost 1 in 200 ) 


* Includes the three newly developing schools that are provisionally approved. 


owned schools drew their first-year medical stu¬ 
dents. It was then suggested that die data in future 
years should be examined to provide additional 
information on this point. 

Table 31 presents a comparison of first-year en¬ 
rollments, applications, and attrition with poor 
scholarship by type of school ownership from 1954- 
1955 through 1957-1958. It is apparent that in each 
year, the publicly-owned schools had only one- 


be expected solely on the proportion of students 
enrolled in each is so large for each year as to 
make it highly unlikely that chance alone can ac¬ 
count for these differences. The probabilities of 
this are given in the bottom lines of table' 31. 

In a similar table last year, the significance test 
was inadvertently applied to the proportions of 
students wididrawing rather than to the numbers 
of students. In consequence, it did not appear then 
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that the difiFerences were as highly significant each 
year as they actually are. When the chi-square test 
is applied to the difiFerences in numbers of stu¬ 
dents lost by poor scholarship in publicly owned 
versus privately owned schools, the probability of 
this happening by chance alone is not more than 1 
in 90 and for two of the years is far less than 
1 in 1000. 

Another way of stating the problem is that their 
geographical restrictions on residence restrict ap¬ 
plication by and hence choice of as many highly 
capable students on the part of publicly-owned 
medical schools as by the more generally nonre- 
strictive privately owned schools. According to a 
study currently in progress by Dr. Helen Gee, of 
the Association of American Medical Colleges,*'* 
there is evidence that the Medical College Admis¬ 
sions Test scores are lower on the average for en¬ 
tering students in the publicly owned schools than 
for entering students in the privately owned 
schools. That test is taken by practically all appli¬ 
cants to United States medical schools. Such a 
difiFerence in average scores of the hvo groups of 
students supports by different data tlie thesis sug¬ 
gested by the attrition from poor scholarship. It 

Table Q2.—Comparative Analysis of College Records of 
First-Year Medical Students 

CoUege Grade United States Can- 

Average, , -—-, ada 

First-year 1950- 19.)1- 1952- 1953- 1951- 1935- 1950- 1937- 1957- 

51edlcal Students 1951 1952 1953 1931 1935 1939 1957 1958 1939 

3.6-4.0 (A). 10 30 18.0 21.1 10.8 15.8 10.1 17.7 17.9 

2.0-3.5 (B). 43 35 07.5 68.9 69.0 70.0 69.9 06.0 40.8 

1.0-2.5 (C). 17 15 14.5 10.0 14.2 13.6 14.0 10.3 35.3 

should be noted that, as in the case witli all av¬ 
erages, the average scores of entering students in 
some publicly-owned schools are higher than are 
the average scores in some privately-owned schools. 
The important factor from both sets of data is not 
tj'pe of ownership but rather die presence or 
absence of any policy likely to restrict or discour¬ 
age enough applications from among which the 
best classes of students can be selected. 

The policy of restricting most admissions to stu¬ 
dents who live in the state where the school is 
located has been evident for years in many of the 
publicly owned medical schools. Such a policy is 
advocated and defended by legislators as insuring 
educational opportunities for the sons and daugh¬ 
ters of the taxpayers of tlie state, who support 
those schools. 

The very policy and practice of so selecting 
entering classes that only a small proportion of 
students come from odier states tends to preselect 
applicants to the disadvantage of die school and 
of society itself. Intelligence, high motivation, and 
odier attributes desired by society and necessary 
in medical students are not distributed geograph¬ 
ically. Capable students are discouraged from ap¬ 
plying to a medical school across state lines if they 
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are unlikely to be accepted because of where they 
happen to live. In consequence, some 12 privately- 
owned medical schools without restrictions on place 
of residence had 14 or more applicants per place 
in the entering class in 1957-1958 and an additional 
7 privately owned schools had 12 to 14 applicants 
per place. Of the 18 medical schools having 9 to 
12 applicants per place, 15 or five-sixths are pri¬ 
vately owned. On the other hand, of the 16 med¬ 
ical schools that had only two to three applicants 
to each place in the entering class, all but one were 
publicly owned. Two of the three medical schools 
which had fewer than two applicants per place in 
1957-1958 are state universities. 

With their choice of an adequate applicant pop¬ 
ulation from which to select limited by restrictions 
on residence together with pressures to fill their 
classes, many publicly-owned medical schools ac¬ 
cept as students some individuals who are not as 
capable as might be some others who could have 
been accepted otherwise. This results in dual 
tragedy. The more apparent one is the failure of 
those students. The more important casualties, 
however, are the school and state itself for not 
having taken or had the opportunity to enroll the 
more capable students who did not apply or who 
were rejected solely because of state of residence. 
Some of those students may also have been lost 
to medicine itself. 

Parochialism to tliis degree diat is so disad: 
vantageous both to capable individuals and to the 
broader interests and welfare of society itself 
should not be tolerated. It is to be hoped that state 
legislators and other public ofiBcials concerned with 
these matters will cooperate with university and 
medical school administrators in bringing the poli¬ 
cies restricting admissions into a more realistic and 
socially useful focus. 

COLLEGE RECORD OF FIRST-YEAR MEDICAL CLASS 

Table 32 presents a comparative analj'sis of the 
premedical collegiate scholastic record of the en¬ 
tering classes in medicine in tlie United States each 
year since 1950-1951. As has been tme since 1951- 
1952, about trvo-thirds of the first year medical 
classes had college grade averages of “B”, while 
about one-fifth to one-sixth had college grade av¬ 
erages of “A” on entering medical school. Since 
1954-1955, the proportion of students entering med¬ 
ical school with college grade averages of “A” and 
of “C” have been approximately equal, together 
comprising about one-third of the total entering 
classes. 

In 1957-1958, 22 schools had more dian the av¬ 
erage proportion (17.7%) of “A" students in their 
entering classes, ranging from 19.6% to 68%. Nine 
of these were publicly-owned and 13 privately- 
owned schools. Seven of the 22 schools had entering 
classes in which students with “A” college records 
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coinpvi.sccl more than 50% of the class. On the other 
extreme, 32 schools had more than the average 
proportion of “C” students (16.3%), ranging from 
17.5% to 70.57e of students entering with “C” col¬ 
lege records. Nineteen schools reported that one- 
fourth or more of the students in their entering 


achievements, this should be pointed out to others 
who might consult table 32. For instance, scholastic 
achievement in one college that is awarded a “B” 
grade might in another college be given a “C” 
grade and similarly, though to a lesser degree, in 
the case of “A” compared to “B” grades. The 


Taiu.c 33.—Prcnictlic(il Education of First-Year Students in the United States, 1957-1958 
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classes had “C” college grade averages. Two of 
these are the same schools that also reported a sig¬ 
nificantly higher than average proportion of “A” 
students in their entering classes. 

Although medical school admissions committees 
recognize the differences among colleges in the 
relationship of a given grade average to scholastic 


scholastic record in college is one factor among 
many that are considered in the selection of med¬ 
ical students by the medical school faculties. 

Table 32 also presents the premedical college 
grade averages of the 1957-1958 Canadian first year 
medical classes. The proportion of students having 
“A” college grades was similar to that in the United 
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States schools. In Canada, however, there was an 
average for all 12 schools of twice the proportion 
of students having “C” college records and hence 
one-third fewer students with “B” college records 
than in United States schools. Whereas in the latter 
only one-sucth of the entering medical classes had 

Table S4.—Comparison of Previous Years and the Current 
Year of Number and Proportion of Medical Schools Having 
Entering Ciosscs Consisting Predominantly of Students 
ivith College Degrees 


isji-iaji lawiorio 1937-1938 

-A--- 


Entering Students 
with Degrees, % 

—- A- 

Schools 
of 81, 
Ko. 

C' 

School? 
of 85. 
No. 

% 

•V- 

Schools 
of 85. 
No. 

- 

% 

100. 

4 

4,9 

>; 

7.0 

-> 

2.3 

95.3-99.9 . 

... 13 

13..5 

14 

Ifi.4 

13 

15.3 

90.1-95 . 

7 

S.{) 

Pi 

7.0 

32 

14.3 

Totnl . 

... i> 

27 .<1 

2U 

3(iA 

27 

31.7 


"C” college grade averages, in Canada more than 
one-third of the entering students had a college 
grade average of “C”. Six of the 12 Canadian 
schools did have a higher than average (17.9%) 
proportion of “A” students in their first year med¬ 
ical classes, with one provincial school having 65% 
of its students entering with an “A” college grade 
average. Six Canadian schools had a larger than 
the over-all Canadian average of “C” students. In 
fact, three of the schools had more than 45% of 
their medical students entering with “C” college 
grade averages. Only two schools had fewer “C” 
students than the United States over-all average 
of 16.3% and these schools also had a significantly 
higher proportion of first year medical students 
with “A” grade averages in college. 

Although no comparative data have been assem¬ 
bled, it is possible that Canadian college grades are 
significantly lower than are grades in United States 
colleges for similar academic achievement. 

PREPROFESSIONAL ATTAINMENTS OF THE 
ENTERING CLASS 

In 1957-1958, 79.2% of the entering class had 
form years of college and 72.1% had a degree on 
entering medical school. Those having only three 
years of college (85 semester hours or more) com¬ 
prised 20.6% of the entering class. In 1956-1957, 
77.5% of the entering class had four years of col¬ 
lege, 73% had college degrees, and 22,5% entered 
medical school after three years of college. Table 
33 presents the preprofessional attainments of the 
1957-1958 entering medical class. 

. It thus appears that more students have a longer 
education before entering medical school than was 
the case in 1956-1957. Because tliis appeared to be 
a trend, a table was begun last year comparing the 
proportion of medical schools ha\dng entering 
classes made up predominantly of students holding 
college degrees. Table 34 brings that table to date, 
3 \dth the addition of numbers of schools in each 


category. It appears that a significant trend is oc¬ 
curring of more schools as well as a greater .propor¬ 
tion of schools each year having entering classes 
consisting of more than 90% of students with de¬ 
grees. Although four fewer schools in 1957-195S 
had classes entirely composed of students with de¬ 
grees, twice as many schools (six more) had first- 
year classes in which more than 90% of the students 
had degrees. This, coupled with a corresponding 
rise in the proportion of students having four years 
of college prior to entering medical school and a 
matching decrease in the proportion who have had 
only three years of college preparation, demon¬ 
strates a trend toward a greater college prepara¬ 
tion before entering medical school. 

The foregoing applies to the actual attainments 
of the entering class. Presumably influencing this 
are the minimum requirements for applicants as 
submitted to the Association of American Medical 
Colleges by the medical schools for publication 
each year in their guidebook.®’ Table 35 compares 
these requirements for the preceding two years, 
the current year, and for ne.xt year as most recently 
published. It is apparent that each year more 
schools require four years of college or a degree as 
their minimum stipulated to applicants. Although 
the 1957-1958 year appears to arrest this trend, the 
requirements published in the 1958-1959 guidebook 
for applicants to the September 1959 classes again 
shows an increase in the number of schools requir¬ 
ing four years of college or a degree. 

The admission requirements of Canadian med¬ 
ical schools are obscured for those unfamiliar with 
the Canadian pattern of education in which the 
high schools have a grade 13 called senior matricu¬ 
lation, appro-ximately equivalent to a first college 
year, as well as by three Canadian medical schools 
(Queen’s, Ottawa, and Toronto) having the two 

Table 35.— Companion of Admission Requirements, 
1954-195B toith 1957-1958 

Htnted Admisf^lon Requirement* 10S4-105a 195G«19.>7 3957-19,"VS 39;^-1959 

than three years colJege. 3 3 11 

Three years college. 71 73 74 72 

Four years college..... 81 4l 81 lOl 

}s? Ill llO [l2 


Totals . 81 65 65 85 

''Each column taken from book '‘Admission Requirements of Ameri¬ 
can Medical Colleges*’ (Including Canada). Association of American 
Medical Colleges, for the year stipulated. However, each column actu¬ 
ally applies to next entering class. For example, the school’s require¬ 
ments In the column headed 1957-1958 were submitted by the schools to 
the Association of American Medical Colleges in the spring of 1957 for 
publication for guidance of applicants in the autumn of 1957 for the 
class of 1956-1959. 

premedical college years as a responsibility of the 
faculties of medicine. Taking these facts into con¬ 
sideration, table 13 shows that 10 of the Canadian 
schools require as a minimum the equivalent of 
three years of college before entering the basic 
four-year medical program, and the other two 
schools (Montreal and Laval) require a college 
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degree. Infonmition on the jireprofc.ssioniil altain- 
inonts of Canadian fir.sl-year medical .sludent.s was 
not available in time for presentation in this report. 

MEDICAL STUDENTS ADMITTED TO 
ADVANCED STANDING 

A total of 271 students were admitted to ad¬ 
vanced standing in United States medical schools 
in 1957-195S, 67 into second-year classes, 202 into 
third-year classes, and 2 into the fourth-year. All 
but 45 students, who came from foreign schools, 
transferred fiann approved medical schools in the 
United States and Canada. About one-half of the 
226 students transferring from approved medical 
schools were accounted for by students from the 
four schools of the basic medical sciences. 

The 115 students from schools of the basic med¬ 
ical sciences transferred to advanced standing into 
the third year (with one e.vception) of 25 United 
States medical schools and one Canadian school. 


and 1 into the fourth-year. Of the 29, 18 students 
or 62% came from foreign medical schools and 4 
transferred from United States schools. 

Seven of the Canadian medical schools admitted 
18 students to advanced standing from nine foreign 
medical schools. Of these 18, 11 students or 61% 
came from Hungarian medical schools. The re¬ 
maining seven students came from seven schools 
in si.v other countries (Switzerland, Scotland, Po¬ 
land, Netherlands, Ireland, and Germany). The 
three Canadian schools having two premedical 
years under the administration of the Faculty of 
Medicine (Ottawa, Queen’s, and Toronto) were 
e.vcluded in the above analysis insofar as the second 
year was concerned because of the certainty in the 
case of three students in one school and the possi¬ 
bility with seven other students admitted to ad¬ 
vanced standing in the second year that the pre¬ 
medical or college years were intended rather than 
the second medical year. 


Taiilh 36.—Part-Time or Special Students 


I''! year. 

year. 

:?rtl ypiir. 

1th year.. 

TotaN hy rea«in 


Stutly (»r U(* 

Tor Dowri'i* 

'ourcli 

'IVnehitiK While M. D. Stmleiit 

TTol.llrx* T^A.rr.tn 

lh'ciiu?c of 
Acutlemle 
Difflrnltv 

Ccrtiiln 
Ucnnlred 
fourse, Work 
Kli'ewhere 

Job for 

FInanolnl 

Kensons 

M.A. 
tir M.S. 




9 rt 1 Hi llltj 

I'h.n. 






1 

1 

r. ft 4 

ft 

42 

•A 

0 

lit 

8 

11 a 1 

ft 

n 

>> 

1 

17 

1 

2 2 1 

7 

HI 

ft 

ft 

S 

(t 

1 0 

ft 

*1 

0 

(i 

4:i 

10 

2:i ft ft 

2t« 

78 

5 

1 


7S 

41 






Other 


8 * 

7f 


r.it 


23 


Torclcn doctor. 

....1 

f'lVjtcbInK . 

... 2 

{IHih*«s5 . 

. rt 

SExiicriincnt in 

Spcclnl ptiidont proKriim... 

....4 

tViUomyolltis . 

_1 

N<i expbuintlon. 


incflicul education 

(Cniv, Vonnont) 


StHiloHt nvoarob 




(Univ. Hnffnlo) ... 


....1 




j? 



,...1 


..,.1 




T>entl?t . 

....1 

KorclKii ynulcnt. 

....1 





8 


Tota!« 
by Year 


70 

71 
40 

220 


.1 


Those si.v schools taking about two-thirds (65%) of 
these transfer students in 1957-1958 were Harvard 
(22), Medical College of Virginia (17), Universitj' 
of Kansas (13), Northwestern (9), University of 
Pennsylvania (8), and Southwestern (6). 

In the 1957-1958 academic year, 27 medical 
schools in the United States admitted 45 students 
to advanced standing from other than approved 
medical schools in the United States and Canada, 
with 25 admitted to second-year classes, 18 to the 
third-year, and one to the fourth-year. Students 
from medical schools in four countries (Hungary, 
Switzerland, Netherlands, and Cuba) accounted 
for 33 or about 73% of the 45 students. Hungarian 
medical schools alone contiibuted 12 students, or 
26.6% of the total. The remaining 12 students came 
from schools in eight countries in addition to the 
foregoing (Germany, Sweden, Italy, Czechoslo¬ 
vakia, Lebanon, Mexico, Poland, and England). 

A total of 29 students were admitted to advanced 
standing in Canadian medical schools in 1957-1958, 
10 into second-year classes, 18 into the third-year. 


PART-TIME OR SPECIAL STUDENTS 

Included in this group are those students who 
undertook in the 1957-1958 academic year a part- 
time course of study which will be given credit for 
the M.D. degree. Not included are those students 
who withdrew from all courses which would be 
given credit for the M.D. degree for the purpose 
of pursuing advanced study. The latter students 
will be discussed in the next section of this report. 

There were a total of 226 part-time or special 
students in 47 United States medical schools in the 
1957-1958 academic year. This was 0.76% of all 
29,473 medical students. In order to determine the 
reasons for these students being in a part-time or 
special course of study, the medical schools tliis 
year were requested to enumerate such students 
by class in the 10 categories heading table 36. Al¬ 
most 62% of all the part-time or special students 
are in their first two years. In fact, one-third are in 
their first year. It is gratifying to note that only one 
student was part time solely because of tlie neces¬ 
sity of earning money in outside employment. • 
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One of the t%vo largest over-all causes for stu¬ 
dents being part time or special (84%) was academic 
difficulty (in 18 schools), particularly in the first 
year (54% of those in this category). This would be 
e.xpected, as die largest attrition has for years been 
in the first year of medical school. If one counts 


Table 3~.—Attrition in the Approved^ Medical Schools 
in the United States, 1957-1958 



Tear 


First Year . 8,030 

Second Year . 7,504 

Third Tear. 7,051 

Fourth Tear .. 6,8SS 

Total? .29.473 



^ c 
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350 

93 

181 

629 

7.8 

153 

19 

G.J 

337 

3.2 

50 

.5 

38 

93 

1.3 

8 

1 

13 


0.3 

oGl 

123 

207 

931 



•Includes the three newly developing provisionally approved schools. 


die number of students who withdrew because of 
academic failure or difficulty with those who were 
part time on this account to obtain a proportion of 
die total first-year class of 8,030 having serious 
academic difficulty, it appears that this amounts to 
483 students, or 6% of die total first-year class. 

Exactly equaling academic difficulty as the cause 
for part-time or special study is the number of stu¬ 
dents undertaking adi'anced stud)', either for a 
degree or unrelated to an M.S. or Ph.D. Tliose 78 
students in 18 schools comprise 34.5% of the 226 
part time or special students. More than three- 
fourths of diese 78 students were in their second 
(52.5%) and third (25.6%) years. It should be noted 
that these figures do not purport to show and 
should not be interpreted to mean that only 78 of 
8,030 medical students undertake advanced study. 
It simply accounts for one reason for medical stu¬ 
dents being in special or part-time programs. 

In the ne.Kt largest category are those medical 
students who are also teaching, usually in a basic 
medical science in which tliey have had advanced 
study. More than 85% of those 41 medical students 
in 21 schools hold advanced degrees, with about 
70% of them Ph.D. degrees and 15% M.S. or M.A. 
degrees. 

Except for five students in the first two years 
who had had certain required course work else¬ 
where, the remaining 23 special or part time stu¬ 
dents are accounted for as stipulated in the foot¬ 
note to table 36. Particular experiments in medical 
educa:tion by Uvo schools (University of Buffalo 
and University of Vermont) engage five students, 
and illness or its effects was the problem with five 
students. The other 13 students were in part-time 
or special study for a variety of reasons. 

There were only two part-time or special med¬ 
ical students, both men, in Canada. Each was in 
the second medical year of the University of 
Saskatchewan. One was teaching as a Ph.D.; the 
other had had previous academic difficulty. 


STUDENTS WITHDRAWING FOR ADVANCED STUDY 

Not included in the total of 29,473 medical stu¬ 
dents in 1957-1958 were 97 students who entirely 
withdrew in 43 United States schools from all M.D. 
credit courses to pursue advanced study. All but 
one of these 97 students withdrew during their 
first three years of medical school; 84.5% were in 
their second and third years. The advanced study 
was toward a graduate degree (M.S. or Ph.D.) other 
than the M.D. by 47 students (48%), though not 
degree related in the case of the other 50 students. 
At least 78 students (80%) of tire 97 were pursuing 
study in the traditional basic medical science dis¬ 
ciplines; in addition, one student’s field was “bio¬ 
logical sciences” and another student’s field was 
given as “nuclear science.” Only three students had 
withdrawn for study in a clearly clinical field (psy- 
clnatry). It is not possible to categorize accurately 
die field of study of 14 of the 97 students because 
the field as given was “USPHS Fellowship” or 
"medicine” or “surgery”, for example. Considering 
that 10 of the 14 students withdrew during their 
second year, it is probable drat their fields of ad¬ 
vanced study were essentially basic science rather 
than clinical. 

As noted in the section on part-time and special 
students, neither those students doing advanced 
study nor students withdrawing from M.D. credit 
work, nor both together, represent the number of 
medical students pursuing advanced study, nor the 
number of schools whose educational programs 
are sufficiently stimulating to the spirit of scientific 
inquiry in medical students. The request this year 
to medical schools for information was not designed 
to elicit such information but rather to account 
more fully than previously the reasons for students 
withdrawing for advanced study and for their be¬ 
ing in part time or special M.D. credit programs. 
It should be recognized that other medical students, 
perhaps many other students, are pursuing ad- 

Table 38,—Comparison of Attrition First-Year 
Medical Students 

Students 

Leaving, 

Students Students Other 

Leaving Failing* Ren-sonst 

Total /-—-sr---N 

First-Tear % of % of % of 

Year Class Xo. Class Xo. Class Xo. Class 


195M955 . 7,570 418 5.5 257 3.39 101 2.12 

1955- 1956 . 7,742 480 8.2 324 4.18 156 2.01 

1956- 1957 . 8,014 m B.B S6S 4.5.9 17G 2.19 

1957- 1958 . 8,030 629 7.8 448 5.57 181 2.25 


‘Failed or withdrew in poor academic stonding- 
fWIthdrew in good academic standing for all other reasons. 


vanced study and research during their unsched¬ 
uled periods while they are full time medical 
students. 

In each of three Canadian medical schools, one 
student withdrew from all M.D. credit work in 
1957-1958 to pursue advanced study. Each of the 
three students favored a different field, although 
all were studying in one of the traditional basic 
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medical science disciplines. Two of llie three were 
in their first medical year; the other withdrew from 
the second medical year. Two of the three students 
were in nondegree related advanced study. 

ATTllITION OF MEDICAL STUDENTS 

Table 37 presents attrition hy class and cause of 
students lost to medicine in 1957-1958 in United 
States schools. It was hoped that after receiving 
re.sponscs from the medical schools to identical 
questions regarding student attrition each year for 
four successive years, the attrition in a single class 
of students throughout their four years could be 
obtained on a national basis. Such did not prove 
to be the case. It appears that this can be done 
only on the basis of individual student records 
rather than on the numerical totals reported. 

There has been in 1957-1958 an increase in the 
number and proportion of students lost because of 
academic difficult)’ in the first three years and a 
decrease in the number and proportion lost for this 
cause in the fourth year, as compared with previous 
reports. However, the number of students witb- 
drawing for any cause in tlic fourth year is too 
small to warrant conclusions in regard to trends 
as to cause. With the e.Kception of the 1956-1957 
year, when an unusual number and proportion of 
fourth-year students withdrew in poor academic 
standing, there has been no significant change for 
fourth-year classes since 1954-1955, when this in¬ 
formation was first regularly compiled. 

In 1957-1958, as in the previous three years, 
about two-thirds of all student losses were in the 
first-year class. The current data show that 71% of 
these losses n'ere due to failure or withdrawal in 
poor academic standing, as compared to 67.6% in 
the previous two years. The second-year class in 
1957-1958 had 72.5% of its losses from this cause, 
as compared to 64% in 1956-1957 and 62% in 1955- 
1956. In the current third-year and fourth-year 


Table Attrition in the Approved Medical Sc))Ools 
in Canada, I9S7-19S8 
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classes, 55.6% of the students lost, failed, or with¬ 
drew in poor academic standing, compared to 67% 
in 1956-1957 and 55% in 1955-1956. 

Examination of attrition data for the current year 
and for the past three years shows an increasing 
number and proportion of students in both first- 
year and second-year classes withdrawing from 


medical school. A comparison for the first-year 
classes is presented in table 38, although a table 
.showing entirely similar trends could be presented 
also for second-year classes since 1954-1955. It is 
apiiarent that the increase in attrition is entirely 
occasioned by an increasing number and propor- 

Taiile 40.—Estin)ates of Median Student Expenses per Year" 

I’rlvntcly Piiblfcly Owned 

Owned School® (N=:}0) 

School® , -^\ 

IliMM (N=4.')) Resident Nonresident 

Tuition iifid fccN. 

Room and lioiird (ndniimiin). Kid 7n.'> 

Hooks and s»i>i>lle.s (not In* 

cUidlnt; microscopes). l.V) 130 130 

•Reprinted wUh pViKhl mndlRcntlon troin “Adml?Mon Requirements 
o( Ainerlcnn Medical Collcf^es (including Canatlii), 10.>8-10r)0” published 
by the Association of American Medical Collej?cs, ChlcoKO. 

tKxcludlnff one school that ncccjd® no nonresidents In the first-year 
class: no nonresidents arc accepted at six schools. 

tion of students failing and withdrawing in poor 
academic standing. The reason for this is not evi¬ 
dent from the data available at this time. That it 
is not due to earlier identification of poor students 
is apparent, because if that were a major factor, 
one would expect a decline of attrition from this 
cause in second-year and/or third-year classes. 
Such is not the ease. Rather, they have shown 
similar trends of rising numbers and proportions 
of students failing and withdrawing in academic 
difficulty since 1954-1955 to the present. On tlie 
other hand, the number and proportion of students 
withdrawing for all other reasons has shown no 
significant change for first-year to fourth-year 
classes since 1954-1955. It has been, in proportion 
of the total class sizes each year, from 0.6 to 1.0% 
for second-year classes, about 0.5% for third-year 
classes, and about 0.21% for fourth-year classes. 

Table 39 presents by class and cause the attrition 
of students in the 12 Canadian medical schools for 
1957-1958. Comparable data was not presented in 
previous years. Of the total students lost to medi¬ 
cine for all causes in all classes, 57% occurred in 
the first-year class and 86.6% in the first two years. 
Two-thirds of these were due to failure or with¬ 
drawal in poor academic standing. This is com¬ 
parable with, aldiough not exactly tlie same as, the 
experience in United States schools. Although, as 
in the case with United States schools, Canadian 
medical schools have half of their students lost to 
medicine in the third and fourth years withdrawing 
in good standing, botli the numbers (10) and pro¬ 
portion (0.56%) of the total classes are small for 
such attrition. 

STUDENT EXPENSES 

Table 40 shows the most recent annual expense 
estimates for medical students at United States 
medical schools, based on information secured by 
the Association of American Medical Colleges. As 
that association pointed out,'*'’ the figures can be 
regarded as only rough budget goals. They are sub¬ 
ject to change even within the next year, and there 
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is a considerable range within each of the cate¬ 
gories in the table. With tuition and fees, for ex¬ 
ample, the range is $592 to $1,280 for privately- 
owned schools, $120 to $900 for residents in pub¬ 
licly owned schools, and $416 to $1,300 for non¬ 
residents in publicly owned schools. Tuition in the 
individual schools is given in table 12 for United 
States schools and in table 13 for Canadian schools. 

Table 41.—Canadian Tuition Foes 

Publicly Owned Privately Owned 
(X=7) (KrrS) 

—-- --- -- - , 

Resident Nonresident Resident Nonresident 


Average 1st Year. 

... $oOG.6S 

$535.25 

$578.80 

$055.80 

Average 2nd Year. 

... 529.54 

5.58.11 

Same 

Same 

Average 3rd Year. 

... 53G.(JS 

505.25 

Same 

Same 

Average 4th Year. 

... 55S.n 

5C6.25 

Same 

Same 

Oier-all average. 

... 537.75 

5G6.32 

57S.SO 

O.M.gO 

Over-nil median. 

... .531.00 

531.00 

.545.00 

030.00 


It should be emphasized that the living expenses 
of individual students vary greatly, depending 
upon their family responsibilities and upon their 
spending habits. 

Table 41 presents by medical school year the 
average tuition charges in tlie Canadian medical 
schools as well as over-all average tuition and over¬ 
all median tuition. In order to present meaningful 
figures, it is necessary to present the averages in 
the publicly owned schools by year because in 
three schools (Alberta, Toronto, and Saskatchewan) 
different tuition fees are charged in the four years 
of the medical school. Similarly, the over-all av¬ 
erages and medians were obtained by treating each 
of the four years in each of the 12 schools as a 
separate tuition figure. This was not necessary in 
the case of the privately owned schools, which 
uniformly charge the same fee in each of the four 
years. The designation private ownership has as 
much or as little meaning relative to sources of 
financial support for at least hvo of the five Ca¬ 
nadian schools so categorized as does ownership 
versus sources of support in many United States 
schools classified as privately owned. 

Table 13 presents tuition charges by individual 
school. It will be noted that the ranges in tuition 
are not as broad in Canadian schools as compared 
to United States schools. Tuition in tlie publicly 
owned schools is comparable in the two countries. 
The lower tuition in the privately owned schools 
is significant, even allowing for differences in dollar 
value and purchasing power in the two countries. 
The range in Canadian publicly owned schools is 
$391 to' $585 for residents, and $391 to $731 for 
nonresidents. The spread for privately owned 
schools is $520 to $750 for residents and $520 to 
$834 for nonresidents. 

Estimates of other student expenses, such as for 
room and board, books, and supplies were not 
available regarding Canadian students in time for 
publication in this report. 


SCHOLARSHIP AND LOAN FUNDS, 1957-1958 

In the questionnaire which largely serves as a 
basis for this report, information was sought per¬ 
taining to the usage of scholarship and loan funds. 
A large body of data, probably more detailed and 
complete than has been recently available in re¬ 
gard to usage of these funds, was collected, and 
pertinent aspects of these data are presented here. 
Although this material is believed to be nearly 
complete as it concerns scholarship and loan funds 
administered in some manner by the medical 
schools, there is such a variety' of sources of funds, 
particularly for loans, that this study should not he 
considered as encompassing all scholarship and 
loan funds utilized by medical students during 
tire 1957-1958 academic year. 

The data presented in this section of the report 
excludes the medical schools still in development. 
Table 42 depicts some major characteristics of 
scholarship usage. Because of apparent gross differ¬ 
ences in United States schools by the ty'pe of owner¬ 
ship, data are presented according to this division 
as well as for United States schools as a whole. 

Although enrollment is almost evenly divided be¬ 
tween publicly and privately owned United States 
schools (approximately 14,000 and 15,000), of tire 
nearly one and a half million dollars e.vpended for 
scholarships in 1957-1958, only 25% was utilized in 
publicly owned schools as opposed to 75% in 
privately owned institutions. This ratio is neces¬ 
sarily reflected in the amount of expended scholar¬ 
ship money artificially distributed over the total 
student enrollment. In addition, the average dollar 
value of scholarships, the number of scholarships 
granted, and tire percentage of the total enrollment 
holding scholarships are all significantly greater in 
the privately owned schools. 

Table 42.—Utilization of Scholarship Funds, 1957-1958 
(82 United States and 12 Canadian Schools) 

Uolted Status Schools AH United 

^ -A.-States Uanadian 

Public (39) Prirate (43) Schools Schools 

ScholttrsUlp 

funds expended (135S,038.00 J?1,099,229.00 457,807.00 ^10(5,432.00 

Scholarship fiiml? 


expended per 


studeatB cniolled.... 

.$20.04 

$72.78 

$50.30 

$45.16 

Average dollar vnlnc 
per scholaiphlp. 

$391.10 


.$511 

.$19(5.7.3 

Average 

tuition charge. 

$487.87 

$993.02 

$752.7.'» 

$540.94 

Nmniier of 
scholarship.^? grantetl 

!>17 


2,850 

m 

Percent of enrollment 
holding scholaiships 

6.."» 

12.S 

9.9 

23.0 


On initial thought it might be presumed that the 
considerably larger scholarship sums distributed 
over a greater proportion of the student body would 
render private schools a distinct financial advantage 
to medical students. However, tlris advantage is 
partly offset by higher tuirion charge. As indicated 
in table 42, the average tuition charge for private 
schools is more than $500 greater than the average 
for public schools. Of the total tuition charge of 
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$21,800,000 for tlic academic year 1957-1958 for all 
students in United States medical schools, 15 mil¬ 
lion dollav.s was assessed hy privately owned 
schools and $6,800,000 by publicly owned schools. 
Scholarships awarded by prir-atc schools reduced 
tuition charge paid by students to $1.3,900,000. In 
public schools, scholarship awards reduced student 
tuition payments to $6,400,000. The over-all tuition 
charge borne bv students was reduced by scholar- 
ship'awards for $21,800,000 to $20,300,000. 

In an effort to create what might be called an in¬ 
dex of scholarship granting performance, United 
States medical schools according to type of owner- 
.ship u'crc arrayed in rank order by c.xpended 
scholarship dollars distributed over the total student 
enrollment. In effect, the school of the highest 
order in this array c.xpended in 1957-1958 most 
scholarship dollars per student enrolled. It is to be 
emphasized that these data are presented without 
specific knowledge of the degree to which real 
student needs were met and must be considered as 
representing an impersonal relationship between 
scholarship dollars c.xpended and the number of 
students enrolled. 

Table 43 summarizes this array of scholarship 
awards “Performance.” Although schools are not 
identified by name, any institution desiring to know 
where it stands in the rank order can obtain this 
information by writing to the Council on Medical 
Education and Hospitals. In table 43, tlie dollars 
expended for scholarships divided by the number 
of students enrolled arc presented for the upper, 
middle, and lower five schools in the rank order. 
The figure for the median school and the range is 
presented for each group of five schools. Tire public 
school of the highest order {$680.45 for scholarships 
per student enrolled) in this table is an exception 
that deserves explanation. A legislative appropria¬ 
tion made it irossible to extend scholarships witli an 
average value of approximately $1000 to almost 
two-thirds of the student body and tlie total scholar¬ 
ship e.xpenditure, if spread over the entire enroll¬ 
ment, would have provided each student with 

Taisle 43—Scholarships Awards "Performance' 
(Dollars Expended per Student Enrolled) 

Public (39) Private (43) 


r - --'r ’ — ■A ,. 

Schools Mofllun (Ranj^e) Medina (Range) 

Upper Five . (^4iS0.4.Vi(J..i5) $-213ar> ($2G0.ca-2O3.K» 

Middle Five . 14.00 ( 15.9ri- 9.GG) i7A0 < 33J60- 24.57) 

Lower Five . U ( 1.09-0 ) 0 ( 1.91- 0 ) 


funds more than $100 in excess of tuition costs. This 
same institution reports no funds available for loan 
purposes. 

In both the publicly and privately owned cate¬ 
gories of schools, there are three institutions which 
by policy grant no scholarships. These six institu¬ 
tions acount for tire apparently aberrant figures for 
the lower five schools. 


Forty-four schools reported tliat all available 
scholarship funds had been expended and 41 of 
these same institutions indicate that they could 
justify the expenditure of considerably greater 
funds. 

Thirty-two schools reported scholarship funds 
available totaling almost $400,000 that were not 
utilized. In 24 instances it was indicated that the 

Tadle 44.—Utilization of Loan Funds, 1957-1958 
(82 United States and 12 Canadian Schools) 

UnRi'd Stntc** Schools All 

^ -ILJ- A -^ United 

Piddle Private States Canadian 
(39) (43) Schools School* 


l.oiin funds cxpcmlod.i?dl7.23j.00 fiV)S0.33S.CK) 61,292,573.00 .$170,014.00 

I,oari ftmd.s expended 


|M*r Ftudent enrolled..... 

4t.49 

45.01 

44.77 

47.93 

.\veragc dollar value 
per loan... 

3.'»t.73 

471,17 

407.W 

2,38.07 

Number o! loans grunted 

1,740 

1,413 

3,183 

740 

Per cent of enrollment 
granted, loans. 

12.5 

0.0 

10.7 

20.1 


nonutilization was the result of restrictions imirosed 
by die donor, university policy, or by the committee 
responsible for administering the funds. Of the 32 
schools with unused scholarship funds, 24 state 
that they could justify die expenditure of additional 
funds if less restrictive policies governed their use. 

Fiftj' schools indicated that first-year students 
are eligible for scholarship assistance, and in 27 
instances eligibility can be established only after 
completion of the first year. 

Gross characteristics of the utilization of scholar¬ 
ship funds by Canadian medical schools are pre¬ 
sented in table 42. Tlie major difference between 
scholarship fund utilization in Canada and the 
United States is diat their funds are spread over 
a larger portion of the student enrollment. Scholar¬ 
ship dollars expended amounted to 8.3% of tlie 
total Canadian tuition charge (in the United 
States tliis was 7.0%). 

Eleven of the 12 Canadian schools grant scholar¬ 
ships. Two schools reported unexpended scholarship 
funds of approximately $2,000, and another did not 
specify the amount unexpended. Seven schools 
indicated that additional funds for scholarships 
could be justified. 

Eight schools may award scholarships to students 
at the beginning or in tlie course of the first year 
of medical study, and in two schools students are 
eligible for scholarships only after completing the 
first year. 

Certain gross characteristics of utilization of loan 
funds are presented in table 44. The significant 
differences between publicly owned and privately 
owned medical schools noted in utilization of 
scholarship funds are not apparent in loan fund 
utilization. The major difference is .tliat private 
schools granted loans of greater dollar value to a 
somewhat smaller percentage of enrolled students. 

As was done for scholarship funds. United States 
medical schools according to type of ownership 
were arrayed in rank order by expended loan fund 
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dollars distributed over the total student enroll¬ 
ment. Again it is to be emphasized that these data 
must be considered as representing only an im¬ 
personal relationship between loan funds expended 
and the number of students enrolled during 1957- 
1958, since this material is presented without speci¬ 
fic knowledge of the degree to which real student 
loan needs were met. 

Table 45.— Loon Granting "Performance" (Dollars 
Expended per Student Enrolled) 

Public (39) Private (43) 

_ ^ - - *- 


Schools Median (Range) Median (Range) 

tipper five . SU5..‘i4 (.'??n0.96-V3.74) I512fi.76 (S3»l.75-108.97) 

Middle five . 30.21 ( 38.23-34.00) 29.91 ( 34.78- 29.18) 

Lower five. 10.28 ( 11.94-0) 7.32 ( 7.99- 1.17) 


Table 45 summarized this data; die dollars ex¬ 
pended for loans divided by the number of students 
enrolled are presented for the upper, middle, and 
lower five schools in the rank order. The figure for 
the median school and the range is presented for 
each group of five schools. 

The public school of the highest rank order 
($790.96 for loans per student enrolled) in table 45 
is a two-year institution whose graduates must 
transfer to medical schools in other states to com¬ 
plete the last two years of medical school study. 
A few years ago, the state legislature authorized 
loans up to $2,000 per student per year not to ex¬ 
ceed $75,000 in total loans a year for graduates of 
tlie granting school while they complete their last 
two years of study elsewhere. Grantees must be 
residents of the granting state and must agree to 
return to that state to practice. Slightly greater 
sums may be loaned to students who agree to 
practice in specified small communities in tire state; 
in addition, for each year practiced in such a com¬ 
munity, the borrower is forgiven for one-fifth of 
the loan and interest. 

All but one school in the United States and one 
in Canada granted loans during 1957-1958. Of the 
81 United States schools granting student loans 
(developing schools are not included in this data), 
28 utilized all loan funds available, and all but one 
of these indicated a need for additional funds. In 
53 United States schools, loan funds were available 
dia’t were not completely used. In 21 instances 
funds were not used in order to maintain a reserve 
for use in other years or in emergencies; in 15 in¬ 
stances the funds on hand e.\'ceeded tlie student 
demand; there were 11 schools in which restrictions 
imposed by donors, university policy, or the com¬ 
mittee administering the fund prevented full utili¬ 
zation; in six responses the reason for incomplete 
utilization was not stated. 

About half of the schools in which loan funds 
were not completely used indicated no need for 
additional funds for loan purposes. It should be 
pointed out that probably all schools have estab¬ 
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lished conditions which must be met in order for 
a student to be eligible to receive a loan. There are, 
therefore, always some restrictions that govern 
student loan policies so that responses indicating 
restrictions as the reason for incomplete utilization 
of loan funds are in reality dealing with the degree 
of restriction which manifestly is not assigned a 
uniform meaning from one institution to another. 
Without uniform standards and policies for both 
scholarship and loan fund assistance, it is not 
possible to interpret the degree of student need or 
tlie amount of student need that is being met by 
these funds. 

Canadian schools grant smaller, average loans 
to a greater segment of their student body than do 
schools in the United States (table 44). Only one 
Canadian school has no provision for granting 
student loans and it indicates a need for such a 
program, Of the remaining 11 schools, 8 did not 
utilize all loan funds available, and 6 of these state 
that funds on hand were in excess of expressed 
student need. One school was unable to use all 
funds because of restrictions and another because 
of the need to maintain a revolving reserve. Both of 
these as well as two of the three schools which had 
utilized all available loan funds indicated a need 
for additional sums for student loan purposes. 

Forty-three schools in the United States and 7 
in Canada may grant loans in tlie course of the first 
year of medical school study. Thirty-eight United 
States and 4 Canadian schools by policy grant loans 
only after completion of the first year. 

Table 46 expresses utilization of scholarship and 
loan funds as the percentage of tuition charges 
which funds expended in 1957-1958 could have 
underuaitten. The combined total of scholarship 
and loan funds for Canadian schools represents 
a sum equivalent to 17.5% of their tuition charges. 
In United States schools under public ownership, 
greater emphasis is placed on student loans as 
opposed to schools under private ownership in 
which most emphasis is on scholarships. Perhaps 

Table 46—Expended Scholarship and Loan Funds 
as Percentage of Tuition Charges 



Scholarship 

Loan 

Scholarship 

and 


Funds, % 

5.3 

Funds, % 

Loan Funds, % 

United States Schools 

Public . 

9.1 

14.4 

Private .. 

7.3 

4.5 

11.9 

Total . 

7.0 

GJ> 

12.8 

Canadian Schools . 

8.5 

9.0 

17.5 


this is to be expected since tuition charges are 
higher in private schools and scholarship awards 
would more certainly be directed toward payment 
of tuition. Although in public schools (United 
States) grants of scholarships and loans represent 
a greater percentage (14.4%) of tlieir tuition 
charges, than grants of private schools (11.9%) 
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again bccan.sc of higlier luilion charges, the smaller 
pcrcenlage for private schools actually represents 
a greater ahsolutc sum of money. 

STUDENT EMPLOYMENT mACTlCES 

To obtain information about outside work done 
by students for remuneration during the course of 
medical school studies, schools were queried re¬ 
garding certain aspects of student employment 
practices. 

Thirty-nine United Stales schools indicated 
knowledge of the percentage of each class which 
engaged in part time employment during the 1957- 
1958 school year. The school of these 39 that falls 
in the median position has 7.1% of its first-year 
class in outside employment, Tlie range of per- 
eentage of first-year elasses working is from 80% 
to 0% (in five of the 39 schools, there were no 
first year students working). The median school 
for the second year class had 18.5% working with 
a range of 91% to 0% (three schools in the latter 
category). The median school for the third-year 
class had 30% with a range of 90% to 0% (three 
schools), and for the fourth-S'ear class 40% with 
a range of 90% to 07r (five schools). 

Tliirty-nine United States schools reported 
knowledge of the percentage of students in the 
second, third, and fourth year classes who were 
employed (1957-1958) during the school year as 
externs in hospitals not affiliated ssuth the school 
for teaching purposes. Ten of these schools reported 
from 20% to less than 1% of the second year class 
held positions in nonteaching hospitals as e.xtems 
during the school year. Twenty-eight of the 39 
schools reported that from 34% to 1% of the third- 
year class were working as externs in nonaffiliated 
hospitals. Thirt)' schools of this group reported 
from 56.5% to 1% of the fourth year class externing 
in such hospitals during the school )'ear. 

From these data it is not possible to estimate 
accurately the total number of medical students 
who do part-time work as externs in hospitals not 
affiliated with medical schools. It seems apparent 
that there are significant numbers of students, in¬ 
cluding some in the second-year of medical study, 
holding such posts. Inevitably these students ac¬ 
quire additional experience in medicine, but, under 
the circumstances, serious questions can be raised 
as to whether this e,xperience augments or detracts 
from the educational efforts of the medical school. 

Since the hospitals are not affiliated with medical 
schools, it can be presumed that for the most part 
at least this experience is not acquired under the 
supervision of teachers directly responsible for the 
students’ medical education. It is also possible and 
perhaps probable that in many instances there may 
be little if any competent supervision. The same 
reasons that give cause for concern of exploitation 
of the student, to the detiiment of his sound educa¬ 
tional development, also point to a concern tliat 


patients given hospital care in such situations can¬ 
not have assurance that sufficient judgment and 
competence are a common basis for all components 
of the care rendered. 

GRADUATES 

As was predicted a year ago, the number, of 
graduates in the United States was larger in 1957- 

1958 than it had been in tbe previous two years, 
although it was not as large as the 1954-1955 
graduating elass, which included as graduates the 
50 students completing the intern year required by 
Stanford University (table 21). 

The net increase of 65 graduates in 1957-1958 as 
compared to 1956-1957 occurred because 38 schools 
had a total of 274 more graduates, partially offset 
by 42 schools having 209 fewer graduates, with no 
change in class size in 5 schools. Twelve schools 
had a more than 10% increase in number of grad¬ 
uates, the greatest being in schools having recently 
developed four-year programs such as Mississippi 
(up 83.4%), Miami (76..5%), and Missouri (52.4%). 
Other increases occurred also in Albany (22.4%), 
Buffalo (20%), Medical College of Georgia (19.2%), 
and Texas Medical Branch at Galveston (up 17.1%). 
Eleven schools had a decrease of graduates of more 
than 10%. The largest decreases were in Maryland 
(down 17%), Utah (15.8%), Baylor (13.3%), Van¬ 
derbilt (13.2%), Georgetown (12.1%), and Uni¬ 
versity of Virginia (12%). 

Based on the size of the 1957-1958 third-year 
class, it appears tliat the graduating class of 1958- 

1959 will be larger than any prior graduating class 
except that of 1954-1955. Howex'er, the second-year 
class size in 1957-1958, greatly augmented by the 
students in the developing schools in 1956-1957 and 
currently, indicates that a greater increase in num¬ 
ber of graduates udll occur in 1959-1960. Tliat class 
will probably set a new' record high for number of 
graduates. 

Tlie schools, medical students, and graduates in 
the Canadian medical schools for the past 10 years 
appear in table 24. Beginning with the graduating 
class of 1956-1957, all 12 of the Canadian schools 
were four-year medical schools. Comparing grad¬ 
uates in the indii'idual schools in the current year 
and the previous one shows that seven schools had 
an increased number of graduates in 1957-1958, 
while five schools showed a smaller number of 
graduates in 1957-1958, for an over-all decrease of 
85 graduates (down 7.2%). Though six schools 
(Saskatcheu'an, Dalhousie, Ottawa, Montreat Al¬ 
berta, and McGill) had a greater than 107o increase 
in number of graduates, three schools had a more 
than 14% decrease (Western Ontario doum 33.4%, 
Queen’s down 19.6%, and Toronto down 14.4%). 
However, based on tire size of the third medical 
year class in 1957-1958, it is anticipated tliat tlie 
number of medical graduates in 1958-1959 will be 
significantly greater, possibly the largest number 
of graduates in the past 10 years. 
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THE NEXT ENTERING CLASS 

Based on estimates submitted by the medical 
schools in the United States, the 1958-1959 enter¬ 
ing class may be somewhat larger than was the 
1957-1958 class. A total of 11 schools expected an 
increased number of entering students and 74 


Table il.—Foreign Students in Medical Schools in 
the United States 



Countries, 

Students, 

Area 

No. 

No. 

Far East . 


79 

Xear and Middle East .. . 


40 

Europe . 

... 16 

66 

Latin America 

Caribbean . 


39 

Central America . 


&1 

South America. 

. 8 

26 

Xorth America .. .. 


1 

Alrica . 

. 9 

26 


. 3 

A 




Total . 

.*... 75 

312 


schools anticipated no change in their class sizes. 
No additional schools will enroll students for the 
first time in 1958-1959. On the other hand, there 
was a trifle smaller number of applicants in 1957- 
1958 than there were in 1956-1957 (15,791 as 
compared to 15,918), indicating that the increased 
number of applicants in 1956-1957 over the previ¬ 
ous year may not have presaged currently a trend 
toward significantly more applicants over-all. 

Canadian schools anticipated a slightly smaller 
entering class in 1958-1959 than in 1957-1958, based 
on three schools expecting to take fewer entering 
students while the remaining nine schools expected 
no change in class size. 

INTERNATIONAL EDUCATIONAL 
EXCHANGE IN MEDICINE 

In order to provide an appropriate setting for 
educational exchange in medicine, the following is 
quoted ’’ from the introductory paragraphs of 
Open. Doors 1958, the most recent report on inter¬ 
national -exchange published by the Institute of 
International Education. 

, c 

Table 48.^Foreign Citizens Enrolled in Entering Class of 
United States Medical Schools 

Foreign Students 
' \n Entering Class, 
Xo. 

. 91 

. 97 

. ^2 . 

. 73 

•Tlie statistics in Open Doors 1958, the report on the hve 
suWeys conducted by the Institute of International Educa¬ 
tion during the academic year 1957-1958, emphasize the 
grow-ing interest in international educational exchange. 
Never before have such large numbers of students, faculty 
members and. physicians trav-eled to and from tire United 
States for educational purposes. There were 52,355 foreign 
citizens on educational assignments' in the United States 
during 1957-1958; this represents more than a 7% increase 


Jichool 
Tear 
1954-190J 

19 . 7019 . 77 .. 
1957-ia>S *. 


over 1958-1937 wlien 48,560 foreign.citizens were reported. 
Of the 52;355, 43,391 'were foreign students; i,342?wete'- 
foreign lecturers, professors or researchers who had received' 
appointments to American faculties and 7,622 were foreign- 
interns and residents at United States hospitals. Academic 
institutions reported 1,689 United States faculty rirembers in 
teaching or research'at the'university level abfoad. The fig-' 
ures on American students at foreign institutions of higher 
education cover the 1956-1957 academic year. The results'of 
this survey were delayed because of the time required Wre-' 
ceive replies from schools overseas. A total of 12,845 United 
States students were enrolled in foreign educational institu¬ 
tions in 1956-1957. Primary and secondary school teachers, 
and students are not recorded in Open Doors. 

The foreign nationals included in Open Doors are citizens 
of other countries who have come to the United States for 
educational purposes and who intend to return home upon 
completion of their assignment. In some cases, however, 
Hungarian refugee students, whose futures are uncert.tin, 
were reported and tliey have been included. Institute of 
Intem.ational Education information indicates that the tot,il 
number of Hungarian students in residence this-year was, 
however, larger than the 511 reported. 

The e.xchanges represent every major geographical and 
political area of the world. As in previous years the largest 
number of e.vchanges came to the United States from the Far 
East and the second largest number from Latin America. 
Thirty-three per cent of all foreign nationals in the.United 
States came .from the Far East and 20.9% from Latin Amer¬ 
ica. European, Near and Middle Eastern, and Canadian' 
citizens followed in that order. The new emphasis on ac'a- 

Table 49.—United States Citizens Studying Medicine Abroad’ 

'Xotal Uniied States United States Student- 
Students Abroad ' In Medicine Atiroad’ 


lOM-iny,. 9,457 l.SSO 

I955-I9.5(i. 9,SS7 1,6SS 

19.v; l9.-,7 . 12,845 (2,000.2,200!) 


• E.\eliides United States students studying medicine In Canada. 

demic exchanges with the countries of Eastern Europe .has - 
increased the European totals only slightly. Africa and the 
countries of Oceania are represented again tliis year by small 
numbers of e.\changes. 

The majority of United States citizens abroad—facult)- 
members in 1957-1958 and students in 1956-1957-rwen. 
located in Europe. The numbers going to Me.\-ico and Can¬ 
ada increased, but as in previous years few Americans pur¬ 
sued their studies in Africa and the Near and Middle East. 

The Institute s report indicates tliat of the more 
than 43,000 foreign students in the United States 
(89% of queried institutions responded), most were 
enrolled in courses in engineering (approximately 
10,000) and least in agriculture (approximately. 
800). Gf particular interest are the approximately 
750 foreign students enrolled in premedical studies, 
appro.ximately 1,000 in medicine (undergraduate 
and graduate but excluding internship and resi¬ 
dency) and appro.ximately 1,500 as undergraduate 
or • graduate students in the general field of bio¬ 
logical sciences. 

FOREIGN SCHOLARS SERVING ON 
UNITED STATES FACULTIES 

There were reported about 1,350 visiting foreign 
scholars (including professors, instructors, lecturers, 
and advanced researchers) who served on the facul-. 
ties of '233 United States colleges and universities 
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(luring the 1957-1958 acacleinic year. Incluclecl in 
this group were almost 300 foreign sciiolars serving 
on United States medical facidties. 

-■-FOnElGN STUDENTS (EXCLUDING CANADIANS) 
ENnOLLED IN UNITED STATES MEDICAL SCHOOLS 

In 1957-1958 there were a total of 312 foreign 
students enrolled in United States medical schools 
(table 47). The.sc students represent 75 different 
countries and are studying medicine in 65 United 
States schools. Included in this total of .312 are 
73 foreign citizens who were admitted to the enter¬ 
ing classes of 33 scliools. As is cx’idenced in table 
48 this represents a decrease o\-cr recent years. 

In addition, 45 foreign students were admitted 
with advanced standing to the upper classes of .30 
United States schools after varying years of medi¬ 
cal study abroad. Forty-four of these students were 
admitted to the second (25) or third (19) year 
classes, and one was accepted as a senior student. 
Tlie 45 foreign students admitted with advanced 
standing and the 73 accepted in the entering ela.ss 
are included in tabic 47. Canadian citizens arc not 
included in these tables but arc considered in the 
section of this report entitled, “Enrollments and 
Geographic Source of Entering Students.” 

A comparison of the number of foreign students 
in United States medical schools (table 47) with 
the number of United States citizens studying 
medicine abroad (table 49) is of interest. The.sc 
data sliow from 1,700 to 1,900 more United States 
citizens enrolled in medical schools abroad than 
there are foreign citizens enrolled in United States 
medical schools. From a numerical standpoint, this 
provides for the United States a favorable balance 
of positions in medical schools for its students 
equivalent to four to five additional schools of 
average Unit(?d States enrollment. A more qualita¬ 
tive view of this balance is presented in the editorial 
section of this issue of The Journal. 


Table 50.—Leading Ntitionality Croups of Foreign 
Physicians in tiw United States 


Xjifj’onaifty Group 

PhJIijiliine . 

Turkey .. 

Canada . 

Mexico . 

Gennnny . 

Korea . 

Greece. 

Iran . 

Japan .. 

Italy ... 

India . 


Physfeians, Xo. 

I,yj3 

:iS7 

o35 

500 

319 

513 

269 

279 

275 

230 


FOREIGN PHYSICIANS TRAINING IN 
UNITED STATES HOSPITALS 

-IThe Institute of International Education s survey 
of foreign physicians training in United States hos¬ 
pitals was done in cooperation with’ this Council. 
Questionnaires were sent to the 1,405 hospitals 


approved for internships and/or residencies, with 
81.1% of the polled hospitals responding. 

According to Open Doors J958; 

DiiriiiK 1957-1958, 7,622 pliy.'ieiam—from 90 countries ' 
(raiiicci in 821 United State.s lio.spiials. Of the 7,022, 5,543 
trained a.s rc.sident physicians and 2,079 as interns. T))e total 


Table 51—Fight Hospitals with More Than Fifty 
Foreign Physicians 


H()-|illiil No. 

lO'llci'tic tvntpr. Xpb- Ynik... iTi 

City SO 

• •|<"vcliiii(l Clinic llospltiil. <’0 

Mi'inrtrlnl Cciilcr, Xen* Vork. tiS 

Mlchitcl Hcc^c Chleiieo. 01 

Klnyi (‘nnnty .Mcdlcnl (‘enter, New York. aU - 

•lereey Cily .Medleiil ('enter.• .Yl 

City llftsitltnl. CJeveJnntl. .'A 


repre.sents a general increase of 881 pliysicians over the 6,741 
reported last year. This year physicians accounted for 14.571 
of the total foreijin eitiy.en population surveyed by the Insti¬ 
tute of International Ednc.ation (table 50). 

The general increase in the mimbcr of foreijjn physicians 
wjis not limited to any p.articni.'ir area. Canada and the 
countries of Oceania showed a decrease in tlie number of 
physicians sent to this conntr}’, but an increase was rec-orded 
from the Far, Near and Middle East. The greatest increase, 
one of more than 2571, was shown by Africa. 

Of the total number of physicians 1,049 or 21.971 were 
women. This is an increase of 8.171 oyer 1956-1957 when 
only 13.57i' were women. Sixty per cent of thc.se women were 
from the Far East and ainmsi .half, 4471, were from the 
Philippines. As in last year’s survey, the Philippines ac¬ 
counted for the largest number of doctors, and appro.ximatcly 
half of the doctors sent frenn the Philippines were women. 

Foreign residents were reported in 36 fields of specializa¬ 
tion. General surgery attracted the largest number of resi¬ 
dents with general medicine, obstetric.s, gynecology, path- 
ologj', psychiatry, pediatrics, anesthesiology, and internal 
medicine following in tliat order. 

Foreign physicians were training in 45 states, the District 
of Columbia, Hawaii, and Puerto Rico. More than 2571 of 
all foreign physicians were located in New York and eight 
hospitals reported more than 50 foreign doctors (table 51). 

UNITED STATES FACULTY MEMBERS ABROAD 

During the 1957-1958 academic year, appro.vi- 
mately 1,700 facult)' members from some 350 
United States colleges and universities accepted 
teaching and/or rese;u-ch assignments in otlier 
countries. Of this group, about 100 were members' 
of medical faculties. 

UNITED STATES STUDENTS STUDYING - . 

MEDICINE ABROAD 

In previous reports, the Institute of International ■■ 
Education has collected data on the total number ' 
of United States students studying abroad and also 
the numbers by major fields, of study. These data 
have always been-for the'academic year preceding • 
tlie year of the report. Open Doors 1958 presents 
the total number of United States students, study¬ 
ing but does not break that down into major fields 
of study. However, by interpolating from previous 
Institute of International Education data, it can be 
estimated that in the academic; year 1956-1957^ 
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there were in the range of 2,000 to 2,200 United 
States citizens enrolled in medical schools outside 
the United States and Canada (table 49). 

As has been noted previously in tlie annual re¬ 
ports on medical education, the large number of 
United States citizens enrolled in medical schools 
outside the United States and Canada must be 
viewed with serious concern. During the three 
academic years covered in table 48, the ratio of 
applicants to admissions in United States schools 
has been in the range of about 2:1. Under these 
circumstances, it appears likely that many of the 
increasing number of American students now study¬ 
ing medicine abroad were not considered qualified 
for such study in United States schools. 

It has been possible for the past several years to 
collect information regarding the numbers of 
American-bom graduates of medical schools outside 
the United States and Canada who have received 
their initial medical licenses in the United States. 
This is presented in table 52. It is to be noted that 
the increase of more than 100 such licenses issued 
in 1957 over 1956 is almost entirely accounted for 

Table 52.—Initial United States Licenses Issued to 
American Graduates of Foreign (Excluding 
Canada) Medical Scliools 

Licenses 
Issued, States, 


Year(s) No. No. 

IDoO-lOM. 00 20 

1955 . 80 W 

1956*. 103 15 

1957*. 212 17 


* Includes number of licenses issued by New York (193G—50 and 1057— 
151) and Pennsylvania (1956—0 and 1957—9) which were not available 
In other years. 

by New York. Of tlie total initial licenses issued 
in 1957 to American-born graduates of foreign 
medical schools, 70% were granted by the state of 
New York. 

It probably is of equal or even greater pertinence 
to know how many American-bom graduates of 
foreign medical schools failed initial state board 
examinations. It is hoped that such information can 
be collected for presentation in next year’s report. 

THE EDUCATIONAL COUNCIL FOR 
. . FOREIGN MEDICAL GRADUATES 

.-‘This new organization whose program has been 
presented previously went into active operation in 
October, 1957. The initial evaluation of a group of 
foreign trained physicians took place in the United 
States in March, 1958. Of 298 graduates of foreign 
medical schools whose medical credentials were 
•found adequate, 51% (152) demonstrated satis¬ 
factory knowledge of medicine and English and 
were certified to this eJffect by the - Educational 
Council for Foreign Medical Graduates. 

Another e.xamination of knowledge in medicine 
and English was conducted early this fall both in 
the United States and in approximately 30 testing 
centers abroad. 


Several state licensing boards and several 
specialty boards have already indicated that they 
will require graduates of foreign medical schools 
to be certified by the Educational Council for 
Foreign Medical Graduates as a prerequisite to 
e.xamination' for licensure or specialty certification, 

The Council on Medical Education and Hospi¬ 
tals, in collaboration with the Executive Council of 
the Association of American Medical Colleges, has 
prepared and circulated widely in the United 
States and other countries a statement indicating 
their support of the Educational Council for For¬ 
eign Medical Graduates. Tliese two groups state 
their intention to withdraw by Jan. 1, 1960, the 
listing of certain foreign medical schools whose 
graduates have been recommended for considera¬ 
tion on a basis comparable to that of graduates of 
our own approved schools. 

In place of this listing, the Council on Medical 
Education and Hospitals and the Association of 
American Medical Colleges recommend that licens¬ 
ing boards, hospitals, specialty groups, and other 
organizations in the United States concerned Mth 
the medical qualifications of graduates of foreign 
medical schools, consider certification by the Edu¬ 
cational Council for Foreign Medical Graduates as 
evidence that the recipient of such certification is 
possessed of medical knowledge comparable to that 
e.xpected of graduates of approved medical schools 
in the United States and Canada. In the interval 
before the Jan. 1, 1960, effective date of with¬ 
drawal of the listing of certain foreign medical 
schools, the Councils concerned will support'the 
recommendations in regard to graduates of the 
listed schools and also the recommendation per¬ 
taining to certification by the Educational Council 
for Foreign Medical Graduates. 

The Council on Medical Education and Hospitals 
has revised its Essentials of Approved Internships 
and Essentials of Approved Residencies and Fellow¬ 
ships to indicate that hospitals considering foreign 
medical school graduates for internship or residency 
positions are recommended to acquire reasonable 
assurance regarding the medical qualifications of 
foreign trained physicians by deferring dieir ap¬ 
pointment until the candidates have been certified 
by the Educational Council for Foreign Medical 
Graduates. The American Hospital Association has 
supported this recommendation tlirough appro¬ 
priate notification of its member hospitals. It is 
expected that all graduates of foreign medical 
schools serving as interns or residents in United 
States hospitals as of July 1, 1960, will have been 
certified by the Educational Gouncil for Foreign 
Medical Graduates. 

POSTGRADUATE MEDICAL EDUCATION 

A detailed study .was not undertaken for the 
1957-1958 year of enrollments in postgraduate 
courses for the continuation education of physicians 







Vfll. 1C8, No. 11 


MEDICAL EDUCATION 


1525 


or of the categories and nvnnbcrs of courses and the 
methods of education. A fairly definitive analysis 
of those activities based on information collected 
in the year beginning Sept. 1, 19.56, was presented 
in the 57th annual report a year ago. It was felt 
that no useful purpose would be served by collect¬ 
ing and analyzing similar data for the current year. 
Further, the information secured from the organiza¬ 
tions and institutions sponsoring postgraduate 
courses in 1956-1957 is still under study, particularly 
those items concerned with the gcograirhical resi¬ 
dence of the physicians enrolled in courses as 
compared to the locations of the courses offered and 
their subjects. Already a singular and une.Kpected 
mobility of many physicians who travel consider¬ 
able distances to postgraduate courses has appeared 
as a significant factor. It is anticipated drat the 
geographical study, which will be published in the 
next year, should provide information useful to 
those sponsoring postgraduate courses and related 
programs. 

The annual list, Postgraduate Courses for Physi¬ 
cians, for the calendar year beginning Sept. 1,1958, 
w'as published in The Jouhnal, Aug. 16, 1958.“* 

EDUCATIONAL VALUES OF THE GRANTS 
AND TRAINING AWARDS PROGRAMS 
OF THE UNITED STATES PUBLIC 
HEALTH SERVICE 

Because of their rapid growth since 1945 and 
their contribution and impact on undergraduate 
medical education, graduate education and train¬ 
ing, and on the research activities and potentials of 
medical schools, any current report on Medical 
Education in the United States would be incom¬ 
plete without presentation of the Educational Val¬ 
ues of the Grants and Training Awards Programs 
of the United States Public Health Service. The 
following information reviewing the current status 
of these programs was prepared and submitted by 
the Office of Research Information, National Insti¬ 
tutes of Health, Public Health Service, United 
States Department of Health, Education, and Wel¬ 
fare. 

The United States Public Health Service conducts 
three types of programs that contribute significantly 
to America’s supply of personnel in the medical and 
biological sciences. Directly concerned with re¬ 
search manpower are the programs that provide 
training grants and fellorvships to nonfederal insti¬ 
tutions and scientists. These awards will aid ap¬ 
proximately 6,000 persons in 340 schools in 1958. 
Of greater magnitude, but offering educational 
values only indirectly, are the programs of grants 
for research and research construction. Lastly, there 
are the various intramural training programs in the 
Service’s research centers and 72 hospitals. All these 
activities have grown rapidly since World War II. 
They have greatly increased the research and 


training potential of schools, have fostered ,activity 
in needed areas of investigation, and have advanced 
the search for basic causes of disease. They have 
helped expand medical knowledge and the body of 
professional workers skilled in its application. . 

The National Institutes of Health, Public Health 
Service research center at Bethesda, Md., spends 
more than two-thirds of its annual appropriations 
for support of nonfederal research projects and 
research training. The importance of National In¬ 
stitutes of Health to the nation’s science structure 
and medical progress is reflected in the postwar 
appropriations made by Congress for research 
fellowships, training awards, and research grants 
(table 53). 

A w'ide range of medical and biological investi¬ 
gations is conducted and supported by the seven 
institutes—the National Cancer Institute, National 
Heart Institute, National Institute of Allergy and 
Infectious Diseases, National Institute of Arthritis 
and Metabolic Diseases, National Institute of Den¬ 
tal Research, National Institute of Mental Health, 
and the National Institute of Neurological Diseases 
and Blindness. In addition to these institutes, five 

Table 53.-~National I».vtitutcs of Health Appropriations for 
Grants and Awards to Nonfederal Institutions, Agencies, and 

Individuals for Fiscal Tears 1945, 1950, and 1955-1958 


Re.'earch Tralninff Research 
Year Ffllowfhips .Award." Grant" 

I'.nr, . j 2 s,m $ 2 »,noo ? 8.),030 

IS-A . 1,448,057 0,415,000 13,00,1,.514 

i95'> . 2,3o:,ooo n,o.ii,ooo 33 , 018,000 

lOjO . 2,600,000 14,.'i02,000 36,038,000 

1057 . 5,897,000 28,07.1,000 89,097,000 

10.56 . 0,812,000 - 32,500,000 90,315,000 


divisions of the Public Health Service share in the 
responsibility for research project and training 
awards. One of these, the Division of Research 
Grants, coordinates the grants and training pro¬ 
grams of the institutes and administers aw'ards 
programs not falling wdthin the seven disease cate¬ 
gories. 

Nine national advisory councils, composed of 
nonfederal leaders in medical science and public 
affairs, review all grant applications within their 
respective program areas and recommend action to 
the surgeon general. ’They are assisted by 28 study 
sections—panels of outstanding specialists, mostly 
nonfederal, who are selected by the Division of 
Research Grants. In addition to these specific 
functions, the councils and study sections, as w'ell as 
various special committees, contribute over-all 
policy guidance in the research grant and training 
activities. 

Below are brief descriptions of the Public Health 
Service programs that offer educational values. 
(Further information may be obtained from the 
Division of Research Grants, National In'sritutes of 
Health, Bethesda 14, Maryland.) ’ - . 
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Research Fellowships 

Six classes of research fellowships are available 
from the National Institutes of Health to qualified 
United States citizens (or persons who have filed a 
Declaration of Intent). Predoctoral, postdoctoral, 
and special research fellowships are awarded to 
individual applicants. Senior research fellowships 
and student part-time research fellowships are 
available through schools of medicine, dentistry, 
nursing, and public health. Post-sophomore re¬ 
search fellowships are available through schools of 
medicine and dentistry. Applications are processed 
by the Division of Research Grants, and the awards 
are made on a competitive basis upon recommenda¬ 
tion by scientific committees. 

The predoctoral research fellowship enables 
students wth a bachelors degree, master’s degree, 
or equivalent training to pursue graduate research 
in the health sciences. Predoctoral fellowships are 
awarded for one year with assurance of support to 
the degree status if work continues to be satisfac- 
tor>'. Annual stipends for the first, second, and third 
years are $1,600, $1,800, and $2,000 respectively. 
The fellowship provides tuition, allowances of $350 
for dependents, and certain travel expenses. 

The postdoctoral research fellowship is awarded 
to candidates having an M.D., Ph.D., D.D.S., or 
equivalent degree. It carries a stipend of $3,800 for 
the first year, $4,200 for the intermediate year, and 
$4,600 for the third year. Dependency allowances 
are the same as for the predoctoral research fellow¬ 
ship. This year, for the first time, several post¬ 
doctoral fellowships were awarded to European 
scientists, enabling them to train at American medi¬ 
cal research centers of their choice. This extension 
of the program is intended to promote exchange of 
ideas and knowledge. 

Special research fellowships are awarded to 
qualified applicants with unusual competence in 
research or specialized research training. The 
stipend for each fellowship is determined at the 
-time of award. 

Senior research fellowships encourage highly 
competent scientists to conduct research in the 
preclinical sciences—anatomy, physiology, bio¬ 
chemistry', microbiology, pharmacology', pathology, 
biophysics, genetics, and the behavioral sciences. 
This progr-am provides support behveen the com¬ 
pletion of postdoctoral training and the time of 
eligibility for appointment to higlier academic 
posts. Applicants must be sponsored by a basic 
science departrhent of an accredited medical school, 
dental school, or school of public health. The fel¬ 
lowship provides a salary determined by the spon¬ 
soring institution. Partial research expenses up to 
$2,000 a year are also financed. Fellows are free to 
.modify' their research approach, to obtain additional 
support from the Public Health Service or other 


sources to conduct a portion of their research in 
other institutions, and to assume teaching responsi¬ 
bilities conducive to their academic development. 

Student part-time research fellowships are de¬ 
signed to permit students to explore the field of re¬ 
search. Medical schools may request up to eight 
part-time fellowships in units of $600 each. Dental 
schools may request up to six units; schools of nurs¬ 
ing and of public health up to four. Each unit 
provides for part-time research during the school 
term or for full-time research during two months 
of any period when curriculum work is not 
scheduled for the student. . 

A new type of award, the postsophomore research 
fellowship, was instituted in 1957. It enables medi¬ 
cal and dental schools to help students interested 
in research careers to obtain essential training in 
the basic sciences. Participants drop out of regular 
course work during the training period. They re¬ 
ceive full tuition, dependency allowances, and a 
stipend set by the school not to exceed $3,200. 

Visiting Scientist Program 

The wsiting scientist program is a flexible ar¬ 
rangement for inviting outstanding American and 
foreign scientists to utilize the extensive laboratory 
and clinical research resources of the National In¬ 
stitutes of Health. Two classes of appointment are 
available—“visiting scientist” and "research associate 
in the visiting scientist program.” Participants must 
have a doctoral degree or the equivalent back¬ 
ground, at least six years of postgraduate experi¬ 
ence, and exceptional ability in a specific research 
problem. The salary range is from $5,400 to $12,600 
a y'ear. The purpose of the program is to increase 
the utility of the National Institutes of Health as 
a national resource and to strengthen interrelations 
with tlie broader scientific community. 

Training Grants 

The training grants program of National Insti¬ 
tutes of Health is intended to augment the nation’s 
supply of qualified scientific investigators by assist¬ 
ing in the establishment, e.xpansion, and improve¬ 
ment of training and instructional programs in pro¬ 
fessional institutions. Training grants are made to 
schools of medicine, dentistry, nursing, and public 
health. Direct aid to the institution is provided by 
grants in two general' classes—undergraduate and 
graduate. 

Undergraduate training grants are awarded by 
the National Cancer Institute', National Heart In¬ 
stitute, and National Institute of Mental Health. 
The specific purpose of this program is to establish, 
continue, e.xpand, or improve instruction relating to 
the prevention, diagnosis, and treatment of cancer, 
mental ilbess, and cardiovascular disease or related 
gerontological conditions. 
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Graduate traininji j»ranls are awarded by all 
.seven of the institutes. The ohjcctivc is to assist 
professional schools in estahli.shing and maintain¬ 
ing graduate instructional and training programs of 
high caliher as well as to make funds available for 
the payment of trainee stipends. 

Mental health career investigator grants, awarded 
hy the National Institute of Mental Health, provide 
psychiatrists and scientists in related disciplines 
with an opportunity to acquire three to five years of 
full-time research training in mental health. The 
aj^plicant institution, u'hich mixy he a psychiatric 
research institution or a department of psychiatry 
in a medical school, pays the trainee a stipend 
ranging from $6,000 to $10,000 a year. 

Two additional training grant programs were 
recenth' established hy the National Institutes of 
Health—an e.xperimental program for training un¬ 
dergraduate medical students in research method¬ 
ology and a program of a graduate training grants 
in epidemiology and biometry. Both programs arc 
administered hy the Division of Research Grants. 
Tire c.Kperimental training program offers special 
grants to universities seeking to improve methods 
for training medical students for research careers. 
The funds paid to applicant schools include sal¬ 
aries of professional and nonprofessional personnel 
and stipends for individuals in training. 

Traineeships 

Traineeship awards arc intended to increase the 
number of investigators hy encouraging advanced 
training in specialized areas of medical research. 
Examples of interest are the neurological diseases, 
ophthalmology and sensory diseases, diagnosis and 
treatment of cancer, and arthritis, diabetes, and 
other metabolic diseases. 

Regular or special traineeships are awarded di¬ 
rectly to American citizens having a doctoral de¬ 
gree in health fields, including related biological 
and behavioral sciences. Traineeships are available 
through the National Cancer Institute, the National 
Institute of Arthritis and Metabolic Diseases, and 
the National Institute of Neurological Diseases and 
Blindness. The National Heart Institute and the 
National Institute of Mental Health provide train¬ 
eeships under training grants awarded to institu¬ 
tions for this purpose. 

Tire regular traineeship carries a first-year stipend 
of $3,800, a second-year of $4,200, and a third-year 
of $4,600, plus dependency allowances of $350 and 
certain travel allowances. No allowances are made 
for tuition or supplies. 

Special traineeships are awarded in varying 
amounts to qualified individuals who possess un¬ 
usual competence for training or who require 
specialized training for a specific problem. The 
trainee may study at the institution of his choice. 
The stipend is determined by the particular training 
needs of the applicant. The National Institute of 


Neurological Diseases and Blindness awards .special 
traineeships only to those who have completed 
residency requirements in a specialty. 

Recent amendments to the Public Health Service 
Act inovidc traineeships for professional health 
pcr.sonnel, supplementing the training activities of 
state and local governments. The j)rogram is ad¬ 
ministered by the Division of General Health 
Services, Bureau of State Services. Its primar>' pur¬ 
pose is to bring new people into the field of public 
health—physicians, dentists, nurses, and other pro- 
fc.s.sional health workers who have completed their 
basic education. Preference is given to applicants 
under 35 who ha\>e had no more than two years 
experience in public health work and have had less 
than a year of graduate or specialized training in 
public health. Consisting of stipends, tuition, and 
certain allowances, the awards are paid direetty to 
participants, with the exception of those made avail¬ 
able through schools of nursing and of public 
health. Stipends range from $2,400 to $4,800, ac¬ 
cording to the applicant’s academic degree. 

Another amendment to the Public Health Sen'icc 
Act provides traineeships to prepare nurses for 
teaching, supervision, and administration in all 
fields of nursing including public health. Stipends 
of $2,400 to $3,600 plus tuition, certain travel fees, 
and dependency allowances of $360 are available 
through schools of nursing. This program is ad¬ 
ministered by the Division of Nursing Resources, 
Bureau of Medical Services. 

Research Grants 

Research grants support medical research on all 
major health problems and in basic sciences re¬ 
lated to medicine. Each institute makes grants for 
research within its area of interest, and the Division 
of Research Grants supports studies outside the 
scope of the seven institutes. The program is in¬ 
tended to increase research in medical, dental, and 
other professional schools and institutions and to 
stimulate investigations in scientific areas needing 
e.xploration. A sizable portion of the grants is 
devoted to basic research. The program aids in¬ 
directly in training junior personnel employed in 
the research projects. 

The research grants constitute by far the largest 
program of Public Health Service awards, both in 
terms of money expended and tire number of in¬ 
stitutions affected. Appropriations supported ap- 
pro.ximately 6,000 such grants in 1957. 

Field inve.stigation grants, awarded by the Na¬ 
tional Cancer Institute, support developmental re¬ 
search, community studies, and surveys that will 
contribute to the prevention, control, diagnosis, 
and treatment of cancer in the general population. 

The National Institutes of Health cooperate uoth 
the two service bureaus of tlie Public Health 
Service in administering grants for special research 
projects. Among these are investigations of the 
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health aspects of air and water pollution, projects 
for the development and utilization of hospital 
facilities and resources, and studies to improve 
nursing education and sendee. The projects are 
administered by the Division of Research Grants 
for the sponsoring divisions in the Bureau of State 
Sendees (the Division of Sanitary Engineering 
Services and the Division of General Health Sen^- 
ices) and in the Bureau of Medical Services (the 
Division of Hospital and Medical Facilities and the 
Division of Nursing Resources). 

Health Research Facilities 

In 1956 Congress approved a three-year program 
of construction grants to accelerate the building 
and equipping of urgently needed new laboratories 
and other health research facilities. Thirty million 
dollars was appropriated and granted in fiscal year 
1957; another 30 million dollars has been appro¬ 
priated for 1958; and present authorization in¬ 
cludes 30 million dollars for one additional year. 
Applications submitted by nonfederal public and 
private institutions to the Division of Research 
Grants are evaluated by the National Advisory 
Council on Health Research Facilities, which in 
turn recommends action to the surgeon general. 
The construction projects are financed on a match¬ 
ing basis. 

Training for Public Health Service Careers 

The Public Health Service, in its widespread and 
diversified programs, offers many career opportuni¬ 
ties to competent physicians. Training is provided 
in various areas of medicine, including patient care, 
clinical research, basic laboratory research, epi¬ 
demiology, preventive medicine, quarantine duty, 
foreign service, and public healtli administration. 

Most of the Service’s physicians are officers in 
the Commissioned Corps, which has served this 
countr)' with distinction since 1873. A young physi¬ 
cian or medical student may enter the Corps (1) 
through the Commissioned Officer Student Train¬ 
ing and Extern Pro^am (COSTEP), (2) as an 
intern upon graduation from medical school, and 
(3) as a medical officer after non-Service intern¬ 
ship. 

Clinical assignments are available in most of the 
Service’s 16 general and special hospitals and in 
many of its 56 hospitals for American Indians and 
Alaskan natives. Postgraduate medical education in 
the teaching hospitals is conducted by chiefs of 
ser\ace (who are certified or eligible for certification 
by tlieir specialty boards), with tlie assistance of 
well-qualified personnel and outstanding consult¬ 
ants from local hospitals and medical schools. Ap¬ 
proved internships are also offered in dentistry, 
dietetics, and pharmacy. 

Rotating internships consisting of assignments 
planned to round out a young physician’s education 
are available in the Service’s hospitals at Baltimore, 
New Orleans, New York, Norfolk, San Francisco, 
Seattle, and Boston. The schedule provides four 


months of medicine, four of surgerj', two of pediat¬ 
rics, and two of obstetrics. Mixed internships, avail¬ 
able at the Public Health Service hospital in Boston, 
provide six months of medicine and six of surgei)'. 

In addition to the usual educational require¬ 
ments, the applicant for appointment as a medical 
intern must (1) be in good health, (2) be an 
American citizen, and (3) submit an application for 
a reserve commission in Public Health Serrlce. 
Those who have satisfactorily completed the year’s 
internship may apply for continuing assignment 
with the Service. They are eligible to take the e.r- 
amination for appointment in the Regular Corps. 

In addition to internships, Public Health Service 
hospitals offer approved residency training in the 
following specialties: surgery, general practice, in¬ 
ternal medicine, orthopedics, urology, anesthesiol¬ 
ogy, dermatology and syphilology, ophthalmology 
and otolaryngology, pathology, radiology, and psy¬ 
chiatry. The National Institutes of Health Clinical 
Center, 500-bed research hospital at Bethesda, Md., 
offers residency training in internal medicine, neu¬ 
rology, ophthalmology, pathology, psychiatry, and 
radiology. Residents are usually selected from the 
Commissioned Corps. 

Through the Commissioned Officer Residency 
Deferment (CORD) program. Public Health Serv¬ 
ice offers qualified physicians the opportunity to 
obtain deferment from military service under the 
Universal Military Training and Service Act. 
Physicians are commissioned in the Reserve Corps 
of Public Health Service and deferred from active 
duty to obtain residency training in essential spe- 
cialt}' fields. After completion of training, partici¬ 
pants must serve their obligatory time with Public 
Health Service. No additional military service is 
required. 

The program kno\vn as COSTEP provides em¬ 
ployment for a limited number of medical and 
dental students during the vacation months for 
duty at Public Healtli Service hospitals, research 
laboratories, and other facilities. Appointments are 
offered to students who svill have completed their 
sophomore year of professional education by July 
1 and are interested in becoming reserve officers in 
the Commissioned Corps. 

Inquiries concerning employment in the Public 
Healfii Service may be obtained from the Surgeon 
General, United States Public Health Serv'ice (P), 
Washington 25, D. C. 

Conferences and Seminars 

To encourage early and adequate exchange of 
information among investigators, numerous con¬ 
ferences, seminars, and symposiums are supported 
in connection with the grants and training pro¬ 
grams. Many of the meetings are initiated and 
sponsored by the advisory study sections of the 
Diinsion of Research Grants. 

In addition, the institutes, separately or as a 
whole, present lectures, seminars, and clinical con¬ 
ferences. Frequently there is active participation by 
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facility mcmbcr.s of iniivcr.sitic.s anil medical 
schools, staffs of other research centers and Public 
Health Service hospitals, physicians in private prac¬ 
tice, and other leaders in the medical sciences. 

Research worhers met at a conference held in 
1957 under the auspices of the Surger)’ Study Sec¬ 
tion to discuss developmental, technical, and clinical 
problems in extracorporeal circulation. The Sensory 
Diseases Study Section, in hopes of stimulating in¬ 
terest among young investigators, assembled experts 
in retinal physiology, biochemistry, optical physics, 
and psychology to discuss the present status of 
knowledge of I’isual mechanisms within the eye and 
brain. 

The Radiation Study Section sponsored a series of 
conferences in 1957 and 1958 to facilitate the ap¬ 
plication of radiobiological knowledge to the treat¬ 
ment of cancer. M'ork conferences on research 
training for nurses and on special clinical training 
in cardioi’ascular nursing u’crc inaugurated by the 
Nursing Research Study Section in 1958. The Bio¬ 
physics and Biophysical Chemistri' Study Section 
sponsored regional conferences in 1956 and 1957 
to help determine how best to proi’idc training and 
develop research in the theory and practice of 
medical-science instrumentation, and in 1958 the 
Section held two conferences to explore research 
and training opportunities for scientists and mathe¬ 
maticians in the new field of physical biology. 

A postgraduate course on research in cardiovas¬ 
cular disease was given by National Institutes of 
Health for the American College of Physicians in 
the fall of 1957, and other courses for the College 
are planned. Meetings such as those supported by 
the National Institute of Mental Health provide 
orientation and training in specific services—the 
annual conferences, for example, on the reporting 
of mental hospital statistics. The National Institutes 
of Health also provides personnel and exhibits for 
medical and scientific meetings of state, regional, 
national, and international scope. 

THE NATIONAL SCIENCE FOUNDATION 

The foUowi-ng resume of the activities of the 
National Science Foundation, in so far as they are 
related to medicine through grants for basic re¬ 
search in the medical sciences, grnnfs for short-term 
medical research, and fellowships for study at the 
graduate and postdoctoral level, has been submitted 
by the Public Information Office of the Foundation. 

The National Science Foundation, an agency of 
the federal government, was established by Con¬ 
gress in 1950 “to promote the progress of science; 
to advance the national health, prosperity, and 
welfare; to secure the national defense; and for 
other purposes.” The foundation carries out its mis¬ 
sion by supporting basic research in the sciences, 
programs for improving science education, confer¬ 
ences and symposia on specific aspects of science, 
studies of manpower supply and demand, programs 


for making scientific information more readily avail¬ 
able, and the compilation of data on the national 
effort in scientific research and development. 

Of particular interest to the medical profession 
arc the foundation’s grants for basic research in the 
medical sciences, grants for short-term medical re¬ 
search, and fellowships for study at tlie graduate 
and postdoctoral level (table 54). 

Basic Research 

Grants are made to help competent scientists 
conduct basic research in the sciences, principally 
at universities and colleges. Normally, proposals 
arc originated by the scientist and are endorsed 
and submitted by his institution. Basic Research is 
supported in the mathematical, physical, medical, 
biological, engineering and other sciences, including 
to a lirriited extent, the social sciences. In 1957, the 
Congressional appropriation to the foundation for 
the support of basic research was $15,500,000. Ap- 

Tahle 54.—NSF Siijiporf of Activities (Research and 
Conferences) of Interest to Medical Profession 

Fiscal Year lor»7 Fiscal Year 
Xitmhcr Amount Xnml»er Amonnt 

Un<(c iiKHitcnl roMMiri'h unint'i ‘li *24 

Short*!cnn Tr«carch liy 

mciHcal stiiiicnts.. 30 17 1M,200 

Confcvcncts and «yjnj>r><Ia on 

MilOrcte of jmilli'a) Jntoiv.<t. S is.oofi 1 

proximately $7,360,000 was expended in support of 
the life sciences. In 1958, the appropriation for the 
support of basic research was $19,400,000, witlr 
approximately $8,000,000 for the life sciences. 

Short-Term Medical Research 

In an effort to increase the number of scientists 
qualified to perform basic research in medical fields, 
the foundation sponsors a program designed to en¬ 
courage medical school students to pursue careers 
in research. 

Medical school students constitute one of the 
largest sources, relatively untapped, of medical re¬ 
search scientists. The medical curriculum is essen¬ 
tially insti'uctional, offering little, if any, opportunitj' 
for students to pursue research and become familiar 
with its methods or challenges. The foundation 
seeks to introduce medical students to the tech¬ 
niques of basic research by means of its grants to 
medical schools for the support of short-term re¬ 
search by students during free-quarter periods. 
Without interfering witlr the medical curriculum, 
the program provides opportunities for carefully 
selected students to determine their interest in and 
aptitude for research. Student research is conducted 
under the supervision of qualified members of the 
medical school staff. 

In 1956, the foundation began this program ex- 
perirhentally. In the three years of its operation, the 
program has e.xpanded considerably and now in¬ 
cludes 34 medical schools in the nation. A total of 
$467,250 has been granted for this purpose. 
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Conferences and Symposia 

The conferences and symposia supported by tine 
foundation provide excellent opportunity for the 
interchange of information and ideas among ex¬ 
perienced investigators, as well as an opportunity 
for younger investigators to meet and obtain in¬ 
formation and advice from some of the world’s fore¬ 
most scientists. Approximately 25 such conferences 
are supported each year. In 1957 there were three 
such conferences of special interest to those in tlie 
medical profession and in 1958, one (table 54). 

Additional information on the support of reseai-ch 
grants in the medical sciences may be obtained 
from the Division of Biological and Medical 
Sciences, National Science Foundation, Washington 
25, D. C. 

Fellowships 

The Fellowship Program of the foundation is 
designed to strengthen the nation’s potential by 
providing support for advanced training in the 
sciences directed toward the development of highly 
qualified research scientists and for further study in 
the sciences directed toward increasing the com¬ 
petence of college science teachers. 

Fellowships are offered for graduate study in the 
physical, medical, biological, and engineering 
sciences; anthropology and psychology (excluding 
clinical); and geography, certain interdisciplinary 
fields, and selected social science fields. These fel¬ 
lowships are limited by law to citizens of the United 
States. A Fellow may study under his award at any 
accredited nonprofit institution of higher education 
in the United States or any similar institution 
abroad approved by the National Science Founda¬ 
tion. 

Awards are not made to individuals to pursue a 
course of study designed to prepare them for 
careers in medical practice or other clinical fields; 
applications are accepted, however, from students 
who intend to obtain advanced training in one of 
the medical sciences directed toward a career in 
research. An individual who holds a degree such 
as M.D., D.D.S., or D.V.M. and desires to continue 
training for a career in research is eligible to apply 
for a postdoctoral award provided he can present 
an acceptable plan for study and research. 

Four types of fellowships are ofltered—the Fre- 
doctoral. Regular Postdoctoral, Senior Postdoctoral 
and Science Faculty. The predoctoral program is 
open to students studying for masters or doctoral 
degrees in science. The three predoctoral levels, 
first-year, intermediate-year, and terminal year, 
carry base stipends of $1,600, $1,800, and $2,000, 
respectively, \vith allowances for travel and de¬ 
pendents. Approximately 1,000 predoctoral fellow¬ 
ships were awarded during 1958. 

The regular postdoctoral program is available to 
those who have earned a doctoral degree or have 
had research training and experience equivalent to 


that represented by such a degree. The stipend is 
$3,800 with allowances for travel and dependents. 
These awards are made semiannually, and approxi¬ 
mately 125 were made in 1958. 

The objective of the senior postdoctoral program 
is to provide senior, established scientists an oppor¬ 
tunity to increase their competence as investigators 
in their own or related fields. These scientists 
should have held their doctoral degree for a mini¬ 
mum of five years. A salary-matching stipend is 
awarded, up to a maximum of $12,000. Approxi¬ 
mately 75 such fellowships are awarded each year. 

To increase the effectiveness of the teaching of 
college science teachers, the foundation awards 
annually science faculty fellowships to teachers 
with three years college teaching experience and 
plan to continue teaching. A salary-matching stipend 
is given, up to a maximum of $12,000. Approximate¬ 
ly 180 such fellowships were awarded in 1958. 

During fiscal year 1957, 34 fellowships were 
awarded in the medical sciences. There were 20 
predoctoral, 9 regular postdoctoral, 2 senior post¬ 
doctoral, and 3 science faculty fellowships. During 
fiscal year 1958, 41 fellowships were awarded in 
the medical sciences—15 predoctoral, 18 regular 
postdoctoral, 5 senior postdoctoral, and 2 science 
faculty. 

Additional information on the Predoctoral and 
Regular Postdoctoral Fellowship Programs of the 
National Science Foundation may be obtained from 
the Fellowship Office, National Academy of Science- 
National Research Council, Washington 25, D. C. 

Additional information on the Senior Postdoctoral 
and Science Faculty Fellowship Programs may be 
obtained from the Division of Scientific Personnel 
and Education, National Science Foundation, 
Washington 25, D. C. * 

CONTRIBUTIONS OF THE OFFICE OF 
VOCATIONAL REHABILITATION TO 

MEDICAL EDUCATION AND RESEARCH 

Since 1954 the Office of Vocational Rehabilita¬ 
tion, under authority of the Vocational Rehabili¬ 
tation Act, has offered direct and indirect aid of 
five types to medical education and research. The 
following summary of the various grant programs 
administered by the Office of Vocational Rehabili¬ 
tation which have an impact on medical education 
has been prepared by its administrative staff for the 
education number of The Joxjenal. 

The Office of Vocational Rehabilitation, Depart¬ 
ment of Health, Education, and Welfare, offers 
direct and indirect aid to medical education. Direct 
aid is available in the form of long-term teaching 
grants and short-term course or institute grants to 
the schools. Less direct but significant support is 
provided through research grants, research fellow¬ 
ships, and traineeships. These five types of aid, 
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made possible mulcr aulboiily of the Vocational 
Rehabilitation Act of 1954, may be summarized a.s 
follows: 

1. Teaching grants for long-term training assist 
the schools in initiating, expanding, or improving 
teaching in the rehabilitation phases of medicine. 
Tlie number of medical schools receiving teaching 
grants has increased from 6 in 1956 to 25 during 
the current academic year. Averaging from $15,000 
to $25,000, the grants are intended to prox'ide part 
of the costs of the leaching program. Generally, 
they cover the salary of a faculty member coor¬ 
dinating the program, payment for the part-time 
services of s\ipporting staff, and the purchase of in¬ 
structional equipment or materials. The d\iration of 
these grants is one academic x’car with prox’ision 
for reapplication by the institution for continued 
support. 

2. Short-term course grants arc made to medical 
institutions to stimulate interest and to increase 
knowledge regarding the potentialities of rehabili¬ 
tation. Funds from ibis source may also be used to 
pay part of the costs incurred by those in attend¬ 
ance. During the past year, specialized courses 
were conducted in geriatric rehabilitation, the 
teaching of esophageal speech, and administrative 
problems encumbered by physicians engaged as 
medical consultants in the state-federal vocational 
rehabilitation program. Short-term courses dealing 
yith prosthetic rehabilitation of the upper ex- 
tremih' amputee and the above-knee amputee 
reached in 1957 an estimated 600 physicians, physi¬ 
cal tlierapists, occupational therapists, and pros¬ 
thetists. 

.3. Traineeship grants in medicine serve the pur¬ 
pose of increasing the nation’s supply of qualified 
physiatrists. They-xvere given during the past aca¬ 
demic year.,.'to 25 institutions offering approved 
residency programs in physical medicine. From this 
source the institutions, in turn, awarded traineeships 
to individual physicians. The number of physicians 
receiving tins type of support has increased from 4 
in 1955 to 139 during the past academic year. Ex¬ 
penditures for such traineeships, which averaged 
$6,000 per trainee, increased from $287,500 in 1956 
to $650,000 in 1958. 

Office of Vocational Rehabilitation funds have 
also been used in several institutions to establish 
part-time courses in rehabilitation methods and 
concepts for graduate physicians engaged in resi¬ 
dencies in neurology, neurosurgerj', orthopedics, 
psychiatry, urology,' plastic surgery, etc. 

4. Research and demonstration grants are avail¬ 
able for the partial support of projects aimed at 
developing more effective methods and techniques 
for the vocational rehabilitation of the more severe¬ 
ly disabled. Although no specific matching is re¬ 
quired, sponsors of current active projects are 
carrying an average of 337o of the total cost of the 
projects. Research and demonstration grants are 


recommended for approval by tbe National Ad¬ 
visory Council on Vocational Rehabilitation which 
is composed of medical, educational, and scientific 
members who are established authorities in fields 
concerned with vocational rehabilitation. 

Projects are being encouraged in the following 
categories: {a) studies de.signed to determine 
physiological changes which occur during treat¬ 
ment and retraining in physical rehabilitation; 
(h) tbe development of new and improved diag¬ 
nostic techniques; (c) investigations to elucidate 
the dynamics of individual and group motivation as 
a factor in success or failure of physical medicine 
procedures; and (d) projects for developing quanti¬ 
tative methods for evaluating functional capacities 
of disabled individuals. 

5. Research fellowships may be awarded to assist 
qualified candidates to pursue advanced training 
for research in rehabilitation or to undertake a 
research project which holds promise of advancing 
knowledge of the vocational rehabilitation of dis¬ 
abled persons. Three types of fellowship are avail¬ 
able; predoctoral, postdoctoral, and special. The 
awards are made on an annual basis and are subject 
to a limitation of two years. 

The programs of the Office of Vocational Re¬ 
habilitation in aid to medical education are based 
on long-standing practices of cooperation with state 
and local agencies and medical institutions. Na¬ 
tional advisor)’ committees play a major role in the 
administration of tbe office’s educational grants 
program. These committees, composed of leaders 
in the educational, research, and administrative 
pluises of the various rehabilitation disciplines, have 
helped to formulate the policies and basic principles 
which govern the grant programs for medical edu¬ 
cation. Academic freedom for the institutions and 
individuals receiving grants is a primarx' considera¬ 
tion. The intent of Congress, the recommendations, 
of the advisory committees, and the traditions and 
e.\perience of the Office of Vocational Rehabilitation 
provide maximum safeguards for that freedom. In 
carrx'ing out the over-all program, every effort is 
made to insure the widest distribution of funds, 
taking into consideration the number and qualitj' 
of the projects and the available resources. 

UNDERGRADUATE AND GRADUATE 

MEDICAL TRAINING PROGRAMS IN THE 
VETERANS ADMINISTRATION 

The following material reoiewing the Under¬ 
graduate and Graduate Medical Training Programs 
in the Veterans Administration has been submitted 
by the Director, Education Service, Research and 
Education, Department of Medicine and Surgery of 
the Veterans Administration. 

The Veterans Administration medical school re¬ 
lationship which resulted from the 1946 congres¬ 
sional action organizing a Department of Medicine 
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and Surgerj' within the Veterans Administration 
had as its principal purpose the organization and 
supervision of graduate training programs in 
Veterans Administration hospitals by medical school 
faculties. This relationship was formalized by a 
policy memorandum issued Jan. 30, 1946, and at 
that time undergraduate medical education was not 
considered in establishing the Veterans Adminis¬ 
tration medical school relationship. 

On Nov. 21, 1957, nearly 12 years after the 
inauguration of this relationship, a letter survey was 
made of all Veterans Administration hospital man¬ 
agers and all deans of associated medical schools 
asking for a reevaluation of the Veterans Adminis¬ 
tration medical school relationship. The results of 
this survey will be reported in another publication 
at a future date, but the significant feature of the 
replies was a unanimous endorsement and recom¬ 
mendation for continuing the relationship. This 


Table 55.—Veterans Administration Residents, April, 1958 



Career 

All Other 

Total 


Residents 

Residents 

Residents 

Allergy . 


4 

4 

Anesthesiology . 


07 

78 

Cardiology . 


6 

8 

Dermatology . 


30 

30 

Gastroenterology . 


5 

6 

General surgery . 

.. 0 

09G 

m 

Internal medicine . 


m 

m 

Neurology . 


18 

33 

Neurosurgery . 


34 

34 

Ophthalmology . 


63 

63 

Orthopedic surgery . 


111 

111 

Otolaryngology . 


29 

29 

Pathology . 


82 

89 

Physical medicine. 


7 

so 

Plastic surgery . 


11 

11 

Psychiatry ... 


ISC 

370 

PulmoDarj' fliseases . 


13 

13 

Radiology . 


133 

153 

Thoracic surgery . 


20 

2C 

Urology . 


go 

80 

Total? . 


2,233 

2,5)5 


relationship has endured for 12 years because it is 
mutually beneficial to both the medical schools and 
the veterans hospital. 

UNDERGRADUATE MEDICAL EDUCATION 

For the academic year 1957-1958, 62 medical ^ 
schools assigned 6,022 medical students to Veterans 
Administration hospitals of which 4,917 (82%) were 
third and fourth year clinical clerks. Many others 
assigned students on other than clerkship basis. 
Eighteen Veterans Administration hospitals received 
100% of the tliird year medical school class and 16 
hospitals received 100% of the fourth year medical 
school class for clerkship training, 

GRADUATE TRAINING PROGRAMS 

Table 55 indicates that residency training is con¬ 
ducted in 20 medical specialties in Veterans Ad¬ 
ministration hospitals. As of April 15, 1958, there 
were 2,515 residents on duty of which 262 were 


“career residents” receiving the pay of full-time 
physicians in return for a contractual obligation to 
serve specified periods of obligated service at the 
conclusion of their formal residency training, 

VTiile all authorized residency positions are 
filled, the facilities of Veterans Administration hos¬ 
pitals would permit significantly greater numbers 
of residents to be trained provided both funds and 
resident candidates were available. The actual 
capacity of Veterans Administration hospitals en¬ 
gaged in residency training is 3,806, although this 
number of positions has never been offered at any 
time. 

The 2,515 residents on duty in Veterans Adminis¬ 
tration hospitals represent 82% of all reported 
residency appointments in the federal services and 
represents 11% of all residency appointments 
throughout the United States. 

Veterans Administration hospitals participate in 
626 different individual residency programs. Of 
these, 29% are conducted as integrated programs 
by combination \vitli university programs in the 
community. They are, therefore, not independently 
approved and are usually listed in The Journal of 
the American Medical Association under an “in¬ 
dented” heading. Three hundred and eight (49%) 
are independently approved in the name of the 
Veterans Administration but are conducted in col¬ 
laboration with other approved programs. Sixty-two 
(10%) are conducted on an affiliate basis svith 
approval for such programs resting in the name of 
another hospital than the Veterans Administration. 
Forty-seven (7%) are independently approved and 
conducted without any outside collaboration or 
affiliation, while 42 (5%) of the programs are now 
pending approval. 

FOREIGN MEDICAL SCHOOL GRADUATES 

During the past fiscal year, 168 residents were 
graduates of foreign medical schools, and 16 of the 
total were graduates of Canadian medical schools. 
In addition to tlie above United States citizens who 
were graduates of foreign schools, 89 noncitizen 
residents were serving on a 'Svithout compensation” 
basis by assignment from university hospitals. 
Twenty-six noncitizens were assigned with Veterans 
Administration hospitals having residency training 
programs on a "guest student” basis to act as 
observers only and not to participate in residency 
training programs from the standpoint of assuming 
responsibility' for patient care. 

Recognition of the approved status of Canadian 
medical schools finds expression in a relaxation of 
the previous requirements for citizenship. At pres¬ 
ent, a noncitizen w'ho is a graduate of an approved 
Canadian or American medical school may be em¬ 
ployed as a resident in Veterans Administration 
hospitals. United States citizens who are graduates 
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of other foreign medical schools may not be em¬ 
ployed unless holding certification from the Educa¬ 
tional Council on Foreign Medical Graduates, Inc. 

RESIDENT COMPENSATION 

Subsequent to congressional action improving the 
pay status of federal employees, the maximum 
stipend for residents was increased on July 1,1958. 
Board, room, and laundry cannot be provided free 
to residents, and therefore these costs must be de¬ 
ducted from the resident’s stipend if provided by 
the Veterans Administration hospital. Table 56 
reveals the cunent maximum stipends for medical 
residents. Each deans committee determines the 
actual stipend level within the permissible maxi¬ 
mum. 

NATIONAL DEFENSE AND 

MEDICAL EDUCATION 
SELECTIVE SERVICE SYSTEM 

The following information, current as of July 1, 
195S, has been submitted by the Selective Service 
System National Headquarters. 

Tlie responsibilitj’ for primary classification of 
registrants rests with Selective Service local boards. 
If a person or his employer (college, medical school, 
or hospital) has requested his deferment and he has 
been classified as available for military service, the 
person or his employer may, within 10 days of the 
mailing of the notice of classification, file an appeal. 
Tire appeal will be reviewed ordinarily by tlie ap¬ 
peal board having jurisdiction where the registrant’s 
local board is located, but it may be transferred for 
review to the appeal board having jurisdiction in 
the area where tire registrant is working or attend¬ 
ing college if this is requested in writing when the 
appeal is made. If the state appeal board should 
sustain the classification, the registrant or his em¬ 
ployer may, if there is a dissenting vote in the 
appeal board, file a sxTitten request rvith the local 
board to have the decision appealed to the Presi¬ 
dent. If there is no dissenting vote, the state or 
national director of Selective Service may appeal 
the case to the president. 

The “college student certificate,” SSS Form 109, 
continues to be prescribed for the use of institutions 
of higher learning, including those of medicine, in 
furnishing the local boards information regarding 
registrants who are enrolled as students in those 
institutions. These forms should be submitted to the 
local boards by the educational institution on re¬ 
quest of the registrant. However, the mere filing of 
such a form does not constitute a request for occu¬ 
pational deferment, since, in order to establish the 
right of appeal as an interested party, a wTitten 
request from the college or employer for occupa¬ 
tional deferment must accompany the form. The 
registrant has the right of appeal if exercised in 
the prescribed 10 days. He may make his appeal 
informally in writing. 


Eligibility for Consideration 
for Deferment 

The law empowers the President to provide for 
the deferment of any person whose deferment is 
equitable and in the national interest. Furthermore; 
it is the sense of Congress that provision should 
be made for the annual deferment from training 
and service of premedical, predental, and allied 
preprofessional students in numbers equal to those 
at present (1950) in attendance at colleges and 
universities as outlined in the general student defer¬ 
ment program. 

Sections 1622:15 and 1622:25 of the Selective 
Service Regulations specify the conditions under 
which students pursuing programs of higher edu¬ 
cation may be considered for deferment. Within 
these specified requirements, students of the healing 
arts are considered for deferment in the same 
manner as students pursuing other undergraduate 
or graduate courses at colleges, universities, and 
similar schools. 

Any student not previously deferred who is pur¬ 
suing a full-time course of study is entitled to a 
single period of statutory deferment, class 1-S, until 
the end of the academic year. Such deferment does 

Table 56.—Resident Stipends (Maximum) 

Per Tear 


Junior rpxIdcDt . $3,200 

Intermediate resident . 3,3ir» 

Senior resident (first year) . 4,105 

Senior resident (second year) . 4.915 

Senior resident (third year)... 5,545 


not preclude the possibility of later deferment in 
class 2-S. Students whose activity in study, research, 
medical, or other endeavors is found necessary to 
maintenance of the national health, safety, or in¬ 
terest may be deferred in class 2-S until completion 
of their college training, provided they maintain 
satisfactorx' scholastic records. A student who is 
deferred for study extends his liability^ for military 
training and service up to his 35th birthday instead 
of his 26th, as prescribed for registrants who have 
never enjoyed a deferment. 

In selecting a student for deferment in class 2-S, 
the Selective Service local boards may, at their dis¬ 
cretion, be guided either by the score made by' the 
student on the Selective Service College Qualifica¬ 
tion Test or by his record of academic performance. 
The college qualification test is given for the Se¬ 
lective Service System by the Science Research 
Associates, Inc., of Chicago. At present, in order to 
be eligible for deferment on the basis of this test, 
an undergraduate student must make a score of 70 
or more. SSS Form 108 has been prescribed for 
furnishing to tire local board the score made on 
this test. This score is confidential and may be 
divulged by the local board only to the registrant 
or to one holding his written consent. 
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To qualify for deferment on the basis of academic 
performance, the nonprofessional student must have 
maintained the following standing among the male 
members of his class: freshman year, upper one- 
half; sophomore year, upper two-thirds; and junior 
year, upper three-fourths. A student accepted for 
admission to medical school after July 1, 1951, for 
the class next commencing may be deferred, pro¬ 
vided that, during his last full-time year at college 
or university, he was ranked among the upper one- 
iialf of the male members of his class or had a score 
of 70 or more on the Selective Service College 
Qualification Test. 

A student accepted for admission by a graduate 
school after July 1, 1951, as a full-time student for 
the class next commencing may be deferred pro¬ 
vided tliat, in his last full-time academic year in a 
college or university, he achieved a scholarship 
standing among the upper one-fourth of the male 
members of his class or scored 80 or more on the 
qualification test and provided that the graduate 
school certifies that he is meeting the degree re¬ 
quirements. Decisions concerning deferment of 
American students enrolled in foreign universities, 
including medical students, are the responsibility of 
the local boards. The local board may accept or 
reject any claims or evidence presented for defer¬ 
ment. 

Status of Interns and Residents 

The Selective Service System has alwaj’s recom¬ 
mended the deferment of graduates of medicine to 
. complete one year of internship training. Selective 
Sersdce has stated that men, to be given favorable 
consideration for deferment to complete a resi¬ 
dency or more than one year of internship, should 
be absolutely essential to the operation or main¬ 
tenance of the hospitals where they are employed 
or that they be among those selected by the sur- 
.geon general of the United States Public Health 
Sendee and recommended for specialty training 
necessary in the staffing of the hospitals of the 
United States Public Health Service. The Selective 
Service System is of tlie opinion that there is a 
sufficient number of young physicians who have 
satisfied their military liability or who are phy¬ 
sically disqualified for military service to satisfy 
the requirements of the hospitals for residents and 
to provide for specialty training for civilian needs. 

Tlie Selective Service has agreed to recommend 
to die Selective Service local boards the deferment 
of men in a number not to exceed 300 as an over¬ 
all total for the surgeon general of the United 
States Public Health Service. It is expected that 
this program may be continued from year to year. 

All young physicians participating in this pro¬ 
gram are to be commissioned in the reserve com¬ 
ponent of die Public Healdr Service, and they are 
to be selected by the surgeon general of the Public 
Health Sendee for such training. The request for 


deferment is to pass from the individual to the 
surgeon general of die Public Health Service and 
then, if recommended, will be forwarded through 
national headquarters of the Selective Sendee 
System to the respective local boards of that 
system. 

Those graduates of medicine who accept a com¬ 
mission in the medical corps reserve of an armed 
force will not be used, according to present Selec¬ 
tive Service policy, to fill a regular call; therefore, 
such young men who are accepted in the Berry 
Plan and who accept reserve commissions will be 
classified by their Selective Service local boards in 
a class indicating that they are members of the 
reserve forces. Should it become necessary for the 
Department of Defense to place svith Selective 
Service a special call for doctors of medicine, such 
men will then be given consideradon for defer¬ 
ment from active duty for such period of time 
necessary' to complete their training. 

A young physician who has established him¬ 
self in a community where he has been found 
by his local board essential to the maintenance of 
an adequate medical service in that community 
may be deferred by his Selective Service local 
board or such a physician may be deferred for 
teaching, research, or Public Health work when 
these are considered by the local board to be essen¬ 
tial in the national interest. 

For the academic year 1958-1959, the Public 
Health Service has arranged certain research grants 
for students who have completed two years in 
medicine. These grants will be for one year, and 
the deferment of these special men will be re¬ 
quested by the individual registrant and recom¬ 
mended by the surgeon general. United States 
Public Health Service. 

Status of Faculty Members 

No policy has been announced by the Selective 
Service System on the granting of deferment to 
faculty members, e.xcept that teachers of medicine 
have been mentioned in a Selective Service Opera¬ 
tions Bulletin as being in a critical occupation to 
which local boards should give special considera¬ 
tion. It has been recommended that as a general 
policy', essential members of the medical, dental, 
and veterinary faculdes be held in their teaching 
positions until such time as replacements are found. 
This recommendation applies especially to persons 
in tire basic science departments. This policy is not 
a blanket recommendation f6r deferment from 
military service for all teachers. Part-time teachers, 
who devote only a small portion of their time to 
teaching, wall be e.xpected to enter the military 
services. The President is also directed to establish 
a national advisory committee to advise the Selec¬ 
tive Service System and to assist state and local 
adxdsory boards in selecting the needed medical, 
dental and allied personnel. 
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Expiration of the "Doctor-Draft" Law 

The Augu.sl, 1957, i.s.suc (vol. 7, no. 8) of Selec¬ 
tive Service carried a .statement regarding the ex¬ 
piration of the "Doctor-Draft” law and the new 
legislative provision.s for “Spccialist.s’ Service." 
Because of its importance from the standpoint of 
medical education as well as its implication in 
medical practice, this statement is presented in 
full in the following paragraphs. 

"Doctor-Draft” Law Expires; New Legislation 
Provides for Specialists’ Service 

Amendments to the Universal Military Training 
and Service Act, as amended, adopted in June, 
1957, replace the former "Doctor-Draft” law and 
provide for meeting the requirements of the Armed 
Forces for medical, dental, and allied specialists 
until June 1, 1959. Under the new amendments 
only those specialists who arc otherwise liable as 
regular registrants are subject to induction under 
the Selective Sendee Law. 

The old "Doctor-Draft” law' under which medi¬ 
cal, dental and allied specialists had been liable 
since 1950 e.xpired July 1, 1957. It had placed 
liability for service on older doctors, dentists, and 
allied specialists, at one time up to the age of 51. 

One of the principal effects of the new amend¬ 
ments to the basic Selective Service Law' is to 
limit liability of doctors, dentists and allied spe¬ 
cialists to age .33 for those deferred on or after 
June 19, 1951, and to age 26 for others. Public 
.Law' 85-62, w'hich amends the basic Selective 
Service Law' w'ith respect to tliese specialists, w'as 
signed by the President on June 27, 1957. By plac¬ 
ing medical, dental, and allied specialists under the 
same provisions of law and regulations as other 
registrants w'ith respect to the upper limit of the 
age of liability, the 1957 amendments relieve from 
liability under the Universal Military Training and 
Service Act, as amended, any such specialist over 
the age of 32 on the date the amendments became 
effective—July 1, 1957. This is true because in order 
to have acquired extended liability under the June 
19, 1951, amendments, a registrant must not only 
have been deferred on or after that date, but also 
must not have attained the 26th anniversary of his 
birth by that date. Any man who was 26 on June 
19,1951, would, on Julv 1,1957, have been 32 years 
old. 

The amendments in addition provide that 

1. No person in the medical, dental, and allied 
specialist categories shall be inducted if he applies 
for an appointment as a reserve officer and is or 
has been rejected for such an appointment on the 
sole ground of physical disqualification. 

2. The President may order to active duty for 
not more than 24 consecutive months any member 
of a reserve component who is such a specialist, 
who is under 35, and who has not performed at 
least one year of active duty in the armed forces. 


3. Any such person called or ordered to active 
duty from a reserve component of the armed 
forces and who serves on active duty as a specialist 
for 12 months or more, shall upon release from 
active duty or within six months be given an op¬ 
portunity to resign the commission unless he is 
otherwise obligated to serve in active training and 
scrx'icc in the armed forces or in training in a 
reserve component by law or contract. 

4. Any physician or dentist qualified for a re- 
.serve commission shall, so long as need for his 
services exists, be given an opportunity to volunteer 
for active duty of not less than 24 months. 

5. Tlie President may prescribe rules and regula¬ 
tions for the selection or induction of persons by 
age group or groups and for the selection and in¬ 
duction of persons qualified in needed medical, 
dental, or allied specialist categories pursuant to 
requisitions submitted by the Secretary of Defense. 

6. Qualified .specialist aliens liable for induction 
.shall not be held ineligible for appointment as 
commissioned officers solely on the grounds that 
such alien specialists are not citizens or have not 
declared their intention of becoming citizens. 

7. Any qualified person w'ho is liable for in¬ 
duction, or who is ordered to active duty as a 
member of a reserx'e component as a physician, or 
a dentist, or in an allied specialist category, shall 
be appointed, reappointed, or promoted to such 
grade or rank as may be commensurate w'ith his 
professional education, e.xperience, or abilit>' pro¬ 
vided that any person in a needed medical, dental, 
or allied specialist category who fails to qualify for, 
or W'ho does not accept, a commission, or whose 
commission has been terminated, may be used in 
his professional capacity in an enlisted grade. 

8. Periods of active duty performed by such 
specialists in student programs prior to receipt of 
appropriate professional degree or in intern train¬ 
ing shall not be counted toward establishing the 
qualification of such specialists for classification 
as a veteran exempt from liability for training and 
service. 

9. It is the sense of Congress that the President 
provide for deferment of optometiy' students and 
premedical, preosteopathic, preveterinary, pre- 
optometr)' and, predental students in numbers at 
least equal to the numbers of such male students 
now studying in colleges and universities. 

10. Public Law 62, 85th Congress, amending the 
Universal Military Training and Service Act, as 
amended, to provide service liability for persons in 
medical, dental and allied specialist categories, ex¬ 
pires on July 1,1959. 

With the e.xpiration of die requirement for 
special registration of medical, dental, and allied 
specialists, such specialists under the amendments 
of June 27, 1957, should notify their local boards 
within 10 days of the attainment of degrees in these 
fields. 
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ARMY, NAVY, AND AIR FORCE 
PROCUREMENT PROGRAMS 

The following information summarizing the 
Army, Navy, and Air Force procurement programs 
has been submitted by the office of the Assistant 
Secretary of Defense (Health and Medical), cur¬ 
rent to June 26,1958. It has been prepared so as to 
present a general portrayal of current procurement 
programs in the medical branches of the armed 
services insofar as they concern undergraduate and 
graduate medical education. 

Army 

EARLY COMMISSIONING PROGRAM 
FOR MEDICAL STUDENTS 

Medical students may apply for commissions in 
the grade of second lieutenant, Medical Service 
Corps, Army Reserve, while attending medical 
school. Students participating in this program will 
be obligated to accept superseding appointments in 
the grade of first lieutenant, Medical Corps, Army 
Reserve, upon graduation and, in accordance ivith 
the needs of the active Army may be required to 
serve on active dutj' for a period of two years 
upon completion of internship. Persons appointed 
under this program are assigned to Ready Reserve 
Units in appropriate medical corps vacancies in 
TOE and TD troop program units, USAR Schools, 
and USAR Control Groups (Annual Training). 

Every effort will be made to place ofBcers com¬ 
missioned under this program on active duty on a 
date desired by them; however, no assurance can 
be given tliat they wll be ordered to active duty 
at a particular time, since such action is contingent 
upon programmed requirements of tlie active Army. 

Participation in this program will not in itself 
increase the active service liability or obligation of 
the participant. However, participants will be re¬ 
quired to certify to their understanding that ap¬ 
pointment prior to attaining age 26 incurs an 
obligation for active participation in the Reserve 
training unless e.xcused under regulations pre¬ 
scribed by the Secretary of the Army. 

Clinical Clerkship Training Program 

Participants in the Clinical Clerkship Training 
Program will be medical students at the sopho¬ 
more-junior and/or junior-senior level, who now 
hold appointments in the Medical Service Corps, 
Army Reserve, as lieutenants, or will be commis¬ 
sioned in sufficient time to participate in the pro¬ 
gram. A limited number may also participate in 
the program as “student employees” under Civil 
Service. Students in Army Reserve status who are 
selected for this clinical clerkship must volunteer 
.to perform not more than 60 daj's of active duty 
for training, including travel. Students who are 
assigned to a USAR Control Group (annual train¬ 
ing) and are selected for the clerkship will ful¬ 
fill their, annual requirement for active Reserve 


participation by performing the above period of 
active duty for training. The students who are as¬ 
signed to a TOE or TD Reserve Unit, or a USAR 
School, will perform this training “in lieu of” the 
annual unit training (summer camp) requirement 
with their unit. 

The program will consist of approximately eight 
weeks of instruction at Army teaching hospitals, 
which will be devoted to military medicine and 
other military instruction, and the remaining time 
will be divided into two equal periods, one em¬ 
bracing intemal medicine and its subspecialties, 
the other surgery and its subspecialties. A preven¬ 
tive medicine program will also be available and 
will include one sveek of general orientation in 
military organizaations, its functions and proce¬ 
dures, followed by detailed observation and as¬ 
sistance in a comprehensive preventive medicine 
program. Research clerkships are also available in 
a limited number for selected individuals at Walter 
Reed Army Institute of Research. 

The program commences on July 1 each year 
and is of 45-60 days duration. A student selected 
for a clerkship between his sophomore-junior year 
is not eligible to apply for the clerkship between 
his junior-senior y'ear. 

Senior Medical Student Program 

Selected senior medical students will be com¬ 
missioned as second lieutenants, Medical Service 
Corps, United States Army Reserve, and will be 
permitted to continue their studies in their re¬ 
spective schools as officers on active duty with 
full pay and allowances until they complete their 
academic requirements for tire degree of doctor 
of medicine. Upon completion of their medical 
education, selected students will be required to 
accept appointments in the grade of first lieutenant, 
Medical Corps, U. S. Army Reserve; they must 
agree to participate in the National Intern Match¬ 
ing Program, Incorporated, and serv'e on active 
duty for tliree years immediately following their 
civilian or military internship. Tins includes time 
obligated under the Univ'ersal Military Training and 
Service Act, if applicable. Participants who are not 
matched for an Army internship will be released 
from active duty for one y'ear to allow them to 
complete a civilian internship, and they will then 
be recalled to active duty for three years at the 
end of the 12-montli period. 

Military Intern Program 

Selected graduates of approved medical schools 
will be commissioned as first lieutenants, Medical 
Corps, U. S. Army Reserve, and will be ordered to 
active duty for the purpose of completing a 12- 
month internship in a military hospital. Individuals 
participating in the program will not incur obliga¬ 
tory service; however, those individuals who wall 
be liable for military service under the provision 
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of any law will be veqniroil to serve that obligation 
iminccliatcly upon completion of their internships. 
Military interns will be cnconragetl to apply for 
Regular Army and residency training. 

Applicants must agree to participate in the offi¬ 
cial cooperative plan of internship appointments 
for first-year internships as conducted by the Na¬ 
tional Intern Matching Program, Incorporated. 

Military Resident Program 

The Military Resident Training Program is estab¬ 
lished for the purpose of providing the number of 
specialists required to meet the needs of the Army 
for career Medical Corps officers. Residencies are 
sponsored in Irolh military and civilian hospitals. 

Officers of the Regular Army Medical Corps 
and individuals who meet the appointment criteria 
for the Regular Army arc cligihlc to compete for 
residency training. Although appointment in the 
Regular Army is not a requirement for appoint¬ 
ment as a resident, the purpose of the program is 
to provide the Army w’ith sufficient career person¬ 
nel having the required specialty training. Accord¬ 
ingly, applicants will be considered on the follow¬ 
ing priority basis: (1) Regular Army Medical 
Corps officers, (2) Reserve Medical Corps officers 
on active duty, including interns who are concur¬ 
rently appl)'ing for Regular Army appointment, 
(3) civilian physicians, including interns, who ap¬ 
ply for Regular Army appointment, and (4) all 
other applicants. 

Inasmuch as the number of applications received 
for participation in the Army residency program far 
e.xceeds the number of appointments available, con¬ 
sideration should be given to seeking a Regular 
Army commission in order to establish a priority 
for consideration for the residency program. Ap¬ 
pointment for the program ordinarily w'ill not be 
made more than tw'o y'cars in advance, and ap¬ 
plications for Regular Army in connection wuth 
residency training will not be considered for ap¬ 
pointment in a grade higher than captain. Indi¬ 
viduals selected for training who have not com- 
plered die appropriate Army Medical Sers'ice 
orientation course, or an equivalent period of active 
duty as a medical officer, as determined by the 
surgeon general in each case, will be required to 
undergo such training prior to entering residencies. 
Selections will be made in November of each year. 
Appointments to fill remaining vacancies w'ill be 
made from applications as received. Training in 
most specialties commences approximately every six 
months. 

Individuals placed in residencies in Army hos¬ 
pitals will be required to serve one year on a duty 
status for each year of training received. 

In the event spaces in the specialty requested are 
not available in Army hospitals on one of the next 
two or three starting dates after approval of an 
application, an opportunity w'ill be offered to ap¬ 


plicants approved for Regular Army to obtain resi¬ 
dency training in a civilian hospital approved by 
the Council on Medical Education and Hospitals 
of the American Medical Association. Individuals 
participating in the program in civilian hospitals 
under this policy are required to serve on active 
duty for tw'o years for the first year of training 
received and one year for each subsequent year. 

Navy 

THE ENSIGN 1915 USNR PROGRAM 

After passage of the Selective Service Act of 
1940, many medical students w'ho were obligated 
for military service by the Act indicated their de¬ 
sire to affiliate with the Naval Reserve in order to 
assure that their period of active duty w'ould be 
with the Navy’s Medical Department. To make this 
possible and to provide deferment from active duty 
until graduation, the Ensign, Probationary (Medi¬ 
cal) Program was established before the onset of 
World War II. The first appointments late in 1941 
w'cre limited to third-and-fourth-year medical stu¬ 
dents attending class “A” (approved) medical 
schools. Within a few' months, how’ever, the pro¬ 
gram was expanded to include first-year and sec¬ 
ond-year medical students, and it has since come to 
be know'n as the Ensign 1915 Program. 

The number “1915” is a designator used to iden¬ 
tify officers w'ithin the Department of the Nav\' by 
a code system. Tire first tw'o digits, 19, indicate that 
the officer is under instruction in a civilian school; 
the last two digits, 15, indicate an officer of the 
Naval Reserx'e. 

The qualifications for appointment as Ensign, 
1915, are as follow's: 

A. Sex: Men and Women 

B. Age 

(1) Candidates w'itli no prior military serx'ice 
should be at least 19 and of such age that upon 
expected date of graduation, they will be under 33. 
The maximum age limit w'ith prior active military 
service may be adjusted on a month-for-montb 
basis, depending upon the number of months of 
active military service performed, but in no case to 
exceed 36 months. Applications cannot be accepted 
from any person w'ho will have passed his or her 
36th birthday w'hen he or she becomes eligible for 
siqjerseding appointment in the ^'Ied^cal Corps, 
U. S. Naval Reserve following graduation from 
medical school. 

C. Educational 

(1) Should be w'ithin 120 days of completion of 
all academic w'ork required for enrollment in rhedi- 
cal school. 

(2) Should be in attendance or have been ac¬ 
cepted for and be w'ithin six months or less of the 
date of the ne.xt entering class at one of the Amer¬ 
ican or certain of the Canadian medical schools 
accredited by the Council on Medical Education 
and Hospitals of the American Medical Associar 
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tion, including approved schools of the basic medi¬ 
cal sciences in the United States and Canada. Ap¬ 
plications cannot be accepted from students who 
will attend a medical school in a foreign country 
other than Canada. 

(3) Should NOT have commenced the final year 
of medical school. 

D. Professional 

(!) Applicants are required to establish profes¬ 
sional fitness and aptitude for the Naval Service 
through inter\’iews and a review of college and em- 
plo}'ment records. 

E. Physical Standards 

(1) Should be found physically qualified for ap¬ 
pointment to commissioned status in accordance 
with established regulations. 

■ The primary objectiv'es of this program are to 
pro\'ide (1) an opportunity for qualified medical 
students to afiiliate with the Naval Reserve as com¬ 
missioned officers while still in medical school; (2) 
assurance that these officers will be able to com¬ 
plete their medical studies and internship prior to 
fulfilling their obligation for active military dufy; 
(3) assurance that, when tliey do enter the service, 
it vill be within the Navy’s Medical Department; 
and (4) a primary source of qualified candidates for 
the Naval Intern Program and for die Medical 
Corps of die Navy and Naval Reserve. 

As an added incentive for membership in the 
Ensign, 1915 Program, there has been established 
a 30-60 day aedve duty research clerkship training 
program at naval research activities throughout 
the United States. This program provides orienta¬ 
tion and indoctrination into medical research as 
well as on-the-job training for the undergraduate 
medical student during his vacation from medical 
school. Full pay and allowances are authorized for 
these selected officers while so serving on active 
duty. Medical students who are commissioned as 
Ensign, 1915 USNR, and who have successfully 
completed the first year of medical school are eligi¬ 
ble to participate in this program. Research clerk¬ 
ships offer a detailed review of tlie specific research 
program being conducted at tlie training activity. 
A part of the training is spent in each research de¬ 
partment, and the trainee serves as an assistant in 
actual laboratory research on a specific project 
under way at that time. 

Also established are clinical clerkships at Naval 
teaching hospitals throughout the United States. 
Beginning July 1 of each year, this program offers 
quotas for selected medical students who have 
completed the second 3 'ear of medical school, 30 to 
60 daj's of active duty for training during vacation 
from medical school. Clinical clerkships are planned 
to provide indoctrination and orientation into naval 
medicine, rotation tlirough the major professional 
serruces of a naval teaching hospital, and perform¬ 
ance of on-the-job training duties commensurate 
with the individual’s professional attaiiunents. 


Normally each year during the summer months a 
limited number of mature medical students holding 
commission as Ensign, 1915, are authorized to par¬ 
ticipate in NROTC-Midshipmen Cruises. Selections 
for this important training are made from students 
who have completed at least their second year of 
medical school with priorit)' being given those who 
have completed their third year. Trainees receive 
an excellent indoctrination and orientation into the 
practices of naval medicine aboard ship under tlie 
supervision of experienced medical officers of the 
Regular Navy and Naval Reserve. 

To assist the medical student financially, and to 
atti-act future doctors of medicine toward a career 
in tire Navy Medical Corps, the Senior Medical 
Student Program was authorized by the Secretar}' 
of the Navy. To be eligible for participation, the 
individual student must be an Ensign, 1915 USNR, 
or agree to accept such an appointment if selected. 
Further, he must have completed his tliird year of 
medical school and be eligible for enrollment in the 
ensuing \'ear. During attendance in medical school, 
these officers serve on active duty, receiving tlie 
full pay and allowances of their rank. In return for 
participation in this program, tlie individual sers’es 
one year plus the 24 months obligated by the 
Universal Military Training and Service Act, as 
amended. 

Here are some important facts concerning the 
Senior Medical Student Program: 

(1) This program is open to qualified students 
enrolled at medical schools accredited by the Coun¬ 
cil on Medical Education and Hospitals of tlie 
American Medical Association. Students who have 
completed tlieir second \'ear of medical school may 
make application for this training at an Office of 
Naval Officer Procurement. Active duty commences 
and continues while in attendance during their 
senior academic year. To be eligible for participa¬ 
tion, he must be an Ensign, 1915 U. S. Naval Re¬ 
serve, or agree to accept such an appointment if 
selected. A board convened in the Bureau of Medi¬ 
cine and Surgery selects the candidates for par¬ 
ticipation in this program. 

(2) Phj'sical standards of this program are the 
same as those established for Regular Navy staff 
corps officers. 

(3) Active duty orders are mailed to the student 
via the Professor of Naval Science or the District 
Commandant. Active duty commences upon re¬ 
ceipt of such orders and completion of proper re¬ 
porting endorsements. 

(4) The student agrees, in writing, to accept a 
Regular Navy commission, and if a Regular Navy 
commission is not tendered, to accept an appoint¬ 
ment in tire Naval Reserve. 

(5) In accepting an appointment in tire Regular 
Navy or Naval Reserve, as a result of having active 
service in the Senior Medical Student Program as 
an Ensign, 1915, he is obligated to serve on active 
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duty and to retain the commi.ssion for a period of 
three ycar.s. This active .service will commence upon 
completion of not more than 12 montlrs of a civilian 
or Naval Internship. Providing that the student has 
24 months obligated military service to perform, 
this actis’c duty affords a splendid opportunity to 
discharge the military obligation and serve an ad¬ 
ditional year in return for the benefits received in 
the Senior Medical Student Program. With no ob¬ 
ligated military service to perform, upon enrollment 
in the Senior Medical Stuclent Program, the student 
obligates himself to serve for the same period of 
three years. 

(6) As a medical student, he rcceis’es the full pay 
allowances of an Ensign, 1915, while so enrolled on 
active duty. Pay and allowances are based on 
longe\’ity as follows; 

(a) Less than two years and no dependents, he 
receives $33S.5S per month; with dependents (a 
member of bis family or household dependent upon 
him for financial support) he receives $3.55.68 per 
month. 

(Ir) Over two but less than three years and no 
dependents, he recei\'es $366.28 per month; with 
dependents, he receives $384.38 jrer month, 

(c) Over three and no dependents, he receives 
$429.28 per month; with dependents he receives 
■$447.38 per month. 

(7) In addition to the pay and allowances, the 
student is credited with 2% days of annual leave for 
each 30 days of active duty served. 

(S) The wearing of the Naval uniform is per¬ 
mitted only when authorized b>' appropriate naval 
authority'. 

(9) Timing is ver>’ important. An average of four 
months is required to completely process each 
application. Feb. 1 each year is the absolute dead¬ 
line that completed applications must be forwarded 
to the Bureau of Naval Personnel, Navy Depart¬ 
ment, M''ashington, D. C. This is necessary so that 
sufficient time is given to the board in the Bureau 
of Medicine and Surgery to pass on tire professional 
qualifications and the board in the Bureau of Naval 
Personnel to pass on the over-all qualifications 
of each applicant. Those selected are required to 
meet the moral, mental, and physical standards of 
Navy acceptance. All applicants will be notified by 
individual letter of their acceptance or rejection not 
later than the first week in May. 

NAVAL INTERNSHIPS 

Naval internships are 12 months in duration, are 
rotating in type, and conform in all respects with 
the requirements of the Council on Medical Educa¬ 
tion and Hospitals of the American Medical Asso¬ 
ciation. These compare most favorably \vith the 
best civilian internships and each year the number 
of applicants considerably exceeds the number of 
available naval internships. Internships are offered 
at the U. S. Naval Hospitals located at Camp 


Pendleton, Calif.; Oakland, Calif.; San Diego, 
Calif.; Jacksonville, Fla.; Pensacola, Fla.; Great 
Lakes, Ill.; Bethesda, Md.; Chelsea, Mass.; St. 
Albans, N. Y.; Philadelphia; Newport, R. I.; Charles¬ 
ton, S. C.; Portsmouth, Va.; and Bremerton, Wash. 

All naval interns are selected and matched to 
the Navy by the National Intern Matching Pro¬ 
gram, Incorporated. It is not necessary' for the 
medical student to be a participant in the Ensign 
1915 USNR Program in order to apply and be 
accepted for a naval internship. On the other hand, 
if the Ensign 1915 USNR candidate does not de¬ 
sire a naval internship, he should list only the 
civilian hospitals in the order of his preference, 
and in this way he will not be competing with 
those who desire a naval internship and who re¬ 
quest to be so matched. Tlie Ensign 1915 candidate 
who is matched to a civilian internship will be 
placed on inactive duty during the period of his 
internship, following completion of which he udll 
be called to active duty in compliance witli his 
previous service agreement. 

The basic requirements for a naval internship 
include the following: (1) be a graduate or poten¬ 
tial graduate of a medical school approved by the 
American Medical Association; (2) be a citizen of 
the United States; (3) be registered with and his 
name appear in the Official Directory of Students 
published by the National Intern Matching Pro¬ 
gram, Inc.; and (4) meet the prescribed physical 
standards for a commission in the U. S. Naval 
Reserve. 

In order to become eligible for consideration for 
a naval internship, candidates must first make 
application for a commission in the Naval Medical 
Corps. This can be accomplished by visiting or UTit- 
ing to the nearest Office of Naval Officer Procure¬ 
ment or tlie nearest U. S. Naval Hospital in the 
continental United States. In applying for a naval 
internship it is recommended that five (5) naval hos¬ 
pitals be listed in the order of preference. Generally 
assignments are made from among the first three 
listed. The candidate applies, as far as the matching 
is concerned, directly to the Navy and not to the 
specific hospital. If matched to the Navy every 
effort is made to place the candidate in his first 
choice, but if this is not possible he will be assigned 
to anodier hospital of his choice. In the matching 
program the student is matched to the service and 
not to a particular hospital uathin it. 

Applications for commission in the Naval Medical 
Corps for intern training are accepted between 
Sept. 1 and Dec. 1 each year. That portion of the 
application pertaining to internship is accepted be¬ 
tween Oct. 1 and Dec. 1. Early submission of appli¬ 
cations is strongly recommended. 

Any additional information may be obtained 
from the Chief, Bureau of Medicine and Surgery, 
Department of the Navy, Washington 25, D. C. 
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NAVAL BESIDENCY TBAINING BBOGRAMS 

Eight U. S. naval hospitals are now approved for 
residency training in the various clinical specialties 
of medicine and surgerj' by the Council on Medical 
Education and Hospitals of the American Medical 
Association and by the respective American Spe¬ 
cialty' Boards. These naval hospitals are located at 
Chelsea, Mass.; St. Albans, N. Y.; Philadelphia; 
Betliesda, Md.; Portsmouth, Va.; Great Lakes, Ill.; 
Oakland, Calif.; and San Diego, Calif. Residency 
training for medical ofiRcers is also actively spon¬ 
sored by the U. S. Navy in selected outstanding 
civilian hospitals, schools, and medical centers of 
the United States in those few specialties wherein 
the Navy does not operate formalized training pro¬ 
grams. U. S. Naval Hospital residency training ac- 
tiraties embrace the specialties of allergy, anesthesi¬ 
ology, cardiov'ascular disease, dermatology and 
syTThilology, general practice, internal medicine, 
neurology', obstetrics and gy'necology, ophthalmol¬ 
ogy', orthopedic surgery, otolaryngology, pathology, 
pediatrics, psychiatry, radiology, surgery, thoracic 
surgery, and urology’. Formally approved training 
in civilian institutions is conducted in plastic sur¬ 
gery, neurological surgery, preventive medicine and 
public health, and in children’s orthopedic surgery. 

Medical officers eligible for assignment to duty 
as a resident are Regular Navy officers and those 
Resers’e medical officers who have completed their 
active service obligations under the Universal Mili¬ 
tary Training and Service Act, as amended. Re¬ 
quests for residency training duty' should be for¬ 
warded to the Chief of the Bureau of Medicine and 
Surgery’, Nas'y' Department, Washington 25, D. C. 
All such requests are acted upon by the Bureau 
Advisory Board on professional training matters. 
Tlris board makes recommendations in accordance 
with the merits of each ease, taking into considera¬ 
tion the professional experience, background, and 
aptitude of the candidate and the needs of the 
service in die particular specialty in which training 
is desired. One year of obligated service is required 
for each y'ear of training received in a Naval hos¬ 
pital. Two years of obligated service are required 
for the first year of training received in civilian 
institutions and one year of obligated service for 
each successive year so spent. 

It is the policy of the Bureau of Medicine and 
Surgery to continue a resident in training until 
formal requirements, leading to eligibility to under¬ 
go examination by an American Specialty’ Board, 
have been met. This procedure will be strictly 
adhered to in every case where the needs of the 
sen'ice permit, barring national emergencies, pro¬ 
vided that sucii an arrangement remains mutually 
agreeable and satisfactory aptitude and progress as 
a resident are demonstrated. The highest priority 
in the assignment of naval medical officers to resi¬ 
dency training is given tliose who have completed or 


are about to complete a normal tour of active diih’ 
with an operational unit of the U. S. Navy at sea 
or on foreign shore stations. 

OTHER GRADUATE TBAINING FOR NAVALMEDICAL 
OFFICERS, INCLUDING THE ^MILITARY 
MEDICAL SPECIALTIES 

Aviation Medicinc.-The School of Aviation Med¬ 
icine at Pensacola, Fla., convenes four classes an¬ 
nually of approximately 30 students, for didactic 
instruction in aviation medicine and actual instrec- 
tion in flight and ground school. Each class is of 
about six months duration. Upon completion of this 
course of instruction they are designated naval 
flight surgeons and assigned to a two-year period of 
operational duty. Additionally, the School of Avia¬ 
tion Medicine is approved for residency training 
in aviation medicine. This training may be re¬ 
quested after completion of the two j'ear operational 
duty assignment and consists of one year of public 
health at a civilian institution and two years of 
residency training in aviation medicine at the 
school in Pensacola. They are then considered 
board eligible for certification in aviation medicine. 
Further opportunities are available in several large 
naval laboratories for work in research related to 
aviation medicine. The laboratories are located at 
Johnsville, Pa.; Philadelphia; and the School of 
Aviation Medicine, Pensacola, Fla. A medical offi¬ 
cer interested in the aeronautical aspects would do 
well to consider tins advanced training. 

Submarine Medicine.—This military medical spe¬ 
cialty supports all phases of underwater operations 
in the Navy. Training in this specialty is particu¬ 
larly applicable to those having an interest in occu¬ 
pational or preventive medicine and research in 
phy'siology. The basic six months course of training 
includes lectures, demonstrations, laboratory work, 
practical experience, and cruises in submarines, 
rescue vessels, and tenders as available. The ma¬ 
jority of the course is given at the Submarine School 
and Medical Research Laboratory at the Submarine 
Base, New London, Conn. Eight weeks of the six 
months period is spent at the U. S. Naval Deeir Sea 
Diving School, Naval Gun Factory, Washington, 
D. C., where the student learns about diving by 
making dives and about the physiological problems 
involved through classroom and laboratory periods. 

Upon completion of a tour of duty with an opera^ 
tional unit tire medical officer may apply for post¬ 
graduate training in various fields. He may prepare 
himself for later certification in occupational medi¬ 
cine by attending the academic year at the Uni¬ 
versity of Rochester and later service in nuclear 
powered submarines or surface vessels. He may 
prepare for certification in preventive medicine by 
attending one of the public health schools and 
subsequent field duty ashore and afloat. He may, 
prepare himself for a career in research by a post¬ 
graduate year at the University of Pennsylvania 
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College of Medicine followed by duty at naval 
laboratories and with operational units. Clinical 
medical specialty training in all fields is available 
and having served with operational units is an addi¬ 
tional credit to one’s application. 

Research ProgiYim.—The Navy offers 60 N.avy 
medical officer billets for military medical research 
careers. These opportunities embrace basic medical 
research in aviation medicine, submarine medicine, 
clinical specialties, amphibious and field medicine, 
tropical and exotic diseases and in the areas of the 
medical problems of nuclear, biological, and chem¬ 
ical warfare defense. These 60 billets are distributed 
among 15 in-service laboratories, strategically lo¬ 
cated throughout the world, and represent the pro¬ 
gram indicated above. 

Amphibious and Marine Corps Field Medicine.— 
Recognized as an imjrortant military operational 
medical specialt)', this training is conducted at 
Camp Lejeune, Nh C., Camp Pendleton, Calif., and 
the Marine Corps Educational Center, Senior 
School, Quantico, Va. This specialty offers valuable 
training in the methods of sorting (triage), man¬ 
agement, and evacuation of mass casualties, re¬ 
search and development of field medical equip¬ 
ment, field sanitation methodology and practices, 
medical logistic support, large scale medical plan¬ 
ning, and efficient iiatient care in field combat. 

l^uclcar Medicine.—Graduate courses for medical 
officers are conducted at several U. S. Naval Hospi¬ 
tals, in affiliation with civilian institutions. Addi¬ 
tional graduate courses in radiobiology are spon¬ 
sored by the Navy for medical officers at Reed 
College, Portland, Ore., and the University of 
Rochester, Rochester, N. Y., to meet present and fu¬ 
ture needs of the Navy for personnel trained in the 
fields of nuclear propulsion, radiological safety and 
special weapons effects. Formal long courses for 
radiology and other residents are conducted in the 
clinical use of radioisotopes at the U. S. Naval Medi¬ 
cal School, National Naval Medical Center, Bethes- 
da, Md. This latter course is approved by the 
Atomic Energy Commission and is designed to ful¬ 
fill the needs of those u’ho wish to appear for fu¬ 
ture examination for certification by the American 
Board of Radiology, as well as those residents in 
other specialties who may need to acquire a better 
understanding of the clinical utilization of radio¬ 
isotopes in diagnostic and therapeutic procedures. 

Air Force 

The Air Force is presently sponsoring training 
programs for senior medical students, as well as 
internships and residencies in both civilian and 
military hospitals. Applicants must be United States 
citizens, be morally, physically, and educationally 
qualified, and must not be nor have been con¬ 
scientious objectors. Eligibility varies xvitlr each 
program according to the applicant’s age. 


THE SENIOR MEDICAL STUDENT PROGRAM 

The Senior Medical Student Program offered by 
the Air Force is available to selected Junior Medical 
students. ’Hie application period for this program 
is Nov. 1 to March 1 of the junior year. Those 
selected are commissioned as second lieutenants 
and are sponsored from the date of matriculation to 
the date of graduation. Upon graduation they must 
agree to accept reappointment as first lieutenants 
and apply for either a military or a civilian- 
sponsored internship. Those not selected for intern 
training are released from active duty for one year 
to intern under private contract. Selected students 
incur a three-year obligation for sponsorship of the 
senior year. No additional obligation is incurred if 
they are selected for a sponsored internship. 

AIR FORCE SPONSORED INTERNSHIPS, CIVILIAN 
AND MILITARY 

The Air Force Intern Training Program, begun 
in 1950, is designed as a Regular Officer procure¬ 
ment program. For the year beginning July 1, 
1959, the Air Force plans to sponsor 90 interns in 
military hospitals, selected through the National 
Intern Matching Program. 'The Air Force will also 
sponsor 80 interns in approved civilian hospitals. 
To be accepted, applicants must meet general eli¬ 
gibility requirements stated above, must not be 
more than 32 years of age, and must be graduates 
of medical schools acceptable to the Surgeon 
General. 

Selection for civilian internships is made periodi¬ 
cally by the Office of the Surgeon General on tire 
basis of scholastic standing, physical fitness, and 
military aptitude and inclination. Applications for 
sponsored civilian intern training beginning July 1 
are closed as of April 1 each year; closing date for 
applications for training beginning on "off-term” 
dates is announced by letter annually. For military 
internships, applications must be submitted not 
later than Dec. 1. Those selected are appointed 
effective the date of graduation from medical 
school as first lieutenant, Air Force Reserve 
(Medical). Military interns incur a minimum period 
of obligated service of 24 months and civilian in¬ 
terns, 36 months, regardless of their Selective 
Service classification. However, their military serv¬ 
ice obligation under the Universal Military Training 
and Service Act, as amended, will be discharged 
concurrently with tliis service. 

Civilian interns are assigned to tlie hospital at 
which they have obtained an approved internship. 
Since the program is designed to cover the normal 
one-year internships, students who have accepted 
appointments to internships longer than 12 months 
are not favorably considered for this program. 
(They may not accept any remuneration from the 
hospital.) 


1542 


MEDICAL EDUCATION 


Military interns are not assured assignment in 
any specific military hospital, but almost all are 
assigned according to their first, second, or third 
choice. Mihtary internships are of the general rotat¬ 
ing type so that applicants gain appropriate experi¬ 
ence in various fields of medicine. Training is di¬ 
rected by military and civilian physicians and 
includes a wide range of clinical material, utilizing 
modern medical, surgical, and radiological facilities. 
It provides for one year of formal training in ac¬ 
cordance with the requirements of the Council on 
Medical Education and Hospitals of the American 
Medical Association and is followed by two years 
of general medical duty in Air Force installations. 

RESIDENCY TRAINING PROGRAM 

Tire Air Force Residency Training Program is 
normally limited to members of the Regular Air 
Force and is conducted in both military and civilian 
hospitals (including nonmilitary government hos¬ 
pitals). For the j'ear beginning July 1, 1959, the 
Air Force program provides for a maximum of 425 
residents, 130 in military hospitals and 295 in 
civilian hospitals. Approximately 110 first-year resi¬ 
dency training spaces are available. The sjraces are 
about equally divided between military and civilian 
hospitals. 

Physicians who enter this program are expected 
to remain in training until they have completed the 
minimum formal training requirements of the spe¬ 
cialty boards. Applications for residency training 
and a regular commission may be submitted simul¬ 
taneously and may be submitted at any time after 
completion of three months of internship. For each 
year of sponsored training in a military hospital, the 
period of obligated service incurred is one year; in 
civilian hospitals, the obligation is two years for 
the first year of training and one year for each 
additional year. 

Residency training is available on a competitive 
basis in all recognized medical specialties according 
to the needs of the Air Force. The requirements 
are greater, however, for additional officers trained 
in general practice, pathology, otolaryngology, 
psychiatry, neurology,' and obstetrics and gyne¬ 
cology. Training in the following specialties is 
available at the USAF Hospital, Lackland Air 
Force Base, San Antonio, Texas: anesthesiology, 
general surgery, internal medicine, ophthalmology, 
orthopedic surgery, pathology, pediatrics, and 
radiology. Applications for a Regular Air Force 
Commission and residency training to begin on 
July 1 should reach Headquarters USAF not later 
than, Nov, 1. In any event, applications should be 
submitted not later than eight months prior to the 
beginning date of residency training. 

The Aviation Medicine Specialty Training Pro¬ 
gram leading to board certification in Aviation 
Medicine is a comprehensive program of five years’ 
duration. Applicants must be graduates of the 
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Primary Course of Aviation Medicine and have had 
a minimum of nine months practice as an AHation 
Medical Examiner. Applicants must be officers of 
the Regular Air Force, physically and professionally 
qualified, and be no more than 34 years of age 
when the class convenes. Applications must arrive 
at Headquarters USAF not later than Dec. 1 for 
entrance into program beginning the following 
September. 

MEDICAL EDUCATION FOR NATIONAL DEFENSE 

The following information on the status of Medi¬ 
cal Education for National Defense, current to 
July 1, 1958, was submitted by the office of the 
national coordinator of the program. 

The Medical Education for National Defense 
(MEND) Program is presently active in 45 of the 
American colleges of medicine, and 10 additional 
schools are to be selected for affiliation effective 
Jan. 1, 1959. Requests for MEND-affiliation have 
been considerably in excess of the irrogram’s ability 
to expand, and a waiting list for affiliation is main¬ 
tained. 

The 45 schools presently taking part in the pro¬ 
gram are Albert Einstein, Baylor, Bowman Gray, 
Buffalo, California (San Francisco), University of 
California at Los Angeles, Colorado, Columbia, 
Cornell, Creighton, Duke, Emory, Georgetown, 
Howard, Illinois, Iowa, Kansas, Louisiana State, 
Louisville, Maryland, College of Medical Evan¬ 
gelists, Miami, Michigan, Mississiirjri, New York 
University, North Carolina, Northwestern, Ohio 
State, Oklahoma, Pennsylvania, Pittsburgh, Roches¬ 
ter, Stritch, Temple, Texas (Galveston), Tufts, Tu- 
lane, Vanderbilt, Vermont, Medical College of 
Virginia, University of Virginia, Washington Uni¬ 
versity (St. Louis), University of Washington 
(Seattle), Western Reserve and Wisconsin. 

MEND is a function of the MEND Program 
subcommittee of the Association of American 
Medical Colleges; it is endorsed by its parent 
organization, by the American Medical Association 
Council on Medical Education and Hospitals and 
the Council on National Defense, and by medical 
officials of the Department of Defense, Army^ Navy, 
Air Force, Public Health Service, and the Office of 
Defense and Civilian Mobilization. It has received 
the approval and cooperation of a wide variety of 
federal and private medical and educational 
activities. 

The purpose of the program is to encourage the 
teaching of principles of military and disaster medi¬ 
cine by regular faculty members of our medical 
colleges. Nothing is mandatory; eaeh faculty is 
free to accept or reject any part of the program hot 
consistent with the local philosophy of medical 
education. All emphasis is on medical rather than 
military topics. It is hoped that the problem of 
national preparedness in medical education can 
be solved by interested faculty members on a.local 
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basis and under local control rather than through 
such methods ns the establishment of a federal 
medical school or through direct federal interven¬ 
tion in curricular content. 

Annually, MEND sponsors a series of symposia, 
with these programs being conducted by federal 
medical personnel for representatives of nongov¬ 
ernmental medical education. During 1957-1958, 
two programs were conducted: "Management of 
Mass Casualties” at the Walter Reed Army Institute 
of" Research in Washington, D. C., and "Medical 
Aspects of Highway Safety” at Ann Arbor, Michi¬ 
gan. Tlie former program attracted 64 participants, 
and the latter, presented by the Public Health 
Service, was attended by 102. Each year MEND 
also conducts an Orientation Tour for deans and 
coordinators of newly-MEND-afBliated schools, de¬ 
signed to introduce them to current problems and 
trends in the federal services. 

Activities at the 45 colleges have included special 
lectures, conferences, and demonstrations in the 
following subjects; surgery of trauma, wound bal¬ 
listics, war wounds, radiobiology, defense measures 
to chemical and biological warfare, aviation medi¬ 
cine, management of mass casualties, civil defense 
responsibilities of the medical profession, infectious 
disease problems in disaster situations, and others. 

Tlie national coordinator of MEND has an office 
at the Bureau of Medicine and Surgery, Depart¬ 
ment of the Na\y, Potomac Anne.\, Washington 
25, D, C. 

AREAS ALLIED TO MEDICINE 

SCHOOLS FOR MEDICAL RECORD LIBRARIANS 

The Council has worked closely with tlie Ameri¬ 
can Association of Medical Record Librarians since 
1942 in the development of criteria for and evalua¬ 
tion of educational programs in medical record 
library’ science. Initial and continued approvals of 
schools are considered by the Council on the basis 
of tlie recommendations of the Committee on Edu¬ 
cation and Registration of the American Association 
of Medical Record Librarians, which has an able 
education director who makes periodic survey- 
visits to schools. Significant studies to further ad¬ 
vance training in the field are being carried out 
effectively by the American Association of Medical 
Record Librarians. 

Revision of the curriculum currently recom¬ 
mended by the Council and the American Associa¬ 
tion of Medical Record Librarians is under active 
consideration. Revisions will be gradually imple¬ 
mented and based upon studies which will not be 
completed for several years. The following is 
abstracted from the statement of the American 
Association of Medical Record Librarians on one of 
the studies, “The Functions and Education of Medi¬ 
cal Record Personnel” carried out by the University 
of Pittsburgh: 


To implement the recommendations of the study, the 
American Association of Medical Record Librarians propose.s 
to utilize its education consultant, education director and 
Education and Registration Committee to develop a detailed 
sample curriculum along the lines proposed to submit to 
academic institutions interested in establishing medical 
record science programs. It is suggested that for purimses of 
evaluation, this method of education be tried in a limited 
number of colleges and universities. 

Tlie proposed curriculum, however, varies radically in its 
approach to teaching medical record pensonnel from that 
currently being used in e-visting schools. To familiarize direc¬ 
tors and instructors with all types of teaching methods, and, 
also, to develop cooperatively more and better teaching mate¬ 
rials, the Association plans to expand its present program of 
workshops. It proposes, also, to recommend revision of the 
Essentials for an Acceptable School for Medical Record Libra¬ 
rians (to the Council on Medical Education and Hospitals). 
As they stand, these Essentials not only preclude the curricu¬ 
lum recommended by this study, but they also conflict svifh 
the academic requirements of those colleges and universities 
which at the present time are affiliated with medical record 
librarian schools. 

The Association appreciates that the proposals so far dis¬ 
cussed are long range in nature and cannot immediately 
meet the acute sliortago of trained medical record personnel. 
Accordingly, it proposes an accelerated in-service training 
program for medical record personnel which will improve tlie 
skill of untrained workers but will in no way produce pro¬ 
fessional medical record librarians. 

As of June 30, 1958, there were 30 approved 
schools. Student enrollment increased in 1957 to 
161 students in the senior class of degree programs 
and in certificate programs, which represents an 
11% increase over 1956. Tliere was a training capac¬ 
ity for 212 students in these programs, but three 
schools had no students enrolled during 1957. Ac¬ 
cordingly, the occupancy rate was 40% for the senior 
class of 9 degree programs with senior students in 
1957 and 85% in the 19 active certificate programs. 
Since students were separately enrolled in both 
programs offered by one school, students were 
enrolled in 28 programs offered by 27 schools. The 
number of graduates for six degree programs was 
34. In addition, there were 105 graduates from 20 
certificate programs or a total of 139 graduates from 
25 schools in 1957. 

Approved schools offer curricula which include 
theoretical instruction and practical training in hos¬ 
pitals. Mhen the hospital training is sequentially 
and properly integrated with collegiate studies, a 
degree is available after four years of study. Among 
the 10 schools offering degree programs, 7 admit 
qualified high school graduates, and 3 schools offer 
a curriculum of 12 months’ duration with admission 
requirements of three years of preparatory colleg¬ 
iate preparation. In the 21 schools offering certificate 
programs of one year’s duration, 15 require two 
years of college prior to admission. All but two of 
these 17 schools xvill also admit graduates from an 
accredited school of professional nursing of at least 
three years’ duration. A college degree is required 
for admission into four certi&ate programs. Lists 
of approved schools are available from the Council. 
Applicants should write directly to' the Medical 
Record Librarian-Director of the School. 
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Schools conducting degree programs usually be¬ 
gin in June, and the majority of certificate programs 
admit students in September. Tuition ranges from 
$66 to several hundreds of dollars per year, and one 
school requires none. Application for approval by a 
hospital or university should be made to the Coun¬ 
cil on Medical Education and Hospitals of the 
American Medical Association. 

SCHOOLS FOR MEDICAL RECORD TECHNICIANS 

Schools for medical record technicians are con¬ 
ducted to train the medical record technician who, 
working under the supervision of a qualified med¬ 
ical record librarian or a medical record committee, 
performs the technical tasks associated with the 
maintenance and custody of medical records. 

As in the case of schools for medical record 
librarians, the Council has developed educational 
criteria for and evaluates schools in close collabora¬ 
tion with the American Association of Medical 
Record Librarians. 

The training of medical record technicians should 
be conducted in acceptable general hospitals hav¬ 
ing a minimum of 4,000 annual admissions. These 
admissions should include an adequate distribution 
of patients in the various clinical services commonly 
found in general hospitals. Candidates for admis¬ 
sion to an approved school should be proficient in 
typing and preferably also in shorthand. They 
should have completed the requirements for high 
school graduation or should have passed a college 
entrance examination for admission to an accredited 
college or university. The minimum length of train¬ 
ing is nine months and should include theoretical 
instruction in anatomy, medical terminology, and 
medical records, with additional practical training 
in admitting and discharge procedures, indexing, 
preparation of reports, and other activities asso¬ 
ciated with the medical record department. 

There are 11 hospitals approved by the Council 
for. training medical record technicians. These 
schools reported a training capacity for 73 students 
with an enrollment of 58 students and 37 graduates 
in 1957. Data for 1956 are 10 schools with a training 
capacity for 69 students, an enrollment of 55 and 
37 graduates. Qualified high school graduates are 
■ accepted for courses of from 9 to 12 months’ dura¬ 
tion. 

Hospitals should apply to the Council on Medical 
Education and Hospitals for approval. Special forms 
will be supplied for this purpose, and, when the 
required information has been received, the pro¬ 
posed training program will be reviewed in collab¬ 
oration with the Committee on Education and Reg¬ 
istration of the American Association of Medical 
Record Librarians. The institutions applying for 
Council approval will, in all instances, receive full 
information and every possible assistance in the 
planning and development of training programs in 
accordance with present standards. There continues 
to be an acute shortage of qualified medical record 
librarians and medical record technicians. Excel¬ 
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lent opportunities exist for graduating students. 
Inquiries on career opportunities, registration, and 
accreditation of qualified medical record personnel 
should be addressed to the American Association of 
Medical Record Librarians, 510 N. Dearborn St., 
Chicago 10. 

SCHOOLS FOR MEDICAL TECHNOLOGISTS 

In its continuing efforts to assist hospitals in tlie 
development of training programs for medical 
technologists, the Council cooperates closely with 
the American Society of Clinical Pathologists, the 
Board of Schools of Medical Technology, the Board 
of Registry of the Society, and the American So¬ 
ciety of Medical Technologists. The board of 
schools was established by the society in 1949 to 
serve as the major advisory body to the Council in 
all matters relating to standards and the evaluation 
of educational programs. Revisions of the standards 
occurred in 1941, 1943, 1947, 1949, 1953, and June, 
1958. The significant revision is that, effective Jan. 
1, 1962, entrance requirements will be increased 
from txvo to three years of pretechnical collegiate 
education. No major change has been made in the 
12 months’ technical curriculum in the hospital. It 
is expected that the third year of college will pro¬ 
vide emphasis on general education yet also afford, 
in appropriate balance, selected courses to broaden 
the students’ science background. Schools not cur¬ 
rently afiBliated ivith colleges and universities are 
encouraged to consider affiliation or affiliations 
whereby a consecutive educational sequence of 
three years of college and one year of hospital train¬ 
ing will lead to a baccalaureate degree. While such 
affiliation is not required, it is encouraged on the 
basis of the inherent educational benefits to students 
and faculties and the favorable experience of cur¬ 
rently affiliated hospital schools. 

As of June 30, 1958, there were 681 approved 
schools, or an increase of almost 4% over the 656 
schools approved in 1957. Enrollment increased 6% 
to 3,099 students in 1957 and the number of grad¬ 
uates was 2,285, which represents a 7% increase 
over 1956. With a student capacity of 5,186, the 
occupancy rate in 1957 was 60%. The increases in 
student enrollment and number of graduates reflect 
the effective recruitment program of the National 
Committee for Careers in Medical Technology 
sponsored by the College of American Pathologists, 
American Society of Clinical Pathologists, and 
American Society of Medical Technologists and the 
concerted recruitment activities of the faculties of 
approved colleges and universities. 

Eighty per cent, or 545 training programs, base 
admission on two years of college; 90 (13%) re¬ 
quire three years of preclinical college education; 
and 46, or 7%, require a baccalaureate degree for 
admission. 

The number of hospital schools with college or 
university affiliations continues to increase. In 1957, 
a total of 490 hospital schools (72%) had college 
or university affiliations. Such affiliations as noted 
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above arc strongly encouraged since they stimulate 
the development of well-organized training pro¬ 
grams suitably integrated with the college curricu¬ 
lum and also serve as a continuing source of 
students. If properly integrated, a degree is avail- 
.ablc upon completion of three years of college 
education followed by one year of hospital training 
in 452 (66%) of the 681 approved schools. Active 
liaison between the hospital and the affiliated col¬ 
lege is strongly recommended through regularly 
scheduled meetings of an advisors' or coordinating 
committee comprised of representatives from each 
faculty. 

The minimum duration of the hospital course 
acceptable for appros'al is 12 months. Ninety per 
cent, or 616 schools, offer a course of 12 months’ 
duration. The remaining 10% of the programs vary 
from 12'/f: to 36 months in length. Tuition is re¬ 
quired by 158 ( 23%) and a minimal breakage fee 
by 67, or less than 10%, of the schools. Students 
receis'e a stipend in 370 (54%). All states, the 
District of Columbia, the Canal Zone, Hass'aii, and 
Puerto Rico have appros'ed schools. Interested high 
school students should apply to accredited colleges 
and universities of their choice; those students in 
college or with collegiate backgrounds should ap¬ 
ply to the pathologist-director of the laborator)' 
school of their choice. Lists of approved schools of 
medical technology, which indicate those schools 
that have college affiliations, are available from the 
Council. 

Application for appro\'al of a school for the train¬ 
ing of medical technologists should be made to the 
Council on Medical Education and Hospitals of the 
American Medical Association. Forms will be sup¬ 
plied for this purpose on request and should be 
completed by the director of the laboratorj' request¬ 
ing this approval. Inquiries regarding the registra¬ 
tion of qualified medical technologists should be 
addressed to the Board of Registry of Medical 
Technologists, 611 W. Howard St., Post Office Bo.x 
44, Muncie, Ind. 

SCHOOLS FOR OCCUPATIONAL THERAPISTS 

Through a cooperative liaison which began in 
1933 on the request of the American Occupational 
Therapy Association, the Council has developed 
standards for the education of occupational thera¬ 
pists. Tliese were initially adopted by the House of 
Delegates in 1935, and subsequent revisions have 
been approved in 1938 and 1949. Recommendations 
for periodic revisions of standards and on initial 
and continued approvals of curricula are submitted 
to the Council by two advisory groups, the Advisor}' 
Committee on Occupational Therapy Education of 
the Council on Medical Education and Hospitals 
and the Council on Education of the American 
Occupational Tlierapy Association. The recently 
appointed advisory committee consists of nine 
physician members nominated by national organi¬ 
zations in the fields of chest diseases, general sur¬ 
gery, internal medicine, neurology, orthopedic 


surgery, pediatrics, physical medicine and reha¬ 
bilitation, psychiatry, and medical education. In 
addition, there are three occupational therapist 
members nominated by the American Occupational 
Therapy Association, and its Director of Education 
serves as a consultant. Surveys of schools are con¬ 
ducted by joint physician-therapist teams and sub¬ 
mitted to the advisory groups which formulate 
recommendations for final action by the Council. 
Conferences and basic studies are being carried out 
by the American Occupational Tlierapy Association, 
with the assistance of other organizations, to fur¬ 
ther advance educational opportunities in the field. 

As of June .30, 1958, there were 29 approved 
schools, 1 of which was on a stand-by basis during 
1957. Statistics for total degree and certificate stu¬ 
dent enrollment and graduates for the academic 
years 1956, and 1957 and 1958 based upon data 
submitted to the American Occupational Therapy 
Association are shown in table 57. 

Training for an occupational therapist includes a 
good general collegiate education coordinated \vith 
theoretical and technical instruction in occupational 
therapy and supervised clinical jrractice in hospi¬ 
tals. Certificate and/or degree recognition are 
available, and those so recognized have equal pro- 

Table si .—American Occupational Therapy Association 
Statistics for Total Degree and Certificate Student Enrollment 
and Graduates for the Academic Years 1956-1958. 

Total student 

Year Knrollinent Grn<iiinte« 

. 4,003 400 

Ifl-'i*. 4 ,.'k1J 400 

. 4,043 .*.11 

fessional status. Programs leading to a baccalaur¬ 
eate degree are generally of four years duration, and 
schools offering this curriculum accept qualified 
high school students and transfer students. Certifi¬ 
cate programs are predominantly 18 months in 
duration and accept students with a baccalaureate 
degree. However, since universities have individual 
policies on transfer students, interested under¬ 

graduates are encouraged to contact schools of their 
choice early in tlieir collegiate careers to determine 
admission requirements for the certificate and/or 
degree programs in a given school. Tuition in all 
teaching centers closely parallels college fees. Most 
courses begin in September or February. Lists of 
approved schools are available from the Council. 

Application by schools for approval of an educa¬ 
tional program in occupational therapy should be 
made to the Council on Medical Education and 
Hospitals of the American Medical Association. 
Forms will be supplied for this purpose on request. 
They should be completed by the administrator of 
the institution requesting approval. Inquiries re¬ 
garding career opportunities in the field of occupa¬ 
tional therapy and the registration of qualified 
therapists should be addressed to the American 
Occupational Therapy Association, 250 W. 57th 
St., New York 19. 
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SCHOOLS FOR PHYSICAL THERAPISTS 

On the request of the American Physical Tlierapy 
Association, the Council developed standards that 
were adopted by the House of Delegates in 1936. 
The Council, in cooperation with its advisory 
groups, the Council on Physical Medicine and 
Rehabilitation of the American Medical Association 
and the American Physical Therapy Association, has 
periodically submitted revised standards to the 
House of Delegates, which were adopted in 1943, 
1949, and 1955. In 1955, die Council on Physical 
Medicine and Rehabilitation became the Council 
on Medical Physics, with which there continues 
close liaison on matters pertaining to physical 
therapy but which no longer functions in an ad- 
visory capacity on physical therapy education. 
Applications of new schools are reviewed in col¬ 
laboration with two groups, the Advisory Com¬ 
mittee on Physical Therapy Education of the 
Council on Medical Education and Hospitals and 
the American Physical Tlierapy Association. The 
Advisory Committee on Physical Therapy Educa¬ 
tion consists of nine physician members who are 
nominated by national organizations representing 


Table 58.—American Physical Therapy Association Statistics 
for Degree and Certificate Enrollment for the 
Academic Years 1956-1957 


Year and Class 

Schools 

Reportiny, 

No. 

Senior (Det’rce) 
and Certificate 
Students 
Enrolled, 

Xo. 

Gnuluates, 

Total 

Xo. 

1930 Senior . 

19ri(> Certtfleate . 

:::: -3 


7«I 

1937 Senior. 

.... u 



Certificate . 

30j 




■.the fields of physical medicine and rehabilitation, 
orthopedic surgery, psychiatry and neurology, in¬ 
ternal medicine, pediatrics, general surgery, and 
medical education. In addition, tliere are three 
members who are physical therapists, two nomi¬ 
nated by the American Physical Tlierapy Associa¬ 
tion and one nominated by the American Registrj' of 
Physical Therapists. The senior educational con¬ 
sultant of the American Physical Therapy Asso¬ 
ciation attends meetings as a consultant. Surveys of 
new and existing schools are conducted by joint 
physician-dierapist teams and recommendatorj' ac¬ 
tion submitted by the advisory groups to the Coun- 
cil for action. Active liaison which the medical di¬ 
rectors, therapist educational administrators, and 
other members of the teaching faculties in approved 
schools is being implemented through more fre¬ 
quent periodic surveys. 

As of June 30, 1958, tliere were 37 approved 
schools. On the basis of data reported to the Ameri¬ 
can Physical Therapy Association, fall enrollment 
statistics for die senior class of degree programs 
and for the certificate programs and the number of 
graduates for 1956 and 1957 are shonm in table 58. 


Certificate and/or degree recognitions in physical 
therapy are available, and those so recognized have 
equal professional status. Most schools offer both 
degree and certificate programs, and either or both 
recognitions are available, depending upon a stu¬ 
dents preparatory collegiate education. Certificate 
programs are usually 12 montiis in duration. Tlie 
courses are open to students with two or three 
years of college or those who have graduated from 
a nationally accredited school of professional nurs¬ 
ing of at least three years’ duration. The majority of 
degree programs are four years in length and 
admit qualified high school graduates and transfer 
students. Interested undergraduates are encouraged 
to contact the school of their choice early since 
admission and transfer requirements vary. Tuition 
varies in accord witli university fees and the ma¬ 
jority of courses begin in September and Februar)'. 
Lists of approved schools are available from the 
Council. 

Application for approval should be made to the 
Council on Medical Education and Hospitals of 
the American Medical Association. Forms will be 
supplied for this purpose on request. They should 
be completed by the administrator of the institu¬ 
tion requesting this approval. Inquiries regarding 
voluntary' registration of qualified therapists should 
be addressed to the American Registry of Physical 
Tlierapists, 30 N. Michigan Ave., Chicago 2. In¬ 
formation on requirements for state registration or 
licensure is available from the Board of Examiners 
of the states concerned. Inquiries regarding careers 
in the field of physical therapy should be addressed 
to the American Physical Therapy Association, 1790 
Broadway, New York 19. 

SCHOOLS FOR X-RAY TECHNICIANS 

The Council has been ably assisted by the 
American College of Radiology, the American Reg¬ 
istry of X-ray Technicians, and the American So¬ 
ciety’ of X-ray' Technicians in revising criteria for 
training and evaluating educational programs in 
.x-ray technology. Tliese advisory groups partici¬ 
pated in the most recent revision of the standards 
adopted by the House of Delegates in December, 
1955. Particularly encouraged is progressive train¬ 
ing in radiation tlierapy to afford students at least 
one month’s practical experience intramurally or 
through affiliation. 

Schools making application for ayiproval are sur¬ 
veyed by state and regional councilors appointed by 
the American College of Radiology. Radiologists 
appointed by the College also periodically resurvey 
approved schools, and these radiologists are cur¬ 
rently revisiting approved schools. Their tremendous 
and voluntary contribution of time and experience 
are a major asset in the program. All data are 
evaluated by the Committee on Technician Affairs 
of the American College of Radiology and recom¬ 
mendations submitted to the Council for final 
action. 
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A.S of June 30, 19.58, there were 557 schools ap¬ 
proved by the Conncil for training x-ray tech¬ 
nicians, which represents an increase of almost 8% 
over the 517 approx’cd in 1957. Enrollment for 1957 
increased 901 or 28%, to a total of 4,113 students. 
The training capacity increased 22% in 1957 over 
1956 to a total of 4,848. The number of graduates 
increased 7% to a total of 2,109 in 1957. 

The minimum admission requirement is high 
school graduation, A total of 539 schools (97%) 
admit students directly out of high school, 13 
schools (2%) require one year of college, 4 schools 
(1%) require tu’o years of college, and one school 
accepts only registered nurses. 

The length of training in 335 (60%) is 24 months, 
12 months in 129, (24%), 18 months in 59 (10%) 
and varies from 13, 14, 15, 36, and 48 months in 5%. 
Fi\’e schools offer two courses of 12 or 24 months 
duration. Tuition is required by 193 (35%) and 73 
pay students a stipend. Collegiate afRliations have 
been established by 181 (35%) of approved schools. 
Students should apply directly to the radiologist- 
director of an approved school. Lists of appros'cd 
schools are as’ailablc from the Council on request. 

Applications for appro\’al of schools of x-ray 
technology should be submitted to the Council on 
Medical Education and Hospitals of the American 
Medical Association, 535 N. Dearborn St., Chicago 
10. Inquiries regarding registration of qualified 
x-ray technicians should be addressed to the 
American Registry of X-ray Technicians, Metro¬ 
politan Building, Nlinneapolis 1. 
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THE PURPOSE OF A MEDICAL SCHOOL 



N THEIR introductory statement Sheehan 
and Taylor ’ indicated that the training of 
the physician, the search for new knowl¬ 
edge, and the care of the sick are the 
inseparable threefold facets which constitute the 
mission of a medical school. It is only tlirough 
long training in the scientific methods of investiga¬ 
tion and by actual care of patients that medicine 
can be passed on to succeeding generations. Re¬ 
search, which is the background of progress in med¬ 
icine, turns to the medical school for its investiga¬ 
tors and to patients for its problems, with the future 
of medical care dependent on the production of a 
continuing supply of physicians and the potentialities 
of new discovery. “The purpose of a medical school 
. . . can only be achieved by endeavor in all three 
directions—medical education, research, and com¬ 
munity cai-e—and they must be carried on simulta¬ 
neously, for they are wholly dependent upon each 
other, not only for inspiration but for their very 


means of success.” 

Every school has the duty and obligation to strive 
for excellence in each of its three functions to the 
extent of its individual potentials. There can be no 
question but that the quality of medical education 
and research determine the standard of medical 


care which the nation is to enjoy. It is also true that 
medical care will be only as good as the men and 
women who are responsible for it. Tlrus, in the over¬ 
all chain of responsibility leading to the objective of 
preparing medical students, interns, residents, and 
graduate physicians to render the best possible 
medical care, the medical schools play key roles as 
guardians of the health of the community. 


1. Sheehan. D., .nnd T.iylor, H. C., Jr.: Introduction to Mission of 
Medical School, cd. 2, rcr-ised. New Y'ork, New Y'ork Universits- Press, 
1950. 
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If this guardianship is to be full)’ effective it is 
essential that those responsible for the conduct oE 
modem medical schools recognize the continuing 
challenge with which they are confronted. To male 
the role of the medical schools achieve maximum 
potential it is vitally important that the medical 
profession recognize and support the efforts of the 
schools to meet the challenges presented to them by 
these threefold areas of responsibility. 

The past two generations have witnessed such 
rapid strides in medical knowledge that the veq 
nature of medical practice and many phases of 
medical education have been altered. At the present 
time there is every reason to believe that the ne.\t 
two generations will rntness even greater advances 
in knowledge and continuing dramatic changes in 
medical practice. Medical education will face chal¬ 
lenges to test the ingenuity and imagination of its 
most outstanding leaders. Many diseases common 
three decades ago are rarely observed today, while 
others present increasingly frequent and provoca¬ 
tive problems. Along with the changing panorama 
involved in prevention, diagnosis, and therapy there 
are also the tremendous challenges presented by 
changing social and economic characteristics and 
trends which hold significant implications for medi¬ 
cal care and medical education. It is of great impor¬ 
tance that these problems and challenges be as 
clearly defined as the changing scene permits and 
that they be objectix’ely studied in proper perspec¬ 
tive. Their solution should be continuously sought 
through the mutual efforts of all individuals and 
organizations concerned with medical education, 
research, and care. One of the major puiposes of a 
medical school should be to endeavor to inculcate 
in its faculty and in the students who represent the 
physicians of the future an acceptance of the con¬ 
stancy of change and the challenge for constructive 
adventure which it affords if medical education and 
medical care as well as research are to effectively 
meet the needs of the changing scene. 

THE FULL-TIME FACULTY DEFICIT 

During the past several years the annual rejrort 
on Medical Education in tlie United States and 
Canada has included an analysis of the budgeted, 
unfilled full-time faculty’ positions in medical 
schools in the United States. The report for last 
year indicated a total of 331 such vacancies for 
1956-1957, an increase from 258 in 1954-1955 and 
from 251 in 1955-1956. Tables 16 and 17 in the text 
of this report present a departmental analysis of 
both new and old budgeted unfilled full-time fac¬ 
ulty positions, which total 619 for 1957-1958. This 
increase of approximately 90% of such vacancies 
in the interval of a single year presents a problem 
of major concern to medical education. Its magni¬ 
tude, unless the trend is reversed, has developed 
to the point where it may jeopardize certain aspects 
of medical education, research, and care in the 
period that lies ahead. 








Vol. 108, No. 11 


EDITORIALS AND COMMENTS 


1549 


Although sonic of the increase in budgeted, un¬ 
filled full-time faculty positions represents addi¬ 
tional needs presented by newly developing institu¬ 
tions, this circumstance accounts for a relatively 
small number of the vacancies reported. In 1957- 
1958 all newly budgeted unfilled full-time positions 
totaled 196, of which 71 were in the basic medical 
sciences and 125 in the clinical areas. This repre¬ 
sented a total increase of 48 over the 148 reported 
in 1956-1957 when there were 55 such vacancies 
in the basic medical sciences and 93 in the clinical 
departments. The major, and most alarming, aspect 
of the current report for 1957-1958 lies in the num¬ 
ber of old (not newly created) budgeted, unfilled 
full-time faculty positions. In the basic medical 
sciences the number had increased to 168 for 1957- 
1958 as compared to 89 in 1956-1957. In the clinical 
departments there were 255 such unfilled positions 
in 1957-1958 compared to 94 in 1956-1957. 

Those concerned with medical education are con¬ 
fronted with a challenge necessitating serious analy¬ 
sis, together with the development of the means 
of resolving this problem in the future. There is 
general indication of the need for increasing facili¬ 
ties for medical education which will reflect itself 
in the need for larger numbers of adequately 
qualified full-time faculty personnel in both basic 
medical science and clinical areas. Thus, medical 
education finds itself on the horns of a dilemma 
with tlie medical schools now in operation unable 
to fill the e.'dsting full-time faculty positions while 
at the same time advocating the development of 
new schools which will necessitate many additional 
full-time faculty personnel. 

What has been responsible for this problem? 
Why are so many budgeted full-time faculty posi¬ 
tions unfilled? What can be done to reverse the 
trend of the past few years and eventually to re¬ 
solve the personnel problem it has created? These 
and many associated questions merit careful study 
and require definitive action. There are more peo¬ 
ple engaged in medical research today than ever 
before but the competition for qualified personnel 
in this area constantly increases. The tremendous 
e.\-pansion of research programs in such organiza¬ 
tions as the Public Health Service (National Insti¬ 
tutes of Health), tire pharmaceutical industry, and 
other organizations have presented competitive 
opportunities for personnel in basic sciences. Eco¬ 
nomic competition in tlie form of laboratory' activi¬ 
ties or private practice undoubtedly continues to 
play a significant role. With due regard to these 
and other factors, the fact remains that the problem 
of obtaining and maintaining adequate full-time 
faculty personnel for tliose disciplines where such 
personnel are essential to the teaching and research 
activities of modem medical schools represents a 
constant and increasingly difificult challenge. Fail¬ 
ure to meet it may seriously interfere with the 
ability of medical education to maintain and ad¬ 
vance its standards as well as prevent the success¬ 


ful expansion and development of needed new 
facilities. The challenge is one that cannot be ig¬ 
nored. 

BALANCES TO BE CONSIDERED IN INTER¬ 
NATIONAL EDUCATIONAL EXCHANGE 
OF MEDICAL STUDENTS 

In its presentation of the section of the annual 
report on medical education dealing with Interna¬ 
tional Educational Exchange in Medicine, the Coun¬ 
cil on Medical Education and Hospitals has pub¬ 
lished two tables (47 and 49) which are worthy of 
careful thought. Tlie data in these tables indicate 
that for every foreign student receiving his basic 
medical education in the United States, there are 
seven United States students undertaking medical 
studies outside of this country' and Canada. 

In all fields of higher education, the quality of the 
students and the educational program are of major 
significance in determining the level of educational 
objectives that can be achieved. Because of tlie close 
relationship between the product of medical educa¬ 
tion, tlie physician, and the health and welfare of 
the public, there must be a peculiar concern w'ith 
these qualitative factors in medicine. 

Admissions policies of medical schools in the 
United States generally make it difficult for any but 
unusually competent students from otlier countries 
to be accepted. The foreign student who gains a 
position in a United States medical school \%’ins that 
place by successfully competing with United States 
students and, because of restrictions of admissions 
policies, most often he has competed mth the more 
able United States students. Thus, the relatively' 
few foreign students in United States medical 
schools in general represent a rather high quahty of 
scholastic achievement and potential. Their aca¬ 
demic achievement can usually be judged against a 
familiar y'ardstick since they commonly have had at 
least a part of their college preparatory studies in 
the United States. 

Since World War II, in comparison with foreign 
students enrolled in United States medical schools, 
there has been an increasingly large number of 
United States students studying medicine abroad. 
In the years immediately after the war, the numbers 
of United States students seeking careers in medi¬ 
cine exceeded the available positions in our schools. 
During this period, there undoubtedly were many' 
students who, although quahfied for medical study 
by' our usual standards, could satisfy their career 
plans only by' gaining admission to medical schools 
in other countries. In the past six years, on a na¬ 
tional basis, the number of quahfied students desir¬ 
ing places in our medical schools has not been e.x- 
cessive to the number of places available. 

In tire face of this relative equilibrium between 
United States medical school positions and students 
interested in and competent for medical study'. 
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there continues to be a growing number of Ameri¬ 
can citizens undertaking basic medical study abroad. 
Undoubtedly, a portion of these students are pri¬ 
marily motivated by a desire to join preparation in 
medicine with the opportunity for cultural enrich¬ 
ment afforded by foreign study. On tire other hand, 
it seems likely that many of the American students 
enrolling in foreign medical schools do so because 
they have not been considered fully qualified for 
admission to medical schools in this country. Of the 
many inquiries received by the Council on Medical 
Education and Hospitals from students contemplat¬ 
ing medical study outside tire United States and 
Canada, it has commonly been evident that the in¬ 
quirer has made earlier, unsuccessful attempts to 
enter medical schools in this country. 

The stakes in the international e.vchange of stu¬ 
dents, when considered in their broadest implica¬ 
tions, are of imposing significance. Medical ex¬ 
change involves not only these broad political and 
cultural considerations but also the narrower, yet 
very important, consideration of the immediate and 
future impact of the exchange on health care. At 
the medical student level, there may be reason for 
concern that our side of the balance as the sending 
nation is maintained more by quantitative weight 
than the receiving side of the balance, which ap¬ 
pears to be weighted more by qualitative factors. 

FUNNEL CHEST 

References to funnel chest in the literature are 
increasing because of a change in attitude toward 
indications for operative treatment and some con¬ 
troversy regarding the best type of operation. This 
apparently hereditary anomaly results from a failure 
of normal development of the anterior portion of 
the diaphragm. Earlier writers considered attempt¬ 
ing surgical correction only in patients who showed 
evidence of cardiorespiratory embarrassment, but 
with modern advances in chest surgery the indica¬ 
tions have been greatly liberalized. Although im¬ 
provement of the appearance of the chest may not 
he very important in itself, Sutherland' called 
attention to the bad psychic effects in a child of 
having a deformity that is all too obvious in a 
gjunnasium or natatorium. These children become 
shy, withdrawn, and depressed. The rapid improve¬ 
ment in personality after surgical correction is 
itself a sufficient justification of the procedure. 

In addition to psychic symptoms funnel chest is 
associated with such postural disorders as an upper 
thoracic kyphosis, protuberant abdomen, and for¬ 
ward displacement of the neck and shoulders. In 
severe cases the patient cannot cough effectively 
and so becomes prone to chronic bronchitis and 
bronchiectasis. If not corrected the deformity slow¬ 
ly progresses throughout childhood, and the heart 
becomes displaced to the left. Functional murmurs 


and cardiac arrhytlimia are commonly observed 
and the electrocardiogram shows right axis devia- 
tion.“ Although pulmonary function is not severely 
hampered, these patients often have poor physical 
endurance. Surgical correction not only relieves 
cardiorespiratory embarrassment when present but 
also improves posture if performed at an early 
enough age. Although patients may be operated 
on for this condition at any age, the operation for 
infants devised by Brown has been generally aban¬ 
doned. Ravitch stated that the earlier the condi¬ 
tion is corrected the better, the youngest patient in 
this series being 3 months old. Others ' preferred 
to wait until the child is between 3 and 5 years 
of age. 

Sutherland found that preoperative physiother¬ 
apy and postural corrective measures were of little 
or no value. He stated that in children 3 to 5 years 
of age if the deformity is not too severe it is neces¬ 
sary only to divide the xiphoid and the strong 
retrosternal ligaments from the sternum. In older 
children a wedge-shaped osteotomy is performed 
at the point of sternal angulation sufficient to pro¬ 
duce a slight over correction. The periosteum is 
sutured and with healing the overcorrection dis¬ 
appears. Ravitch stated tliat no external traction is 
needed in children. He resected from three to five 
costal cartilages bilaterally. Holmesdid not resect 
the costal cartilages but restored their normal 
shape by means of wedge osteotomies at the costo¬ 
chondral junctions and used a Steinmann pin to 
maintiiin external traction. In his series Daniel " 
used external fixation on the first two patients then 
gave it up as wholly unnecessary. Although either 
a transverse or a midline incision may be used 
Baronofsky" stated tliat a transverse incision under 
the breasts gives the most inconspicuous scar and 
has less of a tendency to keloid formation than a 
longitudinal scar. 

Sutherland encouraged deep breathing exercises 
as soon as the child came out of anesthesia and this 
was continued twice daily. He stated that the chest 
wall was firm in two weeks, after which postural 
exercises should be given for a prolonged period. 
In addition to improvement in posture and mental 
outlook these children show a marked increase in 
exercise tolerance. Their dyspnea and cardiac 
arrhythmia disappears. These results more than 
justify the operation. 

1. Sutherliind, I. D.; Funnel Chest, J. Bone & Joint Surg. 40:244- 
251 (May) 1958. 

2. Vopl, A., and El^bach. P.; Cardiac Displac'cment in Pectus 
ETCavatum, Ann. Int. Med. 47:145-152, July, 1957. 

3. (a) Ravitch, M. M.: Operative Treatment of Pectus Excavatiini, 
Ann. Surg. 139:429-444 (April) 1949; (h) Pectus Excavatum ami 
Heart Failure, Surgery 30:178-194 (July) 1951. 

4. (n) Holmes, C. L.: Pectus Excavatum, J. Thoracic Surg. 03:321- 
329 (March) 1957. (h) Rehbein, F., and Wernicke, H. H.: Operative 
Treatment of Funnel Chest, Arch. Dis. Childiiood 33;5-8 (Feb.) 
1957. 

5. Daniel, R. A., Jr.; Surgical Treatment of Pectus Excavatum, J* 
Thoracic Surg, 33:719-725 (June) 1958. 

6. Baronofsky, I. D.: Technique for Correction of Pectus Excavatum, 
SuTger>’ 43:884-890 (Nov.) 1957. 
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STATEMENT REGARDING H. R. 12738, 85TH 
CONGRESS, APPROPRIATION FOR MILITARY 
DEPENDENTS BEFORE SENATE 
COMMITTEE ON APPROPRIATIONS 

I am Dr. Hugh H. Mu.sscy of Washington, D. C., 
Dean of Georgetown University Medical Scliool. I 
am appearing here today as a member of the Board 
of Trustees of tlie American Medical Association 
to discuss the medical care program for the de¬ 
pendents of members of the uniformed services. 
Since the inception of tlic program, I have been a 
member of the Department of Defense Depend¬ 
ents' Medical Care Advisory Committee. 

As passed by the House of Representatives, 
Section G3S of H. R. 12738, 85th Congress, the De¬ 
partment of Defense appropriation bill contains a 
ceiling on expenditures which we feel could de¬ 
stroy the Medicare program. It appears from the 
printed Hearings of the House Appropriations Com¬ 
mittee that the inclusion of this section was recom¬ 
mended in an effort to force the Defense Depart¬ 
ment to care for more dependents in military med¬ 
ical facilities where, the committee stated, the cost 
would be considerably less than in civilian facilities. 
Later in this testimony, we shall point out that it 
has not been established that militar)' dependent 
medical care can be provided more reasonably 
than civilian care. 

Officers in charge of Medicare have concluded 
that administering the program under the present 
language of the appropriations bill would be ex¬ 
tremely difficult, if not impossible. In any event, 
they report that tlie inclusion of the section would 
necessitate many major reductions in the benefits 
now offered to tlie thousands of dependents who 
live too far away from military bases to be cared 
for in military facilities. 

As developed in the hearings, before pubh’c law 
569, 84tb Congress, was enacted, 40% of dependents 
were not receiving any form of medical care pro¬ 
vided by the government through the military pro¬ 
gram. Under the old program, therefore, there was 
a great disparity in the medical services being ob¬ 
tained by dependents of the members of the various 
uniformed services—indeed, even among depend¬ 
ents of members of the same service. 

It was pointed out by representatives of the De¬ 
partment of Defense that this disparity in benefits 
contributed to the expensive and rapid turnover 
of trained personnel in the uniformed services. 
Recognizing this problem. Congress stated in pub¬ 
lic law 569 that “the puipose of this Act is to create 
and maintain high morale throughout the uniformed 
services by providing ah improved and uniform 
program of medical care for members of the uni¬ 


formed services and their dependents.” This com¬ 
mittee has been advised by the Department of De¬ 
fense that, to date, public law 569 has achieved its 
purpose, and the Medicare program has brought 
about a definite improvement in the morale of all 
uniformed personnel, particularly those who are 
married. 

With some exception the American Medical As¬ 
sociation has been pleased, in general, with the 
way the Medicare program has progressed since it 
began. We believe the program has been successful, 
in large measure, because representatives of the 
armed forces and the medical profession have co¬ 
operated closely and because dependents of service 
personnel have been permitted to choose freely be¬ 
tween military and civilian sources of medical care. 

The total number of dependents cared for in 
both military and civilian programs showed an 
overall increase of 39% since the civilian program 
was enacted in 1956. 

In the first 18 months of die program, less than 
half of the dependents were cared for in cisilian 
facilities by private physicians. As reported in the 
House hearings, 43.6% of this group resided too far 
from a military facility; 14.9% required a type of 
care not available at the military facilitj'; for 12.8% 
the military facility was inadequate or over¬ 
crowded; 5% required emergency care; the re¬ 
maining preferred civilian facilities for diverse 
reasons, including those for whom civilian phy¬ 
sicians or hospitals were more convenient. 

"nie Department of Defense reported in the 
hearings before the House Appropriations Com¬ 
mittee that of the dependents receiving care in 
civilian facilities, 41.4% were maternity cases, 9.5% 
gynecological conditions, and 22.2% involved ton¬ 
sillectomies. The tonsillectomies performed in¬ 
cluded a very large backlog which existed when the 
program was first enacted. 

This same report showed that maternity and 
gynecological cases, according to several analyses 
of the Medicare program, constituted the major 
element of cost and frequency of utilization of both 
military and civilian facilities. 

On the question of comparative costs of medical 
care for dependents in uniformed services and ci¬ 
vilian facilities, it has been claimed in the House 
Appropriations hearings and before this committee 
that medical costs in the civilian program are far 
greater than in the military. We know of no valid 
studies that have been made by the Department of 
Defense which accurately compare these costs. To 
our kmowledge, the department has no cost ac¬ 
counting system which isolates the cost of medical 
care for the dependent patient, particularly the 
total overall costs of maternity and surgical care. 
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This committee’s attention should be called to 
the fact that outpatient care is not authorized on 
the civilian side of the program except for emer¬ 
gencies and obstetrics, although outpatient care is 
authorized in military facilities. Hence the doctors’ 
fees for surgery and deliveries, including preopera- 
.tive and postoperative care, and all outpatient care 
for obstetrics are charged against the per diem 
cost for a few days in civilian hospitals. For exam¬ 
ple, a physician’s delivery fee would be prorated 
against a four-day hospital stay, or $31 a day for 
physician’s services alone; whereas, he may have 
cared for this patient for nine months and will fol¬ 
low up the case later in his olBce—all for one fee. 

Obviously, when the Air Force states that it can 
provide care for additional dependents on the basis 
of $10 per day, and the Navy for $16, which we 
.must interpret to mean chiefly for obstetrics and 
surgery, they are not including outpatient prenatal 
and postnatal and preoperative and postoperative 
costs in arriving at these cost figures. Indeed, last 
year, as a result of similar claims made by the mili¬ 
tary services before the Appropriations Committees, 
the Bureau of the Budget, in reference to the cost 
of medical care in military facilities, stated in a 
letter of June 11, 1957: 

“The military hospital operating costs include 
only direct costs, omitting many items of expense 
which, for budget and management purposes, need 
not be included in a Federal cost reporting system. 
The rate of $27.50 per day established by the Bu¬ 
reau of the Budget for the purpose of reimburse¬ 
ment betsveen appropriations when dependents of 
one service are provided care in another service’s 
hospitals does not reflect the true hospitalization 
cost to the Government. 

“At least the following items of expense need to 
be added to arrive at an approximation of the full 
cost: depreciation of buildings and fixed equip¬ 
ment; outpatient care incidental to hospitalization; 
maintenance of a centralized procurement and 
depot system; maintenance of training facilities 
directed to increasing proficiency of hospital per¬ 
sonnel; and management and professional direction 
by headquarters’ staffs. While the Government is in 
effect a self-insurer against property and liability 
damages, such expenses cannot be excluded from a 
computation of total cost of patient care.” 

The Budget Bureau letter went on to say: 

“There should also be included the costs of fringe 
benefits provided personnel. Such benefits for mili¬ 
tary personnel include free life insurance, medical 
care for the serviceman and his dependents, non- 
contributory retirement, as well as a number of 
minor benefits which are not susceptible to cost 
analysis. The Government also contributes toward 
the retirement and life insurance of its civilian 
personnel. While we have included certain of the 
fringe benefits in our computations, you can.ap¬ 
preciate our concern that their costs not be re¬ 
garded as definitive. 
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“Working with limited information and conced¬ 
ing that cost analyses of these, axpenses are ml 
maintained, we have estimated that the above com¬ 
ponents of hospital expense contribute the follow¬ 
ing approximate amounts to the cost per patient 
day of providing care for dependents in military 
hospitals: depreciation, $1.25; outpatient care, 
$3.00; supply overhead, 0.45; education and train¬ 
ing, 0.85; headquarters overhead, 0,20; h'abilify and 
property insurance, 0.20; fringe benefits-life insur¬ 
ance, medical and dental care, and retirement- 
1.70, 0.45, and 0.50, respectively; total, $8.60. If 
these costs were added to the $27.50 uniformed 
service reimbursement rate, the total e.xpense would 
approximate $36.” 

At the meeting on May 9, 1958 of the Depend¬ 
ents’ Medicare Advisory Committee to the Secre¬ 
tary of Defense, a representative of the Bureau of 
the Budget reported that a survey was being com¬ 
pleted which would bring up to date the figures 
furnished last year. Since May, there has also been 
an additional cost factor to consider, based on the 
military and the civilian pay raises recently en¬ 
acted which will affect the estimates for these costs 
for fiscal year 1959. These studies by the Bureau 
of the Budget have now been completed and in¬ 
dicate that the per diem cost for a dependent pa¬ 
tient in military facilities will approximate $44. A 
copy of the Bureau of the Budget’s letter of June 
27, 1958 is attached for the committee’s informa¬ 
tion. I will appreciate your making it a part of the 
record. 

Whether or not the cost is higher in a civilian 
facility, and we do not feel that it is, the program 
nevertheless has done what the purely military 
medical program could not do—it has cared for 
those dependents not residing near a military in¬ 
stallation, others not residing with their sponsors, 
and those residing where adequate military facili¬ 
ties are not available. 

It has always been our belief that any Depend¬ 
ents’ Medical Care Program in the armed services 
should allow the dependent a free choice of phy¬ 
sician and hospital and should not be the basis for 
an expansion of military medical facilities. We have 
opposed such expansion of military medical fa¬ 
cilities and military medical care activities because 
of the resulting necessity for the drafting of addi¬ 
tional physicians under admittedly discriminatory 
legislation. In our opinion, if the present restrictions 
are retained in Section 633, both of these objectives 
would be defeated. 

We feel that if the Congress sees fit to continue 
to provide, or to expand, medical care for the de¬ 
pendents of members of the armed forces, the 
services of civilian physicians and hospitals should 
be used wherever possible, to be paid for at pre¬ 
vailing rates, with provision for free choice of phy¬ 
sicians. In our opinion, this is a sound, fair and 
workable position. It is one which has been tested 
and one which will benefit the service personnel 
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and their dcpendcnt.s, relieve the unnecessary strain 
on the military medical services, and aid in the 
orderly dcvelopmctrt of community medical services 
for all of the people. 

If the restrictions now in the bill are retained, 
tliere will also be a serious effect on service morale. 
In this connection, it .should be remembered that 
the Dependents’ Medical Care Act was instituted 
less than two years ago by the Congress primarily 
to attract and keep valuable personnel in the armed 
forces by giving them one of the fringe benefits 
that make business and industrial careers attiactive. 

This program, which is in the nature of a fringe 
benefit, whose purpose is to maintain high morale 
in the uniformed services and to encourage more 
men to enter and remain in a military career, should 
not be reduced or eliminated. We believe, with 
Secretars' Bmcker and the Department of Defense, 
that the action in setting a limitation on obliga¬ 
tions for civilian medical and hospital care for de¬ 
pendents could cause the eventual destruction of 
the Medicare program. 

It does not seem to us to be in the interests of 
National Defense to destroy one program in order 
to save 30 million dollars, while, at the same time, 
provide a military pay raise program costing 600 
million dollars when both programs have the same 
objective. 

We recommend, therefore, that Section 633 be 
eliminated from the House Defense Appropriation 
bill. 

Mr. Chairman, I thank you and the members of 
the subcommittee for the opportunity of appear¬ 
ing at this hearing. 


ANNUAL MEETING, ATLANTIC CITY, 

JUNE 8-12, 1959 

The Scientific Program for the Annual Meeting 
of the American Medical Association in Atlantic 
City, June 8-12,1959, is rapidly taking shape. There 
will be a full week of lectures, panel discussions, 
sj'mposiums, motion pictures, color television, and 
scientific exhibits. 

Tire lecture program for each section of the 
Scientific Assembly is prepared by the secretary of 
the section. A prospective participant should com¬ 
municate at an early date with the secretary of the 
section before which he wishes to read a paper. 
The deadline for submission of titles of papers is 
Dec. 15. 

The Scientific Exhibit is arranged by the Council 
on Scientific Assembly in cooperation with the 
Representatives to the Scientific Exhibit from the 
sections. Application blanks for space may be ob¬ 
tained from the section representatives or from the 
Secretary of the Council on Scientific Assembly. 
The deadline for submission of application is Jan. 
10, 1959, but applicants are urged to send in appli¬ 
cations as early as possible before that time. 


Application blanks for time on the motion picture 
program are available also and may be obtained 
from the Secretary, Council on Scientific Assembly. 
Films are subject to preview at the discretion of 
the Council. The deadline is Jan. 10, 1959. 

Following are the addresses of the section secre¬ 
taries and representatives to the Scientific Exhibit 
from the sections; 

Anesthesiology 

Secretary—Vincent J. Collins, M.D., New York University- 
Bcllevue Medic.il Center, 550 First Ave., New York 16. 

E-xliihit Representative—Edwin L. Rushia, M.D., University 
Hospital, Augusta, Ga. 

Dermatology 

Secretary—Edw.ard P. Cawley, M.D., University of Vir¬ 
ginia Hospital, Charlottesville, Va. 

Exhibit Representative-Stanley E. Huff, M.D., 636 Church 
St., Evanston, Ill. 

Diseases of the Chest 

Secretary—Burgess L. Gordon, M.D., The Lovelace Foun¬ 
dation, 4800 Gibson Blvd., S, E., Albuquerque, N. Mex. 

Exhibit Representative—Edwin R. Levine, M.D., 111 N. 
Wabash Ave., Chicago 2. 

Experimental Medieine and Therapeutics 

Secretary—Elliot V. Newman, NI.D., Vanderbilt University 
Hospital, Nashville 5, Tenn. 

Exhibit Representatis’e-Joseph F. Ross, M.D., Department 
of Nuclear Medicine and Radiation Biology, University of 
California School of Medieine, Los Angeles 24. 
Gastroenterology and Proctology 

Secretary—William H. Dearing, M.D., 200 First St., S. W., 
Rochester, Minn. 

Exhibit Representatives—Willard H. Bemhoft, M.D., 2900 
Main St., Buffalo 14, and George Gordon McHardy, M.D., 
3636 St. Charles Ave., New Orleans 15. 

General Practice 

Secretary—E. I. Baumgartner, M.D., 23 Alder St., Oakland, 
Md. 

Exhibit Representative—I. Phillips Frohman, M.D., 2924 
Nichols Ave., S. E., Washington 20, D. C. 

Internal Medicine 

Secretary—Rudolph H. Kampmeier, M.D., Vanderbilt Uni¬ 
versity School of Medicine, Nashsille 5, Tenn. 

Exliibit Representative—Henry T. Ricketts, M.D., 950 E. 
59th St., Chicago 37. 

Laryngology, Otology, and Rhinology 

Secretary—Walter E. Heck, M.D., Stanford University 
Hospital, San Francisco 15. 

Exhibit Representative—Walter H. Maloney, M.D., Uni¬ 
versity Hospitals, 2065 Adelbert Rd., Cleveland 6. 

Military Medicine 

Secretary’—Col. Charles H. Bramlitt, M.C., U. S, A. F., 
Directorate of Professional Serx'ices, Office of the Surgeon 
General, Washington 25, D. C. 

Exhibit Representative—Capt. Robert V. Schultz, M.C., 
U. S. N., Bureau of Medicine and Surgery, Department of 
the Navy, Washington 25, D. C. 

Nervous and Mental Diseases 
Secretary—A. L. Sahs, M.D., University Hospitals, Iowa 
City. 

Exhibit Representative—Benjamin Boshes, M.D., North¬ 
western University Medical School, 303 E. Chicago Ave., 
Chicago 11. 

Obstetrics and Gynecology 

Secretary—Keith P. Russell, M.D., 511 S. Bonnie Brae St., 
Los Angeles 57. 

Exhibit Representative—Frederick H. Falls, M.D., 715 
Lake St., Oak Park, Ill. 

Ophthalmology 

Secretary-Harold G. Scheie, M.D., 313 S. 17th St., Phila¬ 
delphia 3. 
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Exliibit Representative—Frank W. Newell, M.D., 950 E. 
S9th St., Chicago 37. 

Orthopedic Surger>' 

Secretary—Robert J. Joplin, M.D., 1180 Beacon St., Brook¬ 
line 46, Mass. 

Exhibit Representative—James I. Kendrick, M.D., 2020 E. 
93rd St., Cleveland 6, 

Pathology and Physiology 

Secretary—Hugh A. Edmondson, M.D., 1200 N. State St., 
Los Angeles 33. 

Exhibit Representative—Samuel A. Lex’inson, M.D., L. A. 
Weiss Memorial Hospital, 4646 N. Marine Dr., Chicago 40. 
Pediatrics 

Secretary—Arild E. Hansen, M.D., 812 Mechanic, Galves¬ 
ton, Texas. 

Exhibit Representative—F. Thomas Mitchell, M.D., Le- 
Bonheur Children’s Hospital, Memphis 5, Tenn. 

Physical Medicine 

Secretary—Earl C. Elkins, M.D., 200 First St., S. W., 
Rochester, Minn. 

Exhibit Representative—Harold Dinken, M.D., 1756 Race 
St., Denver 6. 

Preventive Medicine 

Secretary—Frank Princi, M.D., University of Cincinnati 
College of Medicine, Cincinnati 19. 

Exliibit Representative—Paul A. Davis, M.D., 633 E. Mar¬ 
ket St., Akron 4, Ohio. 

Radiology 

Secretary—Traian Leucutia, M.D., Harper Ho.spital, De¬ 
troit 1. 
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' Exhibit Representative—Richard H. Chamberlain, M.D. 
,3400 Spruce St., Philadelphia 4, ’ 

Surgery, General and Abdominal 

Secretary—Gustaf E.' Lindskog, M.D., 333 Cedar St., New 
Haven 11, Conn. 

Exhibit Representative—Julian Johnson, M.D., 3400 Snnice 
St., Philadelphia 4. 

Urology 

Secretary—Edward H. Ray, M.D., 203 W. Second St., 
Lexington, Ky. 

Exhibit Representative—E. F. Poutasse, M.D., Cleveland 
Clinic, 2020 E. 93rd St., Cleveland 6. 


NOMINATIONS FOR GENERAL 
PRACTITIONER AWARD 

Nominations for the General Practitioner of tlie 
Year award should be submitted to the American 
Medical Association headquarters as soon as pos¬ 
sible. The award winner is chosen from nominations 
made by the constituent societies. Final selection is 
made by a committee appointed by the Chairman 
of the Board of Trustees. The winner will be an¬ 
nounced Dec. 2 at the opening session of the House 
of Delegates at the Minneapolis Clinical Session. 
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COMMITTEE ON MATERNAL 
AND CHILD CARE 

Conference on Perinatal Mortality and Morbidity 
Study Programs.—On July 26 and 27, the Committee 
on Maternal and Child Care of the Council on 
Medical Service sponsored a conference to develop 
recommendations for a basic flexible program that 
may be used by state and county medical societies, 
state and local health departments, and individual 
hospitals in their efforts to reduce deaths and mor¬ 
bidity resulting from conditions of the perinatal 
period. Participating in the conference were repre¬ 
sentatives of the College of American Pathologists, 
the American College of Obstetricians and Gyne- 
cologiks,- the American Association for Maternal 
andThfant Health, the Children’s Bureau, the Asso- 
cialidh' of State -Maternal and Child Health and 
Crippled- Children Directors, the American Acad¬ 
emy of General, Practice; the-American Academy 
oTPediatrics, the National. Institute of Neurological 
Disease and Blindness and the Human Embryology 
and Development Study Section of the National 
Institutes of Health, the American. Hospital, Asso¬ 
ciation, the American Society of Anesthesiologists, 
and the American Public Health Association. 

The immediate objective of the conference was 
to develop a set of guides for perinatal study com¬ 
mittees similar to those developed last year for 
maternal death study committeesr Since perinatal 
study committees how exist in individual hospitals. 


on a city-county-wide basis, and on a statewide 
basis, one of the early tasks of the conference was 
to make certain that the guides would'be suitable to' 
the needs of all three. Some of the most difficult de¬ 
cisions to make had to do with terms, definitions, and 
the calculation of rates to be used in study programs 
involving perinatal mortality and morbidity. 

During 1957 and early 1958 the Committee on 
Maternal and Child Care sponsored field studies 
of many statewide, citywide, and individual hospi¬ 
tal perinatal mortality study programs. It also held 
two regional conferences, one in Philadelphia and 
the other in Chicago. With these as a background, 
and the conference July 26 and 27, the Committee 
hopes to complete its guides late this fall. 

POSITIVE HEALTH PROGRAM 
FOR SENIOR CITIZENS 

Proceedings- Available;—Numerous requests have 
been received for copies of papers presented at the - 
A. M. A. Planning Conference for Medical Society 
Action in the Field of Aging, held in Chicago, Sept. 
13-14; T95S, as well as the “A. M. A.’s Positive 
Health Program for Senior Citizens.” A full report 
on the Conference, including all addresses, and the 
Positive Health Program will be available about 
Nov. 20, 1958. Physicians desiring copies may ,send 
their requests to: Co.uncil .on: Medical Service,'-= 
American ■ Medical Association, 535 N. Dearborn, 
Chicago 10. 
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TAX DEDUCTION OF PROFESSIONAL ENTERTAINMENT EXPENSES 

Tfic Ccnfnil Medical Socicitj of Jackson, Miss., has received ihe foUotviiig riding from the 
District Director of the Internal Revenue Service in Jackson setting forth the most detailed 
statement regarding the deduction of phtjsician’s entertainment expenses that has come to the 
Law Department’s attention. 


Following is the answ'cr to the questions in your 
letter of June 4, 195S, concerning tlie deductibility, 
for federal income ta.\ purposes, of doctors’ enter¬ 
tainment expenses. A\'e have no objections to this 
information being passed along to other physicians. 

1. A physician may deduct on his federal income 
tax return the costs of entertainment, provided he 
can cstabli.sh to the satisfaction of the Internal 
Re\-enue Seia’ice, by appropriate c\’idcnce, that such 
e.xpcnses are ordinary and ncccssar\' business ex¬ 
penses and clearly related to the production of 
business income. 

2. Tlie amount of the deduction must be proved 
and its reasonableness determined. Once the 
imiount is established, the deduction may be 
claimed when the doctor is able to show that the 
entertainment had a direct relationship to the con¬ 
duct of his practice and can show the business 
benefit reasonably to be expected from the expendi¬ 
ture. The general statement that he hoped or ex¬ 
pected to get referrals or patients as a result of the 
entertainment is not enough. If personal reasons 
predominate, the expenditure may not be deducted, 
even though there is some possibilit)' of a business 
benefit. Except in the case of industrial physicians, 
entertainment of individuals who are not doctors 
will not ordinarily qualifj' because the possibilit)' of 


benefits to be expected is so remote as to be negli¬ 
gible. In instances of the entertainment of patients, 
the same general rules apply as in the entertain¬ 
ment of other doctors, and the clear relationship of 
the expenditure to reasonably expected income must 
be shown. The same rules also apply to civic and 
other club dues. 

Criteria to be used in establishing the deducti¬ 
bility of entertainment expenses include, but are not 
limited to, the following: 

a. Specific purpose of entertainment, b. Nature 
of the practice of the doctor incurring the e.xpendi- 
ture. c. Period of time the doctor has been in prac¬ 
tice and the number of patients he already has. d. 
Percentage of his patients received as referrals, 
e. Names of individuals entertained and reason why 
additional income could reasonably be e.xpected 
from each. f. Whether or not referrals were actually 
received from tlie doctors entertained and any indi¬ 
cation of the effect of tlie entertainment on these 
referrals, g. Number of times individual doctors 
were entertained during the year, inasmuch as 
repeated entertainment indicates a personal motive, 
h. Wdiether or not other doctors in the same t)'pe 
practice in the locality have entertainment e.xpenses. 

We trust that the above will be helpful in clarify¬ 
ing this area of tax law and administration. 


OPINIONS OF JUDICIAL COUNCIL 

The Judicial Council has authorized the publication of the following opinions. 


QUESTION: May I, as a patient’s attending physi¬ 
cian, discuss patient’s history, diagnosis, treatment, 
prognosis, etc., with jiatient’s attorney? 

ANSWER: Yes, with the consent of the patient. The 
Principles of Medical Ethics recognize in Section 10 
that the physician has obligations to society as a 
whole in addition to his obligations to his patient 
as an individual. In man)' instances, the peculiar 
knowledge and attainments of the physician are in¬ 
dispensable to patients or others in the administra¬ 
tion of business and government and in the usual 
conduct of certain daily affairs. When this knowl¬ 
edge, acquired during the course of the physician- 
patient relationsliip, is necessary to enable the pa¬ 
tient to obtain his just due the physician should 


make it available for patient’s benefit under.proper, 
conditions. Discussion with or report to the.patient’s 
attorney may be proper and necessary in order,for, 
patient to perfect a claim. The attending physician 
may ethically discuss patient’s history, etc. with the 
attorney providing, of course, patient has consented 
to the discussion. , ’ . , *• • ■. 

questiQn; We have just completed a new “medi¬ 
cal arts” building to house a group of us who are 
practicing as individuals. We would like to have an 
“open house” for the public. Is this permissiblePr 

ANSWER: Section 5 of the Principles proscribes tlie 
solicitation of patients. If the intent for haying the 
“open house” is to solicit patients, even indirectly. 
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then it would be contrary to the Principles. If, how¬ 
ever, motivation for holding open house stems from 
civic and natural pride in having made a contribu¬ 
tion to the communiW and to medicine then the 
practice may not be objectionable. In the latter in¬ 
stance, the holding of an open house might have the 
effect of acquainting the citizens of the community 
with some of the improvements developed for bet¬ 
ter patient care, comfort, and convenience. It might 
tend to convince tlie public that there is no apathy 
on the part of doctors wJien it comes to improving 
all facets of medical care. 

Before a physician or a group of physicians hold 
such an open house, however, it is incumbent on 
him or them to discuss the proposal with appropri¬ 
ate officers of the component medical society. Com¬ 
munities and customs differ. The local society must 
assess local custom and usage and insure that 
neither the dignity of medicine nor local custom and 
tradition are offended by any particular practice of 
doctors. 

QUESTION: What does the statement in Section 7 
of the Principles mean when it says drugs, remedies, 
and appliances may be supplied by the physician 
provided it is in the best interest of the patient? 

ANSWER: It is the opinion of the Judicial Council 
that this language was adopted to permit both the 
practicing physician and the local medical societies 
to evaluate the many factual situations incident to 
prescribing and dispensing which are bound to arise 
in the practice of medicine. Under this language the 
doctor is permitted to e.xercise his own best judg¬ 
ment when caring for his patients. It is known that 
there will be situations when it is necessary or de¬ 
sirable for a physician to dispense or supply what 
he has prescribed. The Principles permit this to be 
done. On the other hand, this broad language pro¬ 
vides a means by which a component medical soci- 
et)^ can inquire into the facts of a particular prac¬ 
tice. The profession thus can act to prevent abuse of 
discretion and protect patients from exploitation. In 
essence this language means that a physician in the 
e.xercise of sound discretion may dispense “in the 
best interest of his patient”; it does not authorize 
him to dispense solely for his convenience or for the 
purpose of supplementing his income. 

question: Is it etliical to have another doctor per¬ 
form surgerj' on my patient without patient’s knowl¬ 
edge and consent? 

answer; No. The Principles in Section 2 state 
that the principal objective of the medical profes¬ 
sion is to render service to humanity with full re¬ 
spect for the dignity of man. To have another phy¬ 
sician operate on one’s patient without that patient’s 
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consent, and without his knowledge of the substitu¬ 
tion, is a fraud and deceit and a violation of a basic 
ethical concept. The patient as a human being is 
entitled to choose his own physician and he should 
be permitted to acquiesce in or refuse to accept the 
substitution. 

A statement, prepared by the Law Department, 
is reproduced here as being educational on this 
matter. 

The .surgeon’s obligation to the patient requires him to 
perform the surgieal operation: (1) within the scoped 
authority granted him by the consent to the operation; (2) 
in accordance with the terms of the contractual relation-diip; 
(3) with complete disclosure of all facts relevant to thened 
and the performance of the operation; and (4) to utilize his 
best .skill in performing the operation. 

It should be noted tliat it is the operating surgeon to whom 
the patient grants his consent to perform the operation. The 
patient is entitled to the services of the particular surgeon 
with whom he contracts. The surgeon in accepting the pa¬ 
tient obligates himself to utilize his personal, talents in the 
performance of the op)eration to the extent required by the 
agreement, creating the physician-patient relation. He can¬ 
not properly delegate to another the duties which he is re¬ 
quired to perform personally. 

Under the normal and customary arrangement with private 
patients, and with reference to tlie usual form of consent to 
operation, the surgeon is obligated to perform the operation 
himself, and he may use the services of assisting residents or 
other assisting surgeons to the e.xtent that the operation 
reasonably requires the employment of such assistance. If a 
resident or other physician is to perform the operation under 
the guidance of the surgeon, it is necessary to make a full 
disclosure of this fact to the patient, and this .should be evi¬ 
denced by an appropriate statement contained in the consent. 

If tlie surgeon employed merely assists the resident or 
other physician in performing the operation, it is the resident 
or otlier physician who becomes the operating surgeon. If 
the patient is not informed as to the identity of the operating 
.surgeon, the situation is “ghost surgery." 

An operating surgeon is construed to be a perfomiing 
surgeon. As such his duties and respon.sibilities go beyond 
mere direction, supervision, guidance, or minor participation. 

He is not employed merely to supenrise the operation. He 
is employed to perfonn the operation. He can properly uti¬ 
lize the services of an assistant to assist him in the per- 
fonnance of the operation. But he is not performing the op¬ 
eration where his activ'e participation consi.sts of guidance or 
.standby re.sponsibilities in the case of an emergency. 

question: Is it ethical to disclose history, diag¬ 
nosis, prognosis, etc., during the physician-patient 
relationship concerning my patient to an insurance 
company’s representative? 

answer: Yes, if patient has consented to the dis¬ 
closure. As recognized in Section 10 of the Princi¬ 
ples a physician’s responsibilities to his patient are 
not limited to the actual practice of medicine. They 
also include the performance of some services an¬ 
cillary to the practice of medicine. These services 
might include certification that patient was under 
the physician’s care and comment on the diagnosis 
and therapy in the particular case. 
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ARKANSAS 

Dr. P.aul Day Goe.s with Food and Drug Adminis¬ 
tration.—The U. S. Commissioner of Food and 
Drugs, George P. Larrick, lias announced the ap¬ 
pointment of Paul L. Day, Ph.D., head, department 
of biochemistry and assistant dean. Graduate 
School, University of Arkansas School of Medicine, 
Little Rock, as scientific director of the U. S. Food 
and Drug Administration. Dr. Day who has been 
with the Uni\'ersit)’ of Arkansas School of Medicine 
for 31 years, is the author of many research papers 
in biochemistry and nutrition, a member of the 
Biochemistry Committee, National Board of Medi¬ 
cal Examiners, and of numerous scientific socieh'es, 
boards, and committees. He will assume his new 
position Math the Food and Drug Administration 
sometime before the first of the year. 

Personal.—Dr. Philip P. Ellis has been appointed 
associate professor to head the ophthalmology di- 
xasion in the department of surgery at the Univer¬ 
sity of Arkansas Medical Center, Little Rock. Dr. 
Ellis formerly was assistant professor of ophthal¬ 
mology at the State University of Iowa, Iowa City. 
The department has been awarded a 825,000 grant 
from the National Institutes of Health to be used 
toward paying salaries of personnel in the newly- 
created division. 

CALIFORNIA 

Personal.—Jacob Yerushalmy, Ph.D., professor of 
biostatistics. School of Public Health, University of 
California School of Medicine, Berkeley-San Fran¬ 
cisco, has been appointed to the National Ad\asor>' 
Neurological Diseases and Blindness Council for a 
four-year term, the Surgeon General, U. S. Public 
Health Service, has announced. 

COLORADO 

Conference on Staphylococcal Disease.—A regional 
conference on tire control of staphylococcal disease 
sponsored by the U. S. Public Health Service and 
Colorado State Department of Pubhc Health was 
held in Denver, Oct. 15. Representatives from the 
Departments of Public Health of Wyoming, Utah, 
Montana, Idaho, and Colorado, Denver Department 
of Health and Hospitals, University of Colorado 
Medical Center, state medical societies in the Rocky 
Mountain Region, personnel from the Communi- 

Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


cable Disease Center, Atlanta, hospital associations, 
Denver Medical Society, the Veterinary Medical 
School of Colorado State University, nursing asso¬ 
ciations, and many hospitals, participated. The 
forenoon was spent in sizing up the problem and 
the afternoon in working committees aimed at what 
to do to solve this problem. 

CONNECTICUT 

Personal.—Dr. Wilfred Bloomberg, of the Southern 
Regional Education Board staff, has accepted the 
post of commissioner of mental health for the state 
of Connecticut. He had been serving SREB tem¬ 
porarily as associate director for mental health. 
—Dr. Seymour L. Lustman, formerly a- clini¬ 
cal fellow in the Child Study Center, has been 
appointed associate professor in the department of 
psychiatry at Yale University School of Medicine, 
New Haven.—Dr. Denis Abelson, senior registrar 
and medical tutor at the Postgraduate Medical 
School in London, has been appointed assistant 
professor of preventive medicine at Yale University 
School of Medicine, New Haven. Dr. Abelson pre¬ 
viously served at Yale as a research fellow, in 
physiology. 

DISTRICT OF COLUMBIA 
Dr. Wolf to Head Department at Illinois.—The 
board of trustees of tlie University of Illinois Col¬ 
lege of Medicine, Chicago, has approved tlie ap¬ 
pointment of Arnold V. Wolf, Ph.D., as head of the 
department of physiology at the College of Medi¬ 
cine, Chicago, effective Dec. 1. Dr. 'Wolf, presently 
chief. Renal Branch, Cardiovascular-Pulmonary 
Division, Walter Reed Army Institute of Research, 
will succeed Dr. George E. Wakerlin, who resigned 
to become medical director of the American Heart 
Association. Dr. Wolf for 10 years taught at Albany 
Medical College, New York. He is the autlior of 
many scientific publications and his book on the 
function of the Iddney is said to be regarded as a 
classic. He is a charter member of the American 
Society for Artificial Internal Organs, and a member 
of tire American Physiological Society and the 
American Association for the Advancement of 
Science. 

ILLINOIS 

Chicago 

Alumni Seminar Day.-The University of Illinois 
Medical Alumni Seminar Day will be held Nov. 22 
and all alumni of the College of Medicine are in- 
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vited. Speakers will include Dr. Granville A. Ben¬ 
nett, dean of the College of Medicine, and Dr. Carl 
A. Hedberg, president of the Medical Alumni Asso¬ 
ciation. Two panel discussions are planned: “Blood 
Transfusions and Laboratory Aids in Diagnosis of 
Medicine Problems” and “Recent Advances in Sur¬ 
gery,” which will be followed by question-and- 
answer periods. Seminars will be conducted in the 
afternoon by the departments of medicine, surgery, 
pediatrics, and obstetrics and gynecology. The med¬ 
ical seminar is co-sponsored by the College of Med¬ 
icine and the Medical Alumni Association. Dr. 
Louis R. Limarzi, associate professor of medicine, is 
program chairman. 

Personal.—Martin C. E. Hanke, Ph.D., associate 
professor of biochemistry at the University of Chi¬ 
cago, has been appointed director of the Clinical 
Chemistry Laboratory at the university’s medical 
and biological research center.—Dr. Otto C. 
Koluvek and Dr. Samuel C. Udell have been elected 
to the Board of Trustees of the Chicago Medical 
School. Both men are alumni of the School. 

INDIANA 

Personal.—Dr. John L. Reck, of Sheridan, was hon¬ 
ored recently with an open house and reception 
sponsored by Sheridan service clubs and merchants. 
He completed 50 years as a practicing physician in 
June. In 1955 Dr. Reck was the recipient of the first 
annual “Outstanding Citizen” award, given by the 
Sheridan Rotary Club.—Dr. Frank E. Wiedemann, 
Terre Haute, marked his 64th year of practice by 
cancelling all medical indebtedness on his books. 
He has done this several times in the past, the last 
time in 1956. 

KANSAS 

Society News.—New officers of the Kansas Society 
of Pathologists are; Dr. Leo P. Cawley, Wichita, 
president; Dr. Tom R. Hamilton, Kansas City, Kan., 
vice-president; Dr. William J. Reals, Wichita, sec-^ 
retary-treasurer and Councilor to the American 
Society of Clinical Pathologists; Dr. Richard F. 
Looker, Wichita, alternate councilor. 

MARYLAND 

Personal.—Dr. Isadore Kaplan has been named med¬ 
ical director of the Baltimore and Ohio Railroad 
Company, with system jurisdiction at Baltimore to 
succeed Dr. Samuel M. English, who retired July 1. 
Dr. Kaplan joined tire B & O’s medical department 
in January, 1946.—Dr. Russell A. Nelson, director 
of the Johns Hopkins Hospital, Baltimore, has been 
named president-elect of the American Hospital 
Association. 


MASSACHUSETTS 

Boston University Grants.—Tire Department of 
Health, Education and Welfare, has made the 
following grants: $30,186 to Dr. Henry J. Bafet, 
Brookline, professor of preventive medicine, Boston 
University School of Medicine, for program expan¬ 
sion in rehabilitation training in medicine. Brenton 
R. Lutz, Ph.D., Melrose, professor emeritus of 
biology, $22,982 to continue his research on the 
reaction of blood vessels to chronic high blood pres¬ 
sure. I. Alden Macchi, Ph.D., Newton Upper Falls, 
assistant professor of biology, $9,813 to continue his 
study of adrenal hormones. Walter J. Gensler, 
Ph.D., Belmont, professor of chemistry, $8,400 to 
investigate the possible use of an extract of tree 
resin in the treatment of cancer. 

Personal.—Dr. Harry Blotner, Boston, has been ap¬ 
pointed visiting research professor of science at 
Nasson College, Springvale, Maine. 

MICHIGAN 

“Visiting Chief Day” at Sinai Hospital.—At Sinai 
Hospital of Detroit on Nov. 5, the visiting Chief 
was Dr. Edward B. Solomons, professor of obstetrics 
and gynecology. State University of New York 
College of Medicine at New York City, Brookljn, 
and formerly of Rotunda Hospital, Dublin, Ireland. 
The program consisted of a clinical conference at 
10 a. m., and a motion picture and discussion on 
the Manchester operation at 1 p. m. 

State Medical Election.—At the 93rd annual meet¬ 
ing of the Michigan State Medical Society in De¬ 
troit, held Oct. 4, the following new officers were 
elected: incoming president. Dr. Gilbert B. Salton- 
stall, of Charlevoix; president-elect. Dr. Milton A. 
Darling, of Detroit; speaker. Dr. Kenneth H. John¬ 
son, of Lansmg; and delegates to the American 
Medical,. Association for two-year terms, Drs. 
Wymmii D. Barrett and Robert L. Novy, Detroit, 
and George W. Slagle, Battle Creek. 

Michigan’s Hearing Conservation Program,—In its 
15th anniversary report on the state-local hearing 
conservation program, the Michigan Department of 
Health notes that group tests to find previously un¬ 
detected cases of hearing loss have been given to 
2,052,942 Michigan school children since 1943, In 
the present year the 60 locally employed technicians 
working in all parts of the state will screen about 
350,000 children. Group technicians are paid by the 
school, local health departments, and other local 
organizations. The announcement said that of every 
10,000 children given group screening, 50 to 75 
are found to have losses that handicap or can’t be 
corrected medically. The Michigan Department of 
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Health helps provide consultant services for chil¬ 
dren who may he given hearing aids, special train¬ 
ing, or referred to the Michigan Scliool for the 
Deaf, where thc>' are taught how to use the hearing 
aid. The state, since 19-t7, has purchased 46.3 hear¬ 
ing aids for medically indigent children. 

MINNESOTA 

Personal.—Dr. Jurgen Ascholf, professor of phys¬ 
iology, Max Planck Institute at Heidelberg, Ger¬ 
many, conducted a seminar on "The Measurement 
of Blood Flow by Thermal Conductance” Sept, 19 
at the Mayo Foundation, Rochester.—Dr. Howard 
B. Burchcll, Rochester, has been appointed to the 
National Advisory Heart Council for a four-year 
term, the Surgeon General, U. S. Public Health 
Service, has announced.—Dr. Howard B. Burchell, 
professor of medicine in the Mayo Foundation, 
Graduate School, University of Minnesota, has 
been appointed to a 4-ycar term, beginning Oct. 1, 
as a member of the National Advisor)’ Heart Coun¬ 
cil.—Dr. Archibald 1. S. MaePherson, of the Uni¬ 
versity of Edinburgh, Scotland, lectured at the 
Mayo Clinic, Rochester, October 13, on “Portal 
Hypertension and its Treatment,” and Dr. Joseph 
H. Boyes, of the University of Southenr California 
School of Medicine at Los Angeles, conducted a 
seminar at the Clinic, October 10, on “Tendon 
Grafts in the Fingers and Thumb,” 

MONTANA 

Society News.—.At the annual meeting of the Mon¬ 
tana Chapter of the American Academy of General 
Practice, Dr. Amos R. Little Jr., Helena, was elected 
president to succeed Dr. William E. Harris, Liv¬ 
ingston. Dr. Philip D. Pallister, Boulder, was named 
vice-president and Dr. Harry R. Soltero, Billings, 
president-elect. Dr. Vernon D. Standish, Bigtim- 
ber, was re-elected secretary-treasurer. 

NEVADA 

Society News.—OHicers of the American Academy 
of General Practice, Nevada Chapter, elected for 
1958-1959 are; Drs. Robert V. Broadbent, Reno, 
president; Dennis Cunningham, Las Vegas, presi¬ 
dent-elect; and Richard C. Sheretz, Reno, secretary- 
treasurer. The 1959 meeting will be held in Reno 
in June and members of the staff of the Medical 
School of the University of Southern California, Los 
Angeles, will organize and present the program. 

NEW YORK 

The Harrington Lecture.—The University of Buf¬ 
falo School of Medicine presented the Harrington 
Lecture Oct. 30. The lecturer was Dr. Robert A. 
McCance, professor of experimental medicine. Uni¬ 


versity of Cambridge, England, whose siibject was 
■‘Calories.” 

Dr. Hillcboc Honored.—The University of Buffalo 
School of Medicine on Oct. 18 awarded Dr, Her¬ 
man E. Hilleboe, state health commissioner, a cita¬ 
tion as “an outstanding protector of public health, 
both in America and abroad.” The citation further 
read “we are particularly grateful to him for his 
interest and cooperation with the University of 
Buffalo School of Medicine, particularly for assist¬ 
ance in developing the Chronic Disease Research 
Institute and for his outstanding work with the 
Roswell Park Memorial Institute.” 

Personal.—Dr. Julius S. Prince, health officer of the 
Jamestown District Office, New York State Depart¬ 
ment of Health, is scheduled to leave this fall for 
a tw'o-year tour of duty in Etlifopia as chief of the. 
Health Division for the International Cooperation 
Administration. 

New York City 

Conference on Tuberculosis.—The Council of the 
Tuberculosis and Health Associations of Greater 
New York will hold a Conference on Tuberculosis: 
A World-Mhde Problem, in the Biltmore Hotel 
Nov. 18, 3 p. m. Dr. Georges J. Canetti, chief of 
laboratories, Pasteur Institute, Paris, France, will 
speak on “Changes in the Nature of Tuberculosis 
from the Standpoint of Pathology”; Dr. Leona 
Baumgartner, New York City commissioner of 
health, on “Urban Reservoirs of Tuberculosis"; and 
Dr. Stig Johannes Holm, Geneva, Switzerland, 
chief. Tuberculosis Section, WHO, on “How Can 
Elimination of Tuberculosis as a Public Health 
Problem Be Achieved?” 

Increase in Deaths from Tuberculosis.—The munic¬ 
ipal health department reports that the number of 
deaths in the five boroughs of New York City dur¬ 
ing the year ending last June 30 was 1,021, an in- 
erease of 4.1% beyond that of the previous 12-montIi 
period. The largest increase, 11.3%, was in Manhat¬ 
tan. The increase in deaths in Brooklyn was 9.2% 
and in the Bronx 3%. In Richmond there was a 
decrease of 11.8% in deaths from tuberculosis. Ac¬ 
cording to the New York Tuberculosis and Health 
Association, 6,2.33 new cases of tuberculosis were 
reported during the year mentioned. The munieipal 
department of health was said to have records of 
10,852 known cases of active tuberculosis in New 
York City. 

Dr, Ochoa Honored.—At a reception at the New 
York University-Bellevue Medical Center Oct. 20, 
Dr. Severe B. Ochoa, chairman, department of bio-' 
chemistr)', was guest of honor. Dr. Ochoa received 
the Borden award during the annual meeting of 
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the Association of American Medical Colleges in 
Philadelphia, Oct. 13. The award was based on his 
“isolation of the enzyme in crystalline form whidi 
catalyzes the condensation of oxaloacetic acid and 
acetyl coenzyme A to form citric acid and for his 
discovery and studies of polynucleotide phos- 
phorylase.” Dr. Ochoa, a graduate of the University 
of Madrid, Spain, has held faculty appointments 
at his alma mater; Oxford University Medieal 
School, England; Kaiser-Wilhelm Institute for 
Medical Research, Heidelberg, Germany; and 
Washington University Sehool of Medicine, St. 
Louis. He is a winner of the Neuberg Medal award 
in biochemistry, a past-president of the Harvey 
Society, and is a member of the National Academy 
of Sciences and the Council of the Society of Bio¬ 
logical Chemists. 

Affiliation of University and Institute.—New York 
University' and the Institute for the Crippled and 
Disabled agreed on Sept. 25 to undertake joint 
efforts in rehabilitation research, teaching, and 
services to the handicapped. The documents of 
professional affiliation were signed before trustees 
and officers of the two institutions and distinguished 
guests, including Bernard Baruch, and Jeremiah 
Milbank, who founded the institute in 1917. Tlie 
agreement, effective Nov. 1, among other things, 
is to provide all “types of service necessary for the 
handicapped to attain his fullest physical, social, 
and economic capability, and to undertake joint 
research into all areas of rehabilitation.” The uni¬ 
versity and the institute will continue to function as 
financially independent, self-controlled institutions, 
and their rehabilitation activities will be coordi¬ 
nated through the university’s recently created Cen¬ 
ter for Rehabilitation Services. The Institute for the 
Crippled and Disabled is an outpatient rehabilita¬ 
tion center whose services include medical treat¬ 
ment, social adjustment, and vocational training 
programs. It has facilities for making artificial 
limbs, a rehabilitation library' said to be the largest 
of its kind, and it carries on research. Tire Institute 
will continue its joint efforts on specific projects 
with Columbia University, Presbyterian Hospital, 
and other institutions. 

NORTH CAROLINA 

Personal.—Dr. David R. Hawkins, associate profes¬ 
sor of psychiatry. University of North Carolina 
School, of Medicine, Chapel Hill, has been ap¬ 
pointed, a member of tlie Mental Health Small 
Grant Committee of the National Institute of Men¬ 
tal Health for a term of four years.—By direction 
of the Secretary of the Air Force, Dr. Herbert A. 
Saltzman, who is now on the faculty of Duke Uni¬ 
versity School of Medicine, Durham, has been 
awarded the Air Force Commendation Medal. 


OHIO 

University News.-Studies of the relationships be¬ 
tween speech and personality characteristics which 
have been carried on for three years in the Univer¬ 
sity of Cincinnati College of Medicine department 
of psychiatry will be continued rvith a three-year 
grant of $50,000 made to Dr. Louis A. Gottschalk, 
associate professor of psychiatry. The grant was 
awarded by the U. S. Public Health Service, which 
also subsidized the previous years of research. 

OREGON 

Personal.—Dr. J. V. Straumfjord, of Astoria, has 
been appointed by Governor Holmes of Oregon to 
the State Board of Medical Examiners to fill the 
vacancy created by the death of Wilmot C. Foster. 
Dr. Straumfjord from 1929 to 1934 was on the stall 
of the University of Oregon Medical School and 
from 1930 to 1934 was a staff member of the Dr. 
Robert C. Coffey Clinic and Hospital. He has been 
engaged in private practice in Astoria since 193d. 

PENNSYLVANIA 

Bockus Society of Gastroenterology.—The Bockus 
International Society of Gastroenterology has been 
organized by alumni of the Graduate School of 
Medicine of the University of Pennsylvania. Dr. 
James L. D. Roth, secretary-general of the societ)' 
and associate professor of gastroenterology, said 
the establishment of the group was accomplished 
under the impetus of Dr. Figueiredo Mendes, of 
Rio de Janeiro, Brazil, an alumnus of the school, 
who was elected president of the new society, w'ith 
Dr. Jose Maria De La Vega, Mexico Gity, president¬ 
elect. Dr. Henry L. Bockus, chairman, department 
of internal medicine. University of Pennsylvania 
Graduate School of Medicine, was made honorary 
president. The group will study geographical differ¬ 
ences in behavior patterns and epidemiology of 
diseases in different parts of the world. Its annual 
meeting will be held just prior to that of the Ameri¬ 
can Gastroenterological Association or in accord¬ 
ance wth the International Congress of Gastro¬ 
enterologists. At the first annual meeting in 
Philadelphia, June 3, 1959, work groups will be 
organized to undertake collaborative research on 
projects to be reported on at future meetings. 

Philadelphia 

University News.—A Health Research Facilities 
Grant of $46,038 to The Woman’s Medical College 
of Pennsylvania has been approved by the U. S. 
Public Health Service to purchase scientific equip¬ 
ment for the college’s 2 million dollar Research 
Wing to be constructed this fall. The new six-story 
addition will provide space for an expanded De¬ 
partment of Physiological Chemistry and for the 
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Ba.sic Science aiul Clinical Dcparlments. A federal 
grant of one-lialf million dollars to help meet its 
conslrnction c-osts was awarded to the college this 
spring. 

TENNESSEE 

University News.—A $95,000 grant to finance the 
study of the effects of exposure to relatively low 
amounts of radiation on bodily function has been 
awarded by the Surgeon General’s Office, Depart¬ 
ment of the Army, to tn’o investigators at the Uni¬ 
versity of Tennessee College of Medicine. Tlicy arc 
Richard R. Ov'crman, Ph.D., director. Clinical Phys¬ 
iological Laboratories, and Dr. Da\'id S. Carroll, 
professor of radiology. 

TEXAS 

Personal.—Dr. Wfilliam P. Wfilson, assistant profes¬ 
sor of psychiatry and neurology, Duke University, 
has been appointed director of psychiatric research 
and as professor of psychiatry and neurology. Uni¬ 
versity of Texas Medical Branch, Galveston.— 
D. Bailey Calvin, Ph.D., formerly Dean of Students 
and Curricular Affairs, University of Texas Medical 
Branch, Galveston, has been made Director of the 
Office of Research Grants and Contracts. 

VERMONT 

University News.—Dr. George A. Wolf Jr., Univer¬ 
sity of Vermont College of Medicine, Burlington, 
has returned from Iran, where at the request of the 
University of Teheran Medical School he ser\'ed as 
consultant, concerning tlie curriculum, under the 
auspices of the International Cooperation Adminis¬ 
tration,—Dr. John H. Bland, associate professor 
of medicine, has begun a year of study at the Uni¬ 
versity’ of Manchester, England, with Prof. J. H. 
Kellgren, director of the Rheumatic Center there. 
—IVilliam H. Macmillan, Ph.D., assistant profes¬ 
sor of pharmacology, is on a year’s leave of absence 
from the University of Vermont College of Medi¬ 
cine, working in the laboratory of Prof. J. H. Bum 
at tlie University of Oxford, England. Dr. Wilhelm 
Raab, professor of experimental medicine, has re¬ 
turned from a year’s work in laboratories of the 
medical clinic of the University' of Innsbruck, 
Austria. 

VIRGINIA 

Society News.—Dr. W. Linwood Ball, of Richmond, 
was installed as the twelfth president of the Vir¬ 
ginia Academy of General Practice May 10. Other 
oflScers elected were: Dr. Fletcher J. Wright Jr., 
Petersburg, president-elect; Dr. William J. Hagood 
Jr., of Clover, vice-president; Dr. Russell G. 
McAllister and Dr. William A. Young, both of Rich¬ 
mond, reelected to serve as secretary and treasurer. 


respectively; Dr. John O. Boyd Jr., of Roanoke, re¬ 
elected A. A. G. P. delegate; Dr. Rufus Brittain, of 
Tazewell, his alternate. 

WASHINGTON 

Dr. McDonald Goes to New York.—Dr. Ronald F. 
McDonald, head, division of urology. University 
of Washington School of Medicine, Seattle, has 
moved to Rochester, N. Y., where he has been ap¬ 
pointed professor and head of the Unix'crsity’ of 
Rochester’s division of urology. Dr. McDonald 
came to Seattle in 1949 from the University of 
Chicago. 

GENERAL 

Grants for Research in Leukemia.—The Leukemia 
Society', Inc., has announced the availability’ of 
grants-in-aid for research projects concerned with 
the cause or cure of leukemia and allied diseases. 
Applications, which may be made at any time, are 
reviewed by the Selection Committee quarterly: 
March, June, September, and December. 

Medical Writers’ Meeting in Philadelphia.—The 
1958 fall meeting of the Delaware Valley Chapter 
of the American Medical Writers’ Association w’ill 
be held Nov. 17, 8:30 p. m., at the College of Phy¬ 
sicians, Philadelphia. Rudolf Flesch, Ph.D., will pre¬ 
sent the M^yeth Lectureship, "Tlie Right M^ay to 
Medical Writing,” and also xMll review various 
medical journals. All persons interested in improv¬ 
ing communication in medicine are invited. Fee for 
dinner at 6 p. m. for members and guests is $5. 

Association of Blood Banks.—The 11th annual meet¬ 
ing of the American Association of Blood Banks 
will be in Cincinnati, Ohio, November 20-22. A 
scientific program will comprise individual papers, 
panels, and technical workshops throughout the 
meeting. The administrative section of the program 
also will include panel discussions. At the annual 
banquet Friday evening, the guest speaker will be 
Robert Dechert, Assistant Secretaiw of Defense, 
Washington, D. C. 

Society News.—Dr. Edward B. D. Neuhauser of 
Boston was made president-elect of the American 
Roentgen Ray Society' at the recent 59th annual 
meeting in M^ashington, D. C. Other officers 
elected were: Drs. Franklin B. Bogart, Chatta¬ 
nooga, Tenn., first vice-president; Arthur B. Soule, 
Jr., Burlington, Vt., second vice-president; C. Allen 
Good, Rochester, Minn., secretary; and Robert K. 
Arbuckle, Oakland, Calif., treasurer. The next an¬ 
nual meeting will be in Cincinnati, Ohio, Septem¬ 
ber 21-25, 1959. 

Scholarships for Neuromuscular Studies.—Tlie Sis¬ 
ter Elizabeth Kenny Foundation has announced 
continuation of its program of post-doctoral schol- 
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arships to promote work on neuromuscular diseases. 
Each grant will provide a stipend for five years at 
the rate of $5,000 to $7,000 a year, depending on 
the scholar’s qualifications. Candidates from medi¬ 
cal schools in the United States and Canada are 
eligible. Inquiries should be addressed to: Dr. Ed¬ 
gar J. Huenekens, medical director. Sister Elizabeth 
Kenny Foundation, Inc., 2400 Foshay Tower, Min¬ 
neapolis 2, Minn. 

Meeting on Psychoanalysis.—The Academy of Psy¬ 
choanalysis held its mid-winter meeting at the 
Roosevelt Hotel, New York City, Nov. 6-7, under 
the presidency of Dr. Jules H. Masserman, of 
Chicago. Tire title for the Saturday morning session 
was “Psychoanalysis Today, Its Goals and Aspira¬ 
tions,” on which subject Dr. George J. Mohr, clini¬ 
cal professor of psychiatry. University of Southern 
California School of Medicine, Los Angeles, pre¬ 
sented an essay which was followed by a discussion 
in five individual presentations. On Sunday morn¬ 
ing seven individual speakers were presented and 
their papers were discussed Sunday afternoon. 

American Rheumatism Association.—The Fifth In¬ 
terim Scientific Session of the American Rheuma¬ 
tism Association will be held December 6 at the 
Mayo Clinic, Rochester, Minn., under the presi¬ 
dency of Dr. Joseph J. Bunim. The general subjects 
of the sessions beginning Saturday, 9 a. m., will be 
immunologic studies, clinical studies, miscellane¬ 
ous studies. Chairman of the program committee is 
Dr. James B. Wyngaarden, Durham, N. C. Tire 
vice-chairmen in charge of the Interim Session are 
Drs. Gene H. Stollerman, Chicago; Hans Waine, 
Boston, Mass.; and Morris ZiflF, New York City. Die 
address at the banquet in the Kahler Hotel will be 
presented by Dr. Philip S. Hench of Rochester on 
“Walter Reed and the Conquest of Yellow Fever.” 

Foreign Virologists Visit U. S.—Eight virologists 
from as many lands began a nine-weeks polio study 
course when they arrived at the Pan American San¬ 
itary Bureau, Regional Office for the Americas of 
the World Health Organization, Oct. 2. All are 
studying “Polio Diagnostic Techniques, and Vac¬ 
cine Production and Control” under WHO’s fellow¬ 
ships program. The fellows come from U. S. S. R., 
Chile, Egypt, Nigeria, Poland, Lebanon, Austria, 
and French Equatorial Africa. Their itinerar>' in^ 
eludes ti-aining and observation at the Communi¬ 
cable Disease Center laboratories in Montgomery 
and Atlanta, and the Institute of Microbiology 
Polio Laboratory in Montreal as well as a visit to 
three pharmaceutical companies producing polio 
vaccine in Detroit and Indianapolis. 

United Cerebral Palsy.—The annual scientific ses¬ 
sion of United Cerebral Palsy, 321 W. 44th St., 
New York 36, svill be at the Mayflower Hotel; 


Washington, D. C., November 15. The morning 
session will be given over to eight papers and dis¬ 
cussions on “The Problem of Hemiplegia-A Criti¬ 
cal Evaluation,” under the aegis of the clinical ad¬ 
visory committee. ’The afternoon session rvill be a 
continuation of discussions on the same general 
subject. The meeting is open witliout charge to 
physicians, medical students and other professional 
workers in related fields concerned with cerebral 
palsy. The president of United Cerebral Palsy is 
Roger S. Firestone, president of Firestone Plastics 
Company, and the executive vice-president, Stanley 
C. Hope, president of Esso Standard Oil Company. 

Awards to Medical Periodicals.—At its September 
meeting in Chicago, the American Medical Writers’ 
Association announced the 1958 honor awards for 
distinguished service in medical journalism to the 
following periodicals; Cleveland Clinic Quarterly, 
published 6y the Cleveland Clinic; Harper Hospital 
Bulletin, published by the Harper Hospital, Detroit; 
The Bulletin of the Fulton County Medical Society, 
Atlanta, Ga. (award for periodicals of county or 
city' medical societies with a membership of 500 or 
more); The Medical Record, published by the Berks 
County Medical Society, Reading, Pa. (award for 
periodicals of county and city' medical societies with 
a membership of less than 500). The awards are 
presented annually “for accuracy, clarity, concise¬ 
ness and newness of information; for excellence of 
design, printing and illustrations.” 

Western Surgical Association.—The 66th annual 
meeting of the Western Surgical Association will 
be in Rochester, Minn., Nov. 20-22, with head¬ 
quarters at the Hotel Kahler. At a pre-conference 
session M^ednesday' afternoon and evening, eight 
short papers will be presented by members of the 
Mayo Clinic staff. The clinico-pathologic confer^ 
ence will be at 7:30, and at 8:15 a regular meeting 
of the clinic staff especially arranged for this ses¬ 
sion. On Thursday beginning at 7:30 a. m. a chest 
conference will be followed by surgical clinics, and 
later surgical movies. In the afternoon 10 papers 
will be presented and on Friday 10 more and the 
presidential address by Dr. James B. Brorvn, St. 
Louis, on “Examples of the Inspiring Challenge to 
Medicine in Literature Through the Ages.” Eight 
additional papers will be presented on Saturday. 

Award for Essay on Thyroid Gland.—The American 
Goiter Association has again announced the offer¬ 
ing of the Van Meter Prize Award of $300 and two 
honorable mentions for the best essays submitted 
concerning original work on problems related to the 
thyroid gland. The award will be made at the an¬ 
nual meeting of the association to he held in the 
Drake Hotel, Chicago, April 30-May 2, 1959. Dre 
competing essay's may cover either clinical or re¬ 
search investigations, should not exceed 3,000 
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words, and imisl be in Englisli. Duplicate type¬ 
written copies, double spaced, should be sent to 
the Secretary, Dr. John C. McClinlock, 149'/i! Wash¬ 
ington Ave., Albany 10, N. Y.. not later than Jan. 15, 
1959. A place will be reserved on the program of 
the annual meeting for the presentation of the win¬ 
ning essay b)' the author. 

Fellowships in Radiological Physics.—The Atomic 
Energ)' Commission is acce]rting applications for 
fellowships in radiological physics, which provide 
qualified graduate students with nine months of 
regular unis’ersity graduate work in the sciences 
with three months of field training at an AEG 
installation. The assignments are made for study at 
Vanderbilt University, Nashville, Tenn., with field 
training at the Oak Ridge National Laboratory; at 
the Universih' of Rochester (N. Y.) and Brook- 
haven National Laboratory; and at the University 
of Kansas, Kansas City, or the Unis'crsity of Wash¬ 
ington, Seattle, and the Hanford Atomic Products 
Operation. Tire basic stipend is $2,500 a year plus 
$350 for each dependent. Tuition fees, and travel 
allowance are included under the fellowships. The 
Oak Ridge Institute of Nuclear Studies, P. O. Box 
117, Oak Ridge, Tenn., administers these fellow¬ 
ships for the AEC, The deadline for appointments 
that will take effect the following fall is Jan. 2,1959. 

Society News.—The American Association for the 
Study of Neoplastic Diseases (the original Blood- 
good group of Johns Hopkins Hospital, organized 
in 1930) at its meeting in Gatlinburg, Tenn., elected 
Dr. Victor Levine, Chicago, president, and Dr. Wil¬ 
liam E. G. Bayley, Lafayette, Ind., vice-president. 
Tire next meeting also will be in Gatlinburg, April 
30-May 4, 1959, to which all physicians interested 
in the study of tumors are invited. Microscopes are 
used during the sessions. Gatlinburg is the head¬ 
quarters of the Great Smok)' Mountains National 
Park.—At the annual meeting of the American 
College of Gastroenterology, Oct. 19, in New Or¬ 
leans, Dr. Frank J. Borrelli of New York, president¬ 
elect, assumed the presidency and Dr. Joseph 
Shaiken, Milwaukee, Wis., was chosen as president¬ 
elect. Otlier officers elected were: vice-presidents, 
Drs. Henry Baker, Boston; Louis Ochs Jr., New 
Orleans; Edw^ard J. Krol, Chicago; and Theodore 
S. Heineken, Glen Ridge, N. J.; and Dr. Joseph R. 
Van Dyne, Forest Hills, N. Y., secretary. 

Meeting of Speech and Hearing Association.—The 
34th annual convention of the American Speech 
and Hearing Association w'ill be at the Hotel New 
Yorker, New York City, on November 17-19. Among 
the subjects of the sessions will be a symposium on 
“Recoveries from Aphasia,” “Cerebral Palsy,” “Stut¬ 
tering," “Audiologic Evaluation of Middle Ear Sur¬ 
gery,” “Current Research on Hearing Aids,” “Or¬ 
ganic Disorders Affecting Voice and Articulation,” 


“Cleft Palate,” “Language Development of the 
Deaf Child,” and “Planning and Design of Modern 
Clinical and Research Facilities.” There will be 
alumni luncheons, open house, cocktail hour and 
dance Tuesday evening, and scientific and com¬ 
mercial exhibits. 

On November 20 at the Hotel New Yorker there 
will be a conference on "Research Needs in Speech 
Pathology and Audiology,” sponsored by the Amer¬ 
ican Speech and Hearing Association in cooperation 
W'ith the U. S. Office of Vocational Rehabilitation 
and Veterans Administration. 

Influenza on Okinawa and in Oregon.—In its Oct. 
17 Morbidity and Mortality Weekly Report, the 
U. S. Public Health Service reported that the Divi¬ 
sion of Preventive Medicine, Bureau of Medicine 
and Surgery, U. S. Department of the Navy, had 
received information regarding the occurrence of 
influenza in military personnel stationed on Oki- 
naw'a. Tlie outbreak which occurred about the 
middle of September involved men of four different 
companies. In tw'o companies 5 men each were ill; 
12 in another, and 31 in the fourtli company. The 
main complaints were fever, headache, and diz¬ 
ziness. A few had “chest colds” and headache. Tlie 
men returned to duty by the fifth day. Tliere were 
no complications. A virus was isolated which was 
reported to be closely related to and probably iden¬ 
tical witli the Jap/305 strain of influenza type A. 

The Oregon State Board of Health reports that 
the incidence of influenza continues to increase. 
Some serologic evidence of influenza A infection 
has been obtained, but the type of virus has not 
been definitely identified as yet. 

Academy of Dermatology and Syphilology.—The 
17th annual meeting of the American Academy of 
Dermatology and Syphilology will be at the Palmer 
House, Chicago, December 6-11. The annual meet¬ 
ing W'ill include, as in other years, special courses, 
symposiums, panels, informal discussion groups, 
luncheons, dinners, and executive sessions, and 
committee meetings. Among the special events will 
be the first of the James R. Webster Memorial Lec¬ 
tures honoring the late president of the academy 
who passed away while in office last February. The 
lecture on Sunday afternoon will be delivered by 
Dr. G. A. Grant Peterkin, of the University of 
Edinburgh, Scotland, whose subject will be “The 
Ghanging Pattern of Dermatology.” The subjects 
of other special lectures will be radiation and can¬ 
cer. Dr. Howard B. Latourette, Ann Arbor, Michi¬ 
gan, will discuss “Radiation Hazards” and Dr. An¬ 
thony Cipollaro, New York Cit)', “Gurrent Trends 
in Cutaneous Radiation Therapy.” The Women’s 
Hospitality Committee has arranged special activi¬ 
ties for the ladies including a sight-seeing tour, 
climaxed by luncheon in Chinato\vn, and a fashion 
show at the Congress Hotel. 
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Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Area 

KiiRland States 

Maine . 

Xnr Hiinuishire . 

Vermont . 

Massaclnisetts . 

J?l2ode Island ...... 

Connecticut . 

Jliddle Atlantic States 

Xeiv York . 

Xew Jersey . 

Pennsylvania . 

Kast North Central States 

Ohio .. 

Indiana .... 

Illinois . 

Michigan ... 

'Wi.scoDsin . 

West North Central States 

Minnesota . 

Iowa . 


Oct. 18, lll.iS 

--A-^ Oct. 19, 

Paralytic Total 195! 

Ty|»e Cu.ses Totnl 


1 

2 ** 1 

12 15 fi 

2 9 3 

4 4 2 

10 ao 9 

3 8 ri 

5 9 1 

20 15 

2 3.. 

3 3 1 


Missouri ... 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South Atlantic States 

Delaware . 

Maryland .... 

District of Cohiinbia 

Virginia . 

'West Virginia . 

North Carolina .. 

South Carolina . 

Georgia . 

Florida .. 

Ea-^t South Central States 

Kentucky . 

Tennessee . 

Alabama. 

Mississippi . 

West South Central States 

Arkansas .... 

Louisiana . 

Oklahoma . 

Texa.« .. 

Mountain States 

Montana . 

Idaho ... 

Wyoming ... 

Colorado . 

New Mexico . 

Ar^ona ... 

Utah . 

Nevada . 

Pacific States 

Washington . 

Oregon . 

California . 

Territories and Possessions 

Alaska . 

Hawaii . 

Puerto Rico .. 


3 


I 

3 

10 

1 

1 

1 

1 

4 
1 

5 

1 

3 

»Ti 

13 


1 


19 


0 

1 

2 

3 

3 

3 

11 

10 

4 
1 

9 


8 

2 

11 

1 

4 

o 

19 


1 


o 


1 

23 


I 


3 


3 

2 

5 

2 

3 

2 


2 

1 

1 


17 


o 


1 


Total 


143 292 Hi 


land, France, Sweden, Mexico, Cuba, and the 
United States will participate. The moderators of 
the several panels will be Drs. Adolfo De Fran¬ 
cisco, Fernando Valencia, Alberto Castellanos, 
Jose Felix Patino, Alfonso Bonilla Naar, Miguel 
Trias, and Guillermo Rueda Montana. Among those 
from the United StMes scheduled to participate are 
Drs. Henry Swan II, Denver; John Maxwell Cham¬ 
berlain, Mary Allen Engle, Charles E. Kossman, 
Joseph V. Brumlik, and Israel Steinberg, New York 
City; Richard J. Bing, St. Louis; Donald B. Effler, 
Cleveland; C, Walton Lillehei, Minneapolis; 
Michael E. DeBakey, Houston; Conrad R. Lam, 
Detroit; Dwight E. Harken, Robert E. Gross, aud 
Alexander S. Nadas, Boston; Robert P. Glover, 
Philadelphia; Charles A. Hufnagel, Washington, 
D. C.; Francisco A. Hernandez, Miami; Frank L. 
Gerbode, San Francisco, and William W. L. Glenn, 
New' Haven, Conn. Information may be obtained 
from Dr. Alberto Vejarano Laverde, Fundacion A. 
Shaio, Cra. 13, No. 43-23, Bogota, Colombia, South 
America. 

CORRECTION 

Medical Literature Abstracts.—In the paragraph on 
Medical Literature Abstracts on page 1040 of The 
Journal, Oct. 25, 1958 issue, the line which starts 
“Approximately two-thirds . . .” should have read 
“Appro.ximately two-thirds of the abstracts from 
foreign literature are made from foreign language 
journals and one-third from publications of the 
British Commonwealth.” 
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AND 
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NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Part II only, April 
21-22; Farts I and II, June 16-17; Part I only. Sept. 9-10. 
Examinations must be received at least six weeks in ad¬ 
vance of a specific examination date. Examining centers 
e.stablisbed after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 Soutli 36fb St., Philadelphia 4. 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 

GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
Stations around tlie world, Feb. 17. Deadline for foreign 
applications is Nov. 17. The following axamination will be 
held Sept. 22 with application deadline of June 22. Exec. 
Director, Dr. Dean F. Smiley, 1710 Orrington Ave., Evans¬ 
ton, Ill. 


LATIN AMERICA 

Symposium on Cardiovascular Diseases.—An In¬ 
ternational Symposium on Cardiovascular Diseases 
will be held at Bogota, Colombia, South America, 
July 27-30, 1959, in which cardiologists from Eng- 


BOARDS OF MEDICAL EXAMINERS 

Alabama: Written. Montgomery, June 16-18. Sec., Dr. D. G. 

Gill, State Office Bldg., Montgomery 4. 

Arizona: ® Written Examination and Reciprocity. Phoenur, 
Jan. 14-16. Sec., Dr. Thomas H. Bate, 2910 North 7th Ave., 
Phoenix. 
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Alaska:' On applicnlinn in AnchoraRo and Jnncau. Sec., 
Dr. M. Wliilclic.id, 172 South Franklin St., Jnncau. 
Calii-ounia; Oral Examination, San Francisco, November 
15. Oral and Clinical Examination for Eorciftn Medical 
School Gradnatex, San Francisco, June 15; Los AiiRcles, 
AurusI 17; San Francisco, November IG. See., Dr. Louis 
E. Jones, 1020 N Street, Sacramento. 

CoLOKAix): Written. Denver, Dec. 9-10. E.vcc. See., Mrs. 

Bcolali H. IIudRons, 715 Republic BldR., Denver 2. 
Connecticut:' Homeopathic. Examination. Derby, Jan. 13. 

Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 
Dcl.\waue: IWiltrii E.vomiiuition and Endorsement. Dover, 
Jan. 13-15, Jan. 22. See., Dr. Joseph S. McD.inicl, Pro¬ 
fessional BWr., Dover. 

FLomn.v:' Examination. Miami Be.icb, Nov. 23-25. See., Dr. 

Homer L. Pearson, 901 N. W. 17tb St., Miami 36. 
Geoucia: E.xaminalion and Rcciprocitij. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Gu<sst: Subject to Call. Act. Sec., Dr. F. L. Conklin, Apana. 
In.Mio: E.vamination and Endorsement. Boise, Jan. 12-14. 

Sec., Mr. Annand L. Bird, 364 Sonna Bldp., Boi.se. 
Illinois: Examination and Ilcciprocitij. Chicago, Jan. 26-30. 
Snpt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bldg., Springfield. 

Iowa:' Examination and Endorsement. Des Moines, Dec. 
8-10. Exec. See., Mr. Ronald V. Saf, State Office Bldg., 
Des Moines 19. 

Kentucky; Examination. Louisville, Dee. 8-10. See., Dr. 

Russell E, Teague, 620 South Third St., Louisville 2. 
MAnYLANO: Examination. Baltimore, Dec. 9-11. See., Dr. 

Frank K. Morris, 1211 C.athedral St., Baltimore 1. 
Massachusetts: E.xatnination. Boston, Jan. 13-16. See., Dr. 

Robert C. Cochrane, State House, Room 37, Boston 33. 
Montana: Examination and Reciprocity. Helena, April 7. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nediuska:' E.xamination. Omaha, June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin¬ 
coln 9. 

Nevada;' Examination and Reciprocity. Reno, Dee. 2. Sec., 
Dr. George H. Ross, 112 North Curry St., Carson City. 
New HAMPSHinE: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 
Concord. 

Neav York; Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 2-5. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., 
Albany. 

North Carolina: Reciprocity. Southern Pines, Jan. 17. Ex¬ 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

Ohio: Examination. Golumbus, Dec. 16-18. Endorsement. 
Columbus, Dec. 16-18. Sec., Dr. H. M. Platter, Wyandotte 
Bldg., Columbus 15. 

Oklahoma;' Examination. Oklahoma City, June 2-3. Exec. 

Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Oregon:' Examination. Portland, Jan. 6-7. Reciprocity. Port¬ 
land, Jan. 8-10. E.xec. Sec., hir. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

Pennsylvania: Endorsement. Harrisburg, Dec. 11-12. Ex¬ 
amination. Philadelphia, Jan. 7-10. Sec., Mrs. Margaret G. 
Steiner, Box 911, Harrisburg. 

Rhode Island:' Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey, 
366 State Offioe Bldg., Providence. 

South Carolina: Endorsement. Columbia, Dec. 9. Sec., 
Dr. H. E. Jervey, Jr., Blanding Bldg., Columbia. 


South Dakota;' Examination. Sioux Falls, Jan. 20-21. Exec. 
Sec., Mr. John C. Fo.ster, 300 First National Bank Bldg,, 
Sioux Falls. 

Tennessee;' Examination, Memphis, Dec. 17-18. Sec., Dr. 

H. W. Qualls, 1635 Exchange Bldg., Memphis 3. 

Texas;' Examination and Reciprocity. Fort Worth, Dec. 
4-6. See., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Utah; Examination. Salt Lake City, July 8-10. Dir., Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Virginia: Examination and Reciprocity. Richmond, Dec. 4-6. 
Address; Virginia Board of Medical Examiners, 631 First 
St., S. W., Roanoke. 

Washington:' Examination. Seattle, Jan. 12-14. Sec., Mr. 

Tliomas A. Carter, Capitol Bldg., Olympia. 

West Viiiginia: Examination and Reciprocity. Cliarleston, 
Jan. 5-7. Sec., Dr. Newman H. Dyer, State Office Bldg. 
No. 3, Charleston 5. 

Wisconsin:' Examination and Reciprocity. Madison, Jan. 
13-15. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office 
Bldg., 1 West Wilson St., Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAhHNERS IN THE BASIC SCIENCES 

Arizona: Examination. Tucson, Dec. 16. Sec., Mr. Herman 
E. Bateman, University of Arizona, Tucson. 

CoLoiLXDo: Examination and Reciprocity. Denver, Dec. 3-4. 

Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
Connecticut: Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 
10 . 

Florida; Examination. Miami, June 6. Sec., Mr. M. W. 

Emmel, University of Florida, Box 340, Gainesville. 

Iowa: Examination. Des Moines, Jan. 13. Sec., Dr. Elmer W. 

Hertel, Wartburg College, Waverly. 

Kansas: Endorsement. Kansas City, Jan. 14. Examination. 
Kansas City, Jan. 16-17. Sec., State Board of Healing Arts, 
Dr. F. J. Nash, New Brotlierhood Bldg., Kansas City. 
Michigan: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Jan. 6-7. Sec., Dr. 
Ra>’mond N. Bieter, 105 Millard Hall, University of Min¬ 
nesota, Minneapolis 14. 

New Mexico: Examination. Santa Fe, Jan. 18. Sec., Mrs. 

Marguerite Cantrell, Box 1522, Santa Fe. 

Oklahoma: Examination. Oklahoma City, Mar. 27-28. Exec. 

Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklalioma City. 
Oregon: Examination. Portland, Dec. 6. Sec., Dr. Earl M. 
Pallett, Box 5175, Eugene. 

Rhode Island: Examination. Providence, Nov. 19. Admin, of 
Professional Regulation, 366 State Office Bldg., Providence. 
South Dakota: Examination. Vermillion, Dec. 5-6. Sec,, Dr. 

Gregg M. Evans, 310 East 15th St., Yankton. 

Tennessee; Examination. Memphis, Dec. 31-Jan. 1. Sec., 
Dr. O. W. Hyman, 62 Soutli Dunlap St., Memphis 3. 
Texas: Examination. April 1959. Certificates issued by re¬ 
ciprocity and waiver on the first and fifteenth of each 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

Washington: Examination. Seattle, Jan. 7-8. Sec., Mr. 

Thomas A. Carter, Capitol Bldg., Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 6, Madison, Apr. 
4. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


'Basic Science Certificate required. 
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DEATHS 



Auerbach, Julius ® Chicago; Chicago College of 
Medicine and Surgery, 1913; on the staff of the 
Walther Memorial Hospital; died while on a vaca¬ 
tion in Sturgeon Bay, Wis., Sept. 27, aged 75. 

Baldwin, Janet Sterling ® New York City; born in 
Lakewood, N. J., June 4, 1908; Johns Hopkins Uni¬ 
versity School of Medicine, Baltimore, 1935; certi¬ 
fied by the National Board of Medical E.vaminers; 
specialist certified by the American Board of Pedi¬ 
atrics; member of the American Pediatric Society 
and the American Academy of Pediatrics; associate 
professor of pediatrics at tlie New York University 
College of Medicine; member of the board of di¬ 
rectors of the New York Heart Association; asso¬ 
ciated with the University, Bellevue, and Lenox 
Hill hospitals; died in the Presbyterian Hospital 
Sept. 17, aged 50, of cancer of the thyroid with 
cervical metastases. 

Bender, Alva Jacob ® Salida, Colo.; Rush Medical 
College, Chicago, 1909; served on the faculty of 
his alma mater; a member of the board of educa¬ 
tion and county health officer; veteran of World 
War I; formerly on the staff of the Denver and Rio 
Grande Western Hospital, where he died Aug. 29, 
aged 83. 

Bland, James Moncure, Boykins, Va,; Medical Col¬ 
lege of Virginia, Richmond, 1905; chairman of the 
Southampton County Board of Supervisors; killed 
Sept. 11, aged 76, in an automobile accident. 

Bonnell, George Harrison ® Worthington, Ohio; 
Starling Medical College, Columbus, 1906; for 
many years member of the school board of which 
he was past-president; died Sept. 12, aged 77, of 
pulmonary emphysema. 

Brown, William Lee Sr. ® Tucson, Ariz.; Rush 
Medical College, Cliicago, 1916; formerly practiced 
in Chicago where he was associated with St. Luke’s 
and Chicago Memorial hospitals; member of the 
Illinois State Medical Society; specialist certified 
by the American Board of Radiology; veteran of 
World War I; died in St. Mary’s Hospital Sept. 
10, aged 70. 

Bullock, Norman Charles, La Jolla, Calif.; Univer¬ 
sity of Illinois College of Medicine, Chicago, 1927; 
formerly practiced in Rockford, Ill., where he was 
health commissioner, past-president of the Winne¬ 
bago County (Ill.) Medical Society and president 
of the board of trustees of the Rockford Municipal 
Tuberculosis Sanatorium; veteran of World War 11; 

@ Indicates Member of the American Medical Association, 


a member of tlie county health department; died in 
San Diego Aug. 81, aged 58, of pulmonary emphy¬ 
sema and cor pulmonale. 

Burton, William Stone, Louisville, Ky.; Medical 
College of Virginia, Richmond, 1937; served as 
medical superintendent of the District Six Tuber¬ 
culosis Hospital in Glasgow and on the staff of the 
W. T. Edwards Tuberculosis Hospital in Tallahas¬ 
see, Fla.; consultant at the Hazlewood Sanatorium; 
died Aug. 15, aged 44, of cancer. 

Grotty, Nora ® Cincinnati; Cincinnati College of 
Medicine and Surgery, 1902; four times elected 
vice-president of the Cincinnati Academy of Medi¬ 
cine; died Sept. 14, aged 88. 

Davidson, Walter E. ® Liberty, Ill.; Keokuk (Iowa) 
Medical College, College of Physicians and Sur¬ 
geons, 1901; served as a member of the board of 
health of Adams County; died in the Blessing Hos¬ 
pital, Quincy, Sept. 2, aged 82. 

Davis, Wilh’am T. ® Scranton, Pa.; Medico-Chi- 
rurgical College of Philadelphia, 1911; past-presi¬ 
dent and secretary of the Lackawanna Count)' 
Medical Society; served on the staff of the American 
Red Cross; formerly' health director of Lackawanna 
County; at one time chief medical officer of the 
Lackawanna Railroad; formerly chief of medical 
service at Moses Taylor Hospital, where he died 
Sept. 23, aged 73. 

Dillen, Oscar Marion, Lufkin, Texas; University of 
Tennessee College of Medicine, Memphis, 1915; 
veteran of World War I; on the staff of the Me¬ 
morial Hospital and Angelina County Hospital, 
died Sept. 4, aged 72, of cerebrovascular accident. 

Ferree, Arthur Cruzon ® Buena Park, Calif.; Uni¬ 
versity of California School of Medicine, San Fran¬ 
cisco, 1943; member of the American Academy of 
General Practice; veteran of World War II and 
served in France and Germany with the 6th Army 
as a battalion surgeon winning the Bronze Star for 
gallantry in directing evacuation of 275th Infantry 
wounded under fire; served on the staffs of St. Jude 
Hospital in Fullerton, St. Joseph Hospital in 
Orange, Santa Ana (Calif.) Community Hospital, 
Whittier Memorial and Carobil Hospital at Nor¬ 
walk; died Sept. 4, aged 40, of myocardial infarc¬ 
tion. 

Finstersvald, Charles Frederick, San Antonio, Texas; 
Ohio State University College of Medicine, Co¬ 
lumbus, 1916; died in Naples, Fla., July 28, aged 
73, of coronary occlusion. 
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Fort, Cho.slcr Arthur Jr. (S' Jacksonville, Fla.; born 
in Ocala, Oct. 11, 1910; 'I'lilanc University School 
of Medicine, New Orleans, 1936; specialist certified 
hy the American board of Urology; member of the 
Southeastern Surgical Congress and the American 
Urological Association; follow of the American Col¬ 
lege of Surgeons; formerly on the faculty of Emory 
University School of Medicine in Atlanta, Ga.; 
.served during World War 11; on the staffs of St. 
Ihncent’s, St. Luke’s, Riverside and Rrewster hos¬ 
pitals, and Duval Medical Center; died near Mel¬ 
rose Sept. 1, aged 47, while on a fishing trip. 

Fulton, James Fairbix, Staunton, Va.; Medic.al Col¬ 
lege of Virginia, Richmond, 1919; member of the 
American Psychiatric Association; served as health 
officer; chief of the male service, M^estern State 
Hospital; died in the King's Daughters Hospital 
Sept. 5, aged 64. of myocardial infarction. 

G.nlloway, Philip Lee, Glendale, Calif.; University 
of K;\nsas School of Medicine, Kansas City, 1944; 
veteran of World War II; on the staff of the Queen 
of Angels Ho.spital, Los Angeles; died Sept. 7, aged 
38, of a heart attack. 

G.azzolo, Louis Joseph ® Chicago; Chicago Med¬ 
ical School, 1945; member of the Industrial Med¬ 
ical Association; formerly health officer with the 
Chicago Board of Health; veteran of the Korean 
M'ar; associated with the Lewis A. Weiss Memorial 
Hospital and the Michael Reese Hospital, where 
he died Sept, 17, aged 45, of acute myocardial in¬ 
farction. 

Gilbert, William Paul ® San Francisco; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1937; certified by the National Board of Examiners; 
member of the American Academy of General 
Practice; died in the Mount Zion Hospital Aug. 7, 
aged 55, of coronary occlusion. 

Graves, John William ® Indianapolis; Indiana Uni- 
versitj' School of Medicine, Indianapolis, 1927; vet¬ 
eran of World War II; for many years on the faculty 
of Indiana University School of Dentistry and 
taught for two years at the Indiana College of 
Mortuary Science; author of textbooks and labora¬ 
tory manuals; died Sept. 6, aged 57. 

Gunn, William Ussery, Clinton, S. C.; University 
of Louisville (Ky.) School of Medicine, 1949; clin¬ 
ical director at Whitten Village; died in the Self 
Memorial Hospital, Greenwood Sept. 16, aged 38, 
of atelectasis of lungs and bilateral and broncho¬ 
pneumonia. 

Hackler, John Fielden ® Muskogee, Okla.; born in 
Tahlequah, Dec. 11, 1910; University of Oklahoma 
School of Medicine, Oklahoma City, 1933; specialist 
certified by the American Board of Preventive 
Medicine; entered the public health field Sept. 1, 
1936 as director of the Payne County Health De¬ 


partment in Stillwater, Okla.; in 1940 became di¬ 
rector of the field advisory staff of the Oklahoma 
State Board of Health, serving until 1943, and for 
12 years served as chairman of the records com¬ 
mittee; visiting lecturer in preventive medicine and 
public health and first full-time chairman and pro¬ 
fessor of preventive medicine and public health 
at his alma mater from 1943 to 1948, when he 
was appointed director of the city-county health 
unit; served as secretary of the Payne County 
Medical Society; charter member of the American 
Association of Public Health Physicians; was a 
member of the board of directors of the Oklahoma 
division of the American Cancer Society; for several 
years on the board of directors of the Oklahoma 
Congress of Parents and Teachers, serving as chair¬ 
man of community health; author of articles in the 
field of preventive medicine and public health; 
died Sept. 3, aged 47, of rheumatic heart disease 
with aortic insufficiency and mitral stenosis. 

Haines, Harold Grundcr ® Berlin, Pa.; University 
of Pittsburgh School of Medicine, 1920; associated 
with Somerset (Pa.) Community Hospital; president 
of the Berlin Lions Club; died Sept. 16, aged 63, 
of third degree burns received in a fire following 
an e.xplosion in his home. 

Hanson, Charles Joseph, Easthampton, Mass.; Balti¬ 
more Medical College, 1904; served as school phy¬ 
sician, a member of the school committee, medical 
examiner for the Second Hampshire District, and 
as agent of the board of health; health officer of 
Easthampton; died in the Cooley Dickinson Hos- 
jiital, Northampton, Aug. 31,aged 76. 

Jennings, Edward Allen, New York Cit)'; Columbia 
University College of Physicians and Surgeons, New 
York City, 1913; member of the Medical Society of 
the State of New York; served on the staffs of the 
Harlem, Fordham, and St. Luke’s hospitals; died 
Sept, 10, aged 76, of cerebral hemorrhage. 

Kaplan, Murray M., Boston; Eastern University 
School of Medicine, Baltimore, 1913; died Sept. 5, 
aged 68. 

Kiebala, Joseph Kasmer, Buffalo; University of 
Buffalo School of Medicine, 1913; member of the 
Medical Society of the State of New York; died 
Sept. 1, aged 66. 

Lusher, Homer Virgil ® Huntington, W. Va.; Med¬ 
ical College of Ohio, Cincinnati, 1906; died Sept. 
12, aged 76. 

McCandless, Orville Calnon ® Cheyenne, Wyo.; 
Washington University School of Medicine, St. 
Louis, 1925; veteran of World War I; Laramie 
county health officer; served as health officer of 
Marion County, Kan.; died in die Veterans’ Ad¬ 
ministration Hospital Sept. 12, aged 63, of coronary 
thrombosis. 
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McClure, Charles Richard ® Portland, Ore.; Med¬ 
ical College of Ohio, Cincinnati, 1901; professor 
emeritus of orthopedic surgery at the University of 
Oregon Medical School; member of the American 
Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; for many years 
served as examiner for the Oregon Industrial Acci¬ 
dent Commission; served on the staffs of the Doern- 
becher Memorial Hospital for Children, Multnomah 
County Hospital, and Shriners’ Hospital for Crip¬ 
pled Children; died Sept. 4, aged 81. 

McMeans, Joseph William ® Anderson, S. C.; born 
in Toledo, Ohio, Jan. 25, 1891; University of Pitts¬ 
burgh School of Medicine, 1912; specialist certified 
by the American Board of Pathology; member of 
the American Association of Pathologists and Bac¬ 
teriologists, College of American Pathologists, and 
the American Society of Clinical Pathologists; fel¬ 
low of the American College of Physicians; for 
many years practiced in Pittsburgh, where he was 
chief coroner’s pathologist in Allegheny County, 
and served on the staff of Pittsburgh Hospital; for¬ 
merly pathologist at the Allegheny Valley Hospital 
in Tarentum; pathologist at Anderson Memorial 
Hospital; died Sept. 2, aged 67, of dissecting 
aneurysm of the aorta. 

Maley, Thomas Francis ® Philadelphia; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1924; died Sept. 12, aged 60. 

Martin, James Jackson, Dawson, Ga.; Atlanta Col¬ 
lege of Physicians and Surgeons, 1913; an associate 
member of the American Medical Association; vet¬ 
eran of World War I; died in the Patterson Hos¬ 
pital, Cuthbert, Aug. 30, aged 68. 

Mintz, Maurice Emanuel, New York City; Univer¬ 
sity and Bellevue Hospital Medical College, New 
York City, 1909; member of the Medical Society 
of the State of New Y’ork; specialist certified by the 
American Board of Obstetrics and Gynecology; fel¬ 
low of the American College of Surgeons; on the 
staffs of the Mount Sinai Hospital and Sydenham 
Hospital; died Sept. 10, aged 72. 

Murdoch, James Wilson ® Chapel Hill, N. C.; 
University of Aberdeen Faculty of Medicine, Scot¬ 
land, 1924; member of the American Psychiatric 
Association; served as medical superintendent of 
the North Carolina State Hospital in Butner; died 
■ in the Memorial Hospital Sept. 16, aged 58, of cere¬ 
bral hemorrhage and hypertensive cardiovascular 
disease. 

Myers, Roy Everett ® Joplin, Mo.; National Uni¬ 
versity of Arts and Sciences Medical Department, 
St. Louis, 1916; past-president of the Jasper County 
Medical Society; associated with Freeman Hos¬ 
pital and St. John’s Hospital, where he died Sept. 4, 
aged 68, of coronary disease. 


Nevitt, Orme Richardson ® Raymond, Wash.; bom 
in 1878; University of Minnesota College of Medi¬ 
cine and Surgery, Minneapolis, 1900; member oi 
the American Academy of General Practice; past- 
president of the Pacific County Medical Society; 
helped organize the Pacific County Tuberculosis 
League of which he was president; served as healtli 
officer; in 1951 was named “Washington General 
Practitioner of the Year” by the state medical asso¬ 
ciation; associated with the work of the American 
Red Cross for more than 50 years, serving many 
terms as county chapter chairman and was chair¬ 
man emeritus at the time of his death; district 
registrar of vital statistics for many years; the 
Nevitt Memorial swimming pool, was built and 
dedicated in honor of his service to Raymond and 
the surrounding community; on the staff of the 
l^fillapa Harbor Hospital in Soudi Bend, where he 
died Sept. 6, aged 79, of cancer. 

Olms, Frank Albert, St. Petersburg, Fla.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1895; for many years practiced in 
Hampshire, Ill.; served on the staffs of the St 
Joseph and Sherman hospitals in Elgin, Ill.; died 
Sept. 6, aged 83, of heart disease and pneumonia. 

Pence, James William, Columbus Junction, Iowa; 
Keokuk Medical College, College of Physicians 
and Surgeons, 1907; served as medical examiner 
for the Rock Island Railroad; from 1941 to 1947 
medical e.xaminer for the Louisa County Draft 
Board; served as county coroner; died in the Belle¬ 
vue Hospital, Muscatine, Aug. 30, aged 79, of dia¬ 
betes mellitus. 

Predmore, Donald Ford, Montrose, Calif.; College 
of Medical Evangelists, Loma Linda and Los An¬ 
geles, 1934; died Sept. 5, aged 50. 

Prevor, Morris Aaron, Brooklyn; St. Louis Univer¬ 
sity School of Medicine, 1929; member of the Med¬ 
ical Society of the State of New York; died in the 
Brooklyn State Hospital Aug. 14, aged 54, of 
cerebrovascular accident and arteriosclerosis. 

Quattlebaum, Theodore Adolphus, Winnsboro, 
S. C.; Vanderbilt University School of Medicine, 
Nashville, Tenn., 1899; served as superintendent 
of the Carolina Orphan Home, Columbia, and the 
Croswell Home in Sumter; died in the Baptist 
Hospital, Columbia, Aug. 24, aged 82. 

Reitz, Charles, Rochester, N. Y.; Bellevue Hospital 
Medical College, New York City, 1890; an associate 
member of the American Medical Association; on 
the staff of the Park Avenue Hospital; died Sept. 3, 
aged 91, of coronary occlusion. 

Riley, James Horatio, Westport, Conn.; Starling- 
Ohio Medical College, Columbus, 1912; member 
of the Ohio State Medical Association; veteran of 
World War I; served on the staffs of the Mercy 
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and Springfield liospilals in Springfield, Ohio; died 
in Norwalk, Conn., Sept. 7, aged 69, of cerebral 
hemorrhage. 

Schnacr, Carl Hcnr)', Chicago; Chicago College of 
Medicine and Surgery, 1916; served on the staffs of 
the German Evangelical Deaconess Hospital and 
Englewood Hospital; died in tiie Veterans Adminis¬ 
tration Research Hospital Sept. 24, aged 73, of 
heart disease. 

Schwarz, Francis Stenard Jr., @ Cleveland; Cornell 
University Medical College, New York City, 1943; 
.specialist certified bs' the American Board of 
Ophthalmology; member of the American Academy 
of Ophthalmology and Otolarjmgology; formerly 
associated with the U. S. Public Health Service; on 
the staffs of the St. N^incent Charity and St. Luke’s 
hospitals; died in Medina, Ohio, Aug. 31, aged .37, 
of injuries received in an automobile accident. 

Sewell, Harry’ Dickey, Rochester. N. Y.; University 
of Pennsylvania Department of Medicine, Phila¬ 
delphia, 1909: an associate member of the Ameri¬ 
can Medical Association; fellow of the American 
College of Physicians; associated with the l^eterans 
Administration; formerly member of the medical 
division of Eastman Kodak Company; died in the 
Veterans Administration Hospital, Boston, Aug. 25, 
aged 75, of cancer. 

Sherer, William Walter, Los Angeles; University 
of Southern California College of Medicine, Los 
Angeles, 1906; died in the Parkview Hospital Aug, 
29, aged 79, of cancer of the pancreas. 

Slu'rk, Paul Kuhimann, IVatervliet, N. Y.; Jefferson 
Medical College of Philadelphia, 1930; formerly 
practiced in Yonkers, where he was on the staff 
of the St, John’s Riverside Hospital; medical rating 
specialist and personnel physician at the Veterans 
Administration office at the Watervliet Arsenal; 
died Aug. 27, aged 64. 

Soucek, Adolph @ Madison, Wis.; State University 
of Iowa College of Medicine, Iowa City, 1931; 
specialist certified by the American Board of Psy¬ 
chiatry and Neurology; member of the American 
Psychiatric Association; served as assistant jrhysi- 
cian at tlie State Hospital and School, Woodward, 
Iowa, assistant superintendent of the Cherokee 
(Iowa) State Hospital, superintendent of tlie Mount 
Pleasant (Iowa) State Hospital, and assistant super¬ 
intendent of the Mendota State Hospital; died 
Aug. 30, aged 51, of cryptococcosis. 

Spain, A. L., ® Letona, Ark. (licensed in Arkansas 
in 1903); died Aug. 23, aged 85. 

Spratt, John Thomas ® Mingus, Texas; Dallas Medi¬ 
cal College, 1902; for many years surgeon for the 
Texas and Pacific Railway; died in Strawn (Texas) 
Hospital Sept. 3, aged 83, of third degree bums 
received while burning trash. 


Stahl, Clare William, Topeka, Kan.; Kansas Med¬ 
ical College, Medical Department of Washburn 
College, Topeka, 1904; veteran of the Spanish- 
American War; died Aug. 31, aged 80, of cancer 
of the esophagus. 

Styles, George Wilson, Miami, Fla.; Meharry Medi¬ 
cal College, Na.shv'ille, Tenn., 1948; died June 4, 
aged 45, of cerebral hemorrhage, hypertension and 
arteriosclerosis. 

Terflinger, Fred Weston ® Logansport, Ind.; Medi¬ 
cal College of Indiana, Indianapolis, 1902; veteran 
of World War I; served as superintendent of the 
Logansport State Hospital; a charter member and 
past-president of the Rotary Club; died in St. 
Joseph’s Hospital Sept. 5, aged 84. 

Treible, William Henry, St. Petersburg, Fla.; Jef¬ 
ferson Medical College of Philadelphia, 1896; an 
associate member of the American Medical Asso¬ 
ciation; formerly j)racticed in York, Pa., where he 
was associated with the York Hospital; died Aug. 
22, aged 92, of cerebral thrombosis. 

Welsh, Arthur Brinkley ® Colonel, U. S. Army, re¬ 
tired, Newton Square, Pa.; University of Pittsburgh 
School of Medicine, 1925; entered the medical 
corps of the U. S. Army July 12, 1926, and reh'red 
Oct. 31, 1954; awarded the Legion of Merit for 
conspicuous and meritorious service in the Army 
from November 1941 to May 1945; sersdee mem¬ 
ber of the American Medical Association; died in 
Harrisburg Sept. 4, aged 57, of coronary occlusion. 

Westrope, Gordon Robert ® Columbia, S. C.; Med¬ 
ical College of South Carolina, Charleston, 1927; 
member of the American Psychiatric Association; 
veteran of World War I; formerly practiced in 
Gaffney, and served as district health director and 
director of the Cherokee County Health Depart¬ 
ment; for many years associated with the South 
Carolina State Hospital; died Aug. 25, aged 65. 

Williams, Edwin Lacy, Fort Meade, Fla.; Atlanta 
College of Physicians and Surgeons, 1904; died 
June 1, aged 85, of arteriosclerotic heart disease 
and hypertension. 

Williams, Paul Sinclair, Santa Cruz, Calif.; Western 
Reserve University School of Medicine, Cleveland, 
1931; died Aug. 27, aged 52. 

Wilson, Claude ® Greenville, Ky.; University of 
Louisville (Ky.) Medical Department, 1910; veteran 
of World War I; on the staff of the Muhlenburg 
Community Hospital; died Aug. 21, aged 78. 

Zachariah, Simon R., San Francisco; College of 
Physicians and Surgeons, San Francisco, 1900; 
served with the British Army during World War I; 
died Sept. 7, aged 80. 
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INDIA 

Scurvy.—A. Chakravarty and co-workers {Indian J. 
Child Health 7:8 [Aug,] 1958) stated that while pro¬ 
tein malnutrition, rickets, hypovitaminosis A and B, 
and anemia are common, the incidence of scurvy 
in India is believed to be lo\v, but they observed 28 
cases of scur\y in a period of 17 months. The num¬ 
ber of patients diagnosed as having scurvy was 
much larger, but the diagnosis could not be con¬ 
firmed because these patients were lost sight of. 
Most were boys, with the preponderance being 
between the ages 2 and 3 years, and the largest 
number of patients were seen between October and 
January^ Most of tliem came from poor families, 
and tlreir diet was deficient in calories and vitamins. 
The diet contained an insignificant quantity of 
pulses and milk, while fruits were uniformly absent. 
A history of a preceding illness was availalrle in 21 
patients, the most common being fever of undeter¬ 
mined origin and upper respiratory tract infection. 
The onset was acute in 24 and insidious in four. 

The common clinical findings were tenderness 
over tire lower limbs and pseudoparalysis with in¬ 
ability to bear weight. In eight the tenderness was 
severe enough to make tire child cry when the 
limbs were touched. Pseudoparalysis was unilateral 
in nine. Most of tire children were irritable. Mild to 
moderate anemia was present in almost all patients, 
but frank bleeding from the gums was found in 
only five. One girl of 6 years came to the hospital 
uuth generalized hemorrhages and pseudoparalysis, 
rapidly developed coma, and died, probably of a 
subarachnoid hemorrhage. There were no other 
deaths. Seven showed evidence of multiple vitamin 
deficiencies. A mild polymorphonuclear leukocytosis^ 
was seen in 14. Bone marrow biopsy was done-in 
seven patients; six of these had a normoblastic and 
one a megaloblastic appearance. The Kahn test was 
done .in two of those below the age of 2 years to 
rule out congenital syphilis and was found to be 
negative. 

Radiologically, the commonest sign w'as tire white 
line of Frankel, associated wth a zone of rarefac¬ 
tion below it. One patient had subperiosteal calci¬ 
fication. During the process of healing the Trum- 
merfield’s zone of rarefaction was the first to 
disappear, trabeculas appeared, and the effusion in 
the joints gradually diminished. The vitamin C 
content of the blood was estimated, and it was 
noticed that those with a content of less than 0.1 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


mg. per 100 ml. had frank hemorrhages. The high¬ 
est level of vitamin C in the blood associated with 
the presence of bleeding gums was 0.22 mg. per 100 
ml. In 18 a close correlation between the blood level 
of vitamin C and the severity of symptoms was 
noted. These patients were given 200 to 500 mg. of 
vitamin C daily by mouth, the dose depending on 
the severity of the condition. Diminution in tender¬ 
ness, pain, and irritability was noticed svithin 72 
hours, and full return to normal weight bearing was 
possible in early cases after 7 to 14 days of treat¬ 
ment. Two patients responded very slowly to ther¬ 
apy. Tire blood vitamin C level took about bvo 
weeks to show a rise and returned to normal w'thin 
3 to 12 weeks. 


NEW ZEALAND 

Van Meter Prize.—Dr. Duncan D. Adams has been 
awarded the American Goiter Association’s Van 
Meter prize. This prize is given annually for the 
best research on the thyroid gland anywhere in the 
world. Dr. Adams is on the staff of the endocrinol- 
og>' research unit of the New Zealand Medical Re¬ 
search Council. He gained the prize for his work 
in connection with to.xic goiter. In collaboration 
with Dr. H. D. Purves he developed a method of 
detecting and rneasuring thyroid-stimulating hor¬ 
mones. Application of this method led to the discov¬ 
ery that patients suffering from the disease have 
an abnormal thyroid-stimulating hormone in their 
blood. The discovery has since been confirmed by 
American scientists. It has led to a new line of in¬ 
vestigation which promised to reveal the basic 
cause of the disease. 

Health Service Beviewed.—Dr. J. P. S. Jamieson 
(Brit. M. }. [supp.] 2:15 [July 5] 1958) reported 
that to understand the social security medical serv¬ 
ices in New Zealand it is necessary to review the 
system which existed before their introduction. 
Public hospitals, financed by local taxes, govern¬ 
ment subsidy, patients’ fees, and voluntary contri¬ 
butions, and administered by local boards, served 
all parts. Most wage earners paid for themselves. 
The poor were assisted by hospital boards and re¬ 
lied largely on the benevolent services of the doc¬ 
tors. During the depression of the 1930 s, it became 
evident that a greater participation by the state in 
healtli matters was inevitable. A committee was set 
up to e.xamine the needs of the country and to in- 
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quire into the systems of other countries. The com¬ 
mittee nclvisccl (1) a gradual introduction of the 
service and cmpliasizcd prevention of and research 
on diseases, (2) greater access to x-ray examination, 
laboratory and pathological investigation, and other 
costly procedures, (3) free service for those unable 
to pay for medical care, the cost to he borne by the 
state, (4) reduced costs for maternity care and hos¬ 
pitalization, and (5) insurance of those with small¬ 
er incomes against sickness in the home on a con- 
tributor)'-subsidized basis. 

The gox'crnmcnt, howe\'cr, inclined tow'ard a uni¬ 
versal revolutionary system, by which, in keeping 
with the ideologs' of state ownership and control, 
all medical service u’ould be entirely under the gov¬ 
ernment and all physicians would become virtually 
state employees. After various unacceptable propos¬ 
als by the government, the New Zealand Branch of 
the British Medical Association considered a fee-for- 
service system at $1.10 for consultation or visit and 
$2 for consultation or visit at night and on Sundays 
and holidays and mileage for countrs' visits. During 
World War II this became law. The branch saw in 
this the danger of the state interposing between 
patient and doctor and ultimate domination of the 
profession. .At this point, the Prime Minister inter¬ 
vened with the proposal of an alternati\'e to the 
fee-for-service claim on the fund by the general 
practitioner. He suggested that those who preferred 
might charge the patient himself such fees as he 
thought fit, and the patient could obtain, on pres¬ 
entation of his receipted account, a refund equal 
to the fee-for-service pa^anent. By this method the 
state did not come between physician and patient, 
the patient-doctor relationship was preserved, and 
the physician would not be in any sense a govern¬ 
ment ser\'ant in his practice. 

Provision was also made on a salary basis for the 
service of certain small isolated communities and 
for people living in scattered districts in which a 
physician ordinarily could not make a liwng. There 
are specialists on the staff of the free hospitals, and 
the patients of private specialists get the ordinary 
refund on their accounts for each attendance. Later, 
radiological, diagnostic, laboratory, and patliologi- 
cal services were established. Briefly, medical sers'- 
ices are now available “free” to everyone from birth 
till deatlr—“free,” but paid for by ta.xation. The cost 
of the general practitioner, however, absorbs but a 
fraction more than 12 of the 18 cents social security 
tax. Medical service is efficient. People are living 
longer. Maternal mortality is one of the lowest in 
the world. Neonatal deaths have diminished. Re¬ 
habilitation for invalidism is quicker than it used to 
be. Doctors are fully employed and can practice 
wherever they choose. There are some weaknesses 
in the system; there is undue reference of patients 


to hospital for things the physician should do for 
himself; there is waste of drugs; and in some cases 
there is a tendency to exploit the fund by overat¬ 
tendance; but on the whole it is satisfactory. 


NORWAY 

Causes of Death.—When a woman of 70 with a his¬ 
tory of rheumatic fever in childhood, angina pectoris 
in later years, and a possible infarct is found on ex¬ 
amination to present a systolic murmur over the 
ape.x, a bundle-branch block on an electrocardio¬ 
graphic e.vamination, marked systolic and diastolic 
hypertension, chronic bronchitis, and emphysema, 
how is her death certificate to be worded? With this 
and kindred problems in bis mind. Prof. H. J. 
Ustvedt {Tidsshrifi for den norske Isegeforening, 
Sept. 1, 1958) set the staff of his side of Ullevaal 
Hospital the task of analyzing, in terms of death 
certificates, records of the 118 patients discharged 
in June, 1957. Half of this number were over the age 
of 60, and only 10% were under 40. None was under 
20. Each of five members of his staff listed these 
patient’s ailments independently of each other. In 
only 18 cases did they agree on which were the 
principal diseases and which were complications or 
accessory'. In 32 cases there was a relative agree¬ 
ment, all being credited uith the same diseases, but 
not necessarily in the same order of importance. 
By adding these 32 to the 18 already mentioned, it 
could be claimed that appro.ximate agreement had 
been achieved in only 42% of the total. A substantial 
degree of disagreement was noted in particular with 
regard to atherosclerotic, rheumatic, hypertensive, 
and other forms of heart disease. Commenting on 
these findings, UsWedt confessed tlrat, far from solv¬ 
ing any problem, the)' raise a whole series of ques¬ 
tions, calling for uniformit}' of diagnostic criteria, 
uniformit)' of nomenclature, and some coordination 
witliin hospitals over material for statistical handling. 

Rheumatic Fever.—Host and Ustvedt {Tidsshriff 
for den norske Iregcrforening, Sept. 15, 1958) used 
a modification of the Duckett Jones system of cri¬ 
teria for the diagnosis of rheumatic fever in an 
attemnt to ascertain what changes this disease may 
have undergone in the recent past. The 174 cases 
obsen'ed at Ullevaal Hospital in tlie tliree-year 
period 1931-1933 were compared with the 121 cases 
in the five-year period 1952-1956. The hospital rec¬ 
ords of each of these 295 cases was critically scruti¬ 
nized with regard to the diagnostic criteria used. 
There was complete agreement \rith the Jones cri¬ 
teria in 86% of the first and 81% of the second 
group. In both groups it would thus seem that the 
diagnoses had, on the whole, reflected discriminat¬ 
ing accuracy. To judge by this comparison tlie dis- 
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ease has shifted in character, with fewer severe cases 
with involvement of the heart and fewer relapses. 
While in tlie first group tlie se,xes were equally rep¬ 
resented, females predominated in the second gi’oup 
in the ratio of 3:2. Patients under 20 years of age 
were equally represented in the two groups, but 
whereas only 7% of the patients in the first group 
u'ere over 50, this was the case with 27% in the 
second group. In a retrospect of earlier publications 
on the subject, it is pointed out that opinions as to 
the decline in the frequency and severity of rheu¬ 
matic fever have been unavoidably vague for want 
of straightforward criteria which render a disease 
like pernicious anemia amenable to accurate diag¬ 
nosis. At present, the closest approach to accuracj' 
is by such a system of criteria as that used by 
Duckett Jones. 

The State Institute of Public Health.—With its staff 
of 14 physicians, 8 pharmacists, and a budget run¬ 
ning into many millions, the State Institute of Public 
Health in Oslo is now so much taken for granted 
that there is risk of the services it renders to the 
community being overlooked—hence the importance 
of its annual report for 1957 (supplement to Tkls- 
skrift for den norske hegeforening, Aug. 15, 1958). 
Most of the bacterial vaccines, toxoids, and serums 
needed in Norway are produced by the institutes 
serum department. Those vaccines that have to be 
imported from abroad include that for poliomyelitis 
which is imported from Denmark and the United 
States and small quantities of certain typhus, plague, 
and yellow fever vaccines. The cowpox vaccine de¬ 
partment is the sole pi'oducer of cowpox vaccine in 
Norway. Attempts are being made to reduce the 
bacterial content of tlie calf vaccine and to increase 
the stability of coivpox vaccine grown on tissue cul- 
trues. In 1957 a case of postvaccinal encephalitis 
udth recovery was reported. There is also the bac¬ 
teriological department which carries out bacterio- 
logic and serologic tests. In 1957 there were 47,787 
specimens examined for tubercle bacilli. The sero- 
diagnosis department includes a Wassermann lab¬ 
oratory' which in 1957 examined 83,741 specimens 
for the diagnosis of syphilis by complement fixation 
and flocculation tests. Another laboratory dealt with 
influenza problems, including those raised by the 
epidemic in the last four months of 1957. Another 
unit is die chemistry department which is concerned 
with chemical investigations of drinking water and 
sewage. In 1957 the methodology department was 
created. It deals with special problems in the fields 
of microbiology and biochemistry. 

Shortage of Radiologists.-At the end of last year 
about 50% of the hospital posts for radiologists were 
vacant for want of apphcants. This illustrates die 
working of the law of demand and supply, but it 


must be carefully explained to the public hospital 
authorities who have not hitherto fully appreciated 
what it costs to become a radiologist. As pointed out 
by Dr. O. Gronvik, chairman of the Junior Physi¬ 
cians Association, the physician who has graduated 
as such must take six to seven additional years in 
order to qualify as a fully trained radiologist, having 
under the best of circumstances to spend four of 
these years in the radiological department of a hos¬ 
pital. The health authorities have decided that the 
radiologist must not exceed a 40-hour week on ac¬ 
count of the dangers inherent to his work, but in 
practice no Norwegian radiologist keeps within this 
limit, such is the call on his services. Even when a 
young radiologist becomes qualified for one of the 
relatively few high appointments, he may hesitate 
before accepting it for fear of finding himself 
swamped by work for which he has no assistant. 
Sometliing could be done to encourage the recruit¬ 
ing of junior radiologists by allowing them certain 
emoluments hitherto denied them in certain hos¬ 
pitals. Although the practice of such hospitals to 
pay the surgeon called on to deal with a casualty 
brought to hospital but to pocket the corresponding 
fee charged the patient for the serv'ices of radiologist 
working in cooperation with the surgeon has led to 
disputes, it is not so much a matter of fees in isolated 
instances as the long-term future of the would-be 
radiologist that is making him hesitate in his choice 
of calling. Because it takes so long to become a 
radiologist, there is little prospect of the present 
stalemate being corrected in the near future. 

SWITZERLAND 

Iproniazid and Angina Pectoris,—Schweizer and 
von Panta {Schweiz, med. Wchnschr. 88:822, 1958) 
gave 150 mg. a day of iproniazid to 100 ambulator)' 
patients with angina pectoris for 12 to 222 days. 
Tlie pain on effort disappeared in 48 patients and 
was improved in 49. In three the drug had no effect; 
63 were completely and 29 partially relieved from 
pain at rest. Improvement was noted after an aver¬ 
age of 7 (2 to 18) days. The optimal therapeutic 
effect was reached before the 20th day and re¬ 
mained constant during the trial period in 98 pa¬ 
tients. After the drug had been discontinued, pain 
reappeared in 74 within 10 to 20 days. The electro¬ 
cardiogram at rest remained unchanged in 57 pa¬ 
tients; the ischemic changes decreased in 30 and 
increased in 13. The arterial pressure was dimin¬ 
ished in 25% of die normotensive and in 73% of the 
hypertensive patients. In 40% tiiere was an ortho¬ 
static hypotension. A decrease of the hypotensive 
effect of iproniazid during die trial period was ob¬ 
served in 36 patients. Serious complications oc- 
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cunccl in l‘J palicnls: myocardial infarction in 4, 
cerebrovascular accidciit in 2, congestive heart 
failure in 4, urinary retention in 2, and psychosis 
in 2, Three patients died, two with myocardial 
infarction and one with cerchrovascular accident. 

Such undesirable side-clfects as impotence, in¬ 
somnia, and constipation were observed in 89 pa¬ 
tients. These side-effects made it necessary to cease 
the trial in 46. In most of these patients the drug 
had a marked effect on the pain. Unfortunately the 
side-effects prohibited the administration of an 
effective dosage over a prolonged period of time in 
about half the patients. In most, the effective dos¬ 
age was 150 mg. a day. It cannot yet be stated 
whether or not a drug tolerance dcs’clops. Tliere 
are no indications that iproniazid lias any effect on 
the myocardial ischemia or on the natural course 
of the disease. On the other hand the disappear¬ 
ance of the signal pain has not been proved to be 
harmful. The danger elf serious complications ne¬ 
cessitates careful observation of the patient. In the 
presence of cerebral arteriosclerosis or of a marked 
increase of the size of tlie lieart, the administration 
of iproniazid is not advisable. 

UNITED KINGDOM 

Public’s Views on Cancer.—The public’s views on 
the cause of cancer were obtained tbrougb inter¬ 
net's with a random sample of the adult popula¬ 
tion of Edinburgh b)’ Cartwright and Martin ( Brit. 
M. J. 2:592, 1958). Only 1% of those questioned 
knew that cancer could attack children. Between 
25 and 33% considered it primarily a disease of 
persons above the age of 45. There were no indica¬ 
tions of canceropbobia in the population at large. 
When asked which of five selected causes of death 
was responsible for the greater number of deaths 
in the population, 35% said heart disease, 32% said 
traffic accidents, and 27% said cancer. Women were 
more cancer-conscious than men. Of those ques¬ 
tioned, 75% thought that cancer was ultimately 
fatal, and more than 33% said that they would 
rather not know if they had cancer. It is now quite 
widely believed that smoking is a cause of cancer. 
When asked specifically, 30% said that smoking 
was a possible cause. The cause of cancer most 
frequently suggested was knocks, bumps, or bruises. 
Then in descending order of frequency came smok¬ 
ing, air pollution, inheritance, fatigue, worry, and 
“overstrain.” No opinion on the cause of cancer was 
given by 34%, and 12% thought that it was com¬ 
municable. Curiously enough, the number of peo¬ 
ple who gave up smoking on the grounds of expense 
was greater than those who gave it up for health 
reasons. 


Psychological Medicine in General Practice,—A 
working party of the Council of the College of 
General Practitioners studied psychological medi¬ 
cine in general practice at the request of the Minis¬ 
try of Health (Brit. M. J. 2:585, 1958). They found 
that 2 )sychological medicine was an integral part of 
all general practice. Every good family physician 
must be a good psychologist. To misdiagnose psy¬ 
chological illness is just as bad as misdiagnosing 
organic disease and may lead to even greater un- 
hapi^iness. So much medical teaching is concerned 
with organs and tissues that the family doctor may 
lose sight of the j^atient as an individual with fears, 
anxieties, guilt feelings, and inadequate relation- 
shij^s with other people. It is considered by general 
practitioners that about 30% of tlieir patients have 
some form of psychiatric disturbance. These fall 
into five main groups which frequently overlap. 
They are anxiety and depression from emotional 
stress, constitutional liability to anxiety or depres¬ 
sion, constitional personality and behavior difficul¬ 
ties, psychoses, and organic brain disease. The last 
two are comi^aratively rare, but involutional depres¬ 
sion and arteriosclerotic senile dementia are by no 
means uncommon. 

Every organic illness has its natural psychological 
component, which may be hardly noticed or severe. 
Such conditions as cancer, venereal disease, ar¬ 
thritis, and heart disease may be accompanied by 
superadded emotional upset, while others—premen¬ 
strual tension, spastic colon, ulcerative colitis, asth¬ 
ma, and eczema—are on the borderline between 
the physical and i^sychological. Certain symptoms 
are f>articularly f)rone to cause reactive anxiety or 
depression. Many of these patients with psychologi¬ 
cal disturbances have to be supported and managed 
by their family physician. The general practitioner 
starts with an advantage over tlie consultant in tlie 
management of these patients because of his knowl¬ 
edge of their background and their families. Re¬ 
sponsibility for mental health will rest more and 
more on the general practitioner in the future. A 
great deal remains to be done before he is skilled 
enough and adequately equipped to do as good 
work in this field as he is able. 

Psychological medicine should be taught more 
thoroughly to all medical students, and more op¬ 
portunities for postgx-aduate training in it should be 
open to all general practitioners. It might be ad¬ 
vantageous for a group of physicians to have one 
partner who, though still in general practice, has 
been specially trained in this branch of medicine. 
In helping their patients with psychological illnesses 
family doctors should take more opportunity to 
develop team-work in the ancillary health services 
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to which they have access. The Ministty of Health 
should investigate the possibility of giving more 
opportunities and recognition to general practi¬ 
tioners with a special interest in psychological med¬ 
icine. 

Ischemic Heart Disease.—Thomas and co-workers 
estimated the prevalence of ischemic heart disease 
in South Wales {Lancet 2:540, 1958). The cardio¬ 
vascular status of 100 miners from an industrial 
area was compared with that of 100 men from an 
agricultural area nearby. The age range was 55 to 
64. A pilot survey in which clinical, radiologic, and 
electrocardiographic evidence was used for diagno¬ 
sis suggested strongly that the electrocardiogram 
was the most useful in assessing cardiac status. The 
clinical examination was sometimes of value, but 
the posteroanterior chest x-ray was of little diag¬ 
nostic aid. The same clinician made a diagnosis 
on the clinical and electrocardiographic evidence, 
and all electrocardiograms were interpreted by 
three cardiologists, whose findings varied widely. 
Two inde.xes of ischemic heart disease were used 
—the clinical index, based on clinical assessment, 
electrocardiography and radiography by one cardi¬ 
ologist, and the electrocardiographic index, based 
on agreement between three cardiologists that an 
electrocardiogram showed changes compatible with 
the diagnosis of ischemic heart disease. The preva¬ 
lence in these men, based on clinical assessment, 
\vas 25% in the agricultural area and 38.3% in the 
mining area. The figures based on electrocardio¬ 
graphic assessment were 17% and 21.3% respec¬ 
tively. Though the mining group seemed to have 
a somewhat higher prevalence of ischemic heart 
disease, the difference was not statistically signifi¬ 
cant. Those affected were both taller and heavier 
than the others. The siblings of the men with is¬ 
chemic heart disease had a higher mortality than 
the siblings of the controls. No significant difference 
was noted in the mean serum cholesterol levels in 
those with and those without ischemic heart dis¬ 
ease. 

New Hypoglycemic Agent.—The results obtained 
in 43 diabetics treated with a new hypoglycemic 
agent, chlorpropamide, were reported by Murray 
and co-workers {Lancet 2:553, 1958). Chlorpropa¬ 
mide, or N(propyl-N-chlorobenzene) sulfonyl urea, 
which is chemically related to carbutamide and 
tolbutamide, was given to' a group of diabetics 
\yho had had diabetes for less than 10 years, who 
were either not taking insulin or had not been tak¬ 
ing it for more than two years and who were over 
40 years old. Diet alone failed to control the dia¬ 
betes in most of these patients. Thirteen were hos¬ 
pitalized, and 30 were outpatients. The drug was 


given as a single daily dose of 1 Gm. orally. If after 
a few days treatment a good response was obtained, 
the dose was reduced to the lowest effective level. 
A satisfactory hypoglycemic response was obtained 
in 28 of the 43 patients treated,' or in 65%. Ketonuria 
had been previously noted in 27% of the failures, 
compared with 4% of the successes. If a favorable 
response occurred, judged by a sugar-free urine, it 
did so by the second or third day, and always 
witliin a week. In the responders the mean blood 
sugar level fell from 273.5 mg. per 100 ml. before 
treatment to 161.8 mg. at the end of two weebs, 
while in the nonresponders the mean figures were 
364.5 mg. and 304.5 mg. The mean daily glucose 
output was reduced from 35.5 to 3.4 Gm. in the 
responders,‘and in the nonresponders it remained 
constant at 58 to 60 Gm. daily. 

Over half tire responders had been preriously 
treated with carbutamide or tolbutamide. The im- 
pressicrn gained was that chlorpropamide was less 
potent than carbutamide but more potent than tol¬ 
butamide. Increasing the dosage to 3 Gm. daily 
brought under control three patients who did not 
respond well to 1 Gm. daily initially. As it was not 
thought desirable to give more than 1 Gm. daily, 
this dosage was considered excessive and the cases 
were regarded as failures. There were no serious 
toxic effects, such as leukopenia or thrombocyto¬ 
penia. Nine patients complained of nausea, a dif¬ 
fuse erythematous rash, and drowsiness. Increasing 
the daily dose from 1 to 2 Gm. often caused these 
side-effects. 

Cost of Iron Preparations.—The cost of iron prep- 
parations for oral use in general family and hospital 
practice was investigated by Davidson and Rich¬ 
mond {Lancet 2:570, 1958). Tliey stated that fer¬ 
rous sulfate tablets, with or without added trace 
elements, and whether bought as a proprietary' or 
nonproprietary preparation, svere the cheapest form 
of iron for oral medication. Since ferrous sulfate 
raises the hemoglobin level as effectively as other 
iron salts, such as the gluconate and succinate, and, 
when given in comparable doses of elemental iron, 
is no more likely’ to cause gastric upsets, it should 
be the first choice for oral iron therapy'. An analysis 
of hospital prescriptions showed that ferrous sulfate 
forms 46% of all the iron preparations prescribed, 
while the newer organic iron preparations form 
54%. In general practice, however, ferrous sulfate 
tablets form only 23% of all the iron preparations 
prescribed, whereas the more expensive organic 
preparations form 77%. The cost of iron tablets to 
the National Health Service is about $150,000 per 
month, but if ferrous sulfate were ahwys pre¬ 
scribed whenever iron for oral use is required, the 
annual saving would be nearly’ $1,000,000. 
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Effect of Acute Digitnlization in Patients with 
Rheumatic Heart Disease. L. Werko, H. Eliasch, 
B. Thoinasson and E. Varnauskas. Cardiologia 33: 
161-194 (No. 3) 195S (In English) [Basel, Switzer¬ 
land]. 

The immediate effect of the administration of 
cardiac glycosides was studied in 56 paHents with 
rheumatic heart disease. Four of these patients had 
aortic valvular disease only, 31 had pure mitral 
stenosis, 1 had mitral incompetence, 8 had multi- 
vaKailar involvement, and the remaining 12 had 
mitral stenosis associated with other disease. Ten 
patients were in congestive failure. In 20 patients 
the clinical diagnosis w'as confirmed by autopsy. 
Lanatoside C was given to .37 patients in a dose 
varying between 0.4 and 1.6 mg., strophanthin K 
was gi\'en to 11 patients in a dose of 0.5 mg., Scil- 
laren was given to 6 patients in a dose varying 
behveen 0,5 and 1 mg., and acetyldigitoxin was 
given to 3 patients in a dose of 0.6 mg. The cardiac 
output and tlie pressures in the pulmonary and 
systemic circulations were determined before the 
drug W'as administered and 30 and 60 minutes after 
the drug was given. In 6 patients the response to 10 
minutes of e.vercise w'as studied 30 to 40 minutes 
after tlie drug was given. In 2 patients similar ex¬ 
ercise studies were performed both before and 30 
minutes after lanatoside C had been administered. 
In 7 patients the eff’ect of the cardiac glycoside was 
studied after the extracellular fluid volume or 
plasma had been increased by rapid intravenous 
infusions of crj'stalloid or colloid solutions. In 2 
patients pulmonary edema occurred early in the 
procedure. In these patients the effect of therapy 
with lanatoside C and strophanthin K, respectively, 
was studied before any other treatment was insti¬ 
tuted. 

It was found that in acute digitalization the right 
atrial pressure decreased in all patients. This de¬ 
crease was of physiological significance only in the 
patients with right heart failure (from 10.8 i 1.54 
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to 4.8 ± 0,95 mm. Hg). The pulmonary ai'terial 
blood pressure decreased in some patients, and its 
drop was most pronounced in the patients with 
atria] fibrillation who were not in congestive heart 
failure (39.8 ± 4.09 to 31.2 ± 3.34 mm. Hg). The 
cardiac output increased only in the patients in 
congestive heart failure. The stroke volume in¬ 
creased only in the patients with atrial fibrillation; 
in those not in congestive failure, from 39.8 ± 4.45 
to 51.1 ± 5.09 mm. Hg; in those in congestive 
failure, from 36.7 ± 4.61 to 48.2 ±: 5.73 mm. Hg. 
The heart rate usually decreased. This was most 
marked in patients with atrial fibrillation. Stro¬ 
phanthin K and Scillaren had the most rapid action, 
but the rapidity of action of lanatoside C and ace¬ 
tyldigitoxin almost equalled that of the first 2 drugs. 
Otherwise no difference was found among the 
drugs. The exercise tolerance was greatly improved 
in the patients widi atrial fibrillation but not in 
those w'ith sinus rhythm. Digitalization did not in¬ 
fluence the hemodynamics to any great extent in 
the patients without congestive failure in whom 
the plasma volume was increased with infusions of 
crystalloid or colloid solutions. In 2 patients severe 
pulmonary edema occurred in the course of treat¬ 
ment. The edema did not disappear as a result of 
treatment with lanatoside C in one patient and 
with strophanthin in the other; administration of 
oxygen relieved the anoxia, and after additional 
administration of morphine and theophylline the 
edema disappeared. 

Patients with mitral stenosis and sinus rhythm 
should be digitalized only if they have signs of 
congestive heart failure or if left ventricular failure 
is suspected (in the presence of arterial hyperten¬ 
sion, mitral incompetence, or aortic valvular dis¬ 
ease). Patients with mitral stenosis and atrial fibril¬ 
lation should always be digitalized regardless of 
the occurrence of signs of failure of the right heart. 
Further studies regarding the behavior of patients 
with mitral stenosis during exercise in different 
stages of digitalization seem to be indicated. 

Some Aetiological Aspects of Coronary Heart Dis¬ 
ease: An Indian Point of View Based on a Study 
of 867 Cases Seen During 1948-55. R. P. Malhotra 
and N. S. Pathania. Brit. M. J. 2:528-531 (Aug. 30) 
1958 [London]. 

The authors report on 754 men and 113 women 
with coronary heart disease who were admitted to 
hospital or seen in private practice in Amritsar in 
the Punjab, India, between 1948 and 1955. Obser- 
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vations on these patients concerning age (including 
the younger age groups), profession, family history, 
body build in general, and association with diabetes 
mellitus and hy'pertension did not in any way differ 
from those of Western workers. The ratio of men 
to women was more or less the same as that de¬ 
scribed by Western workers; thus, the degree of 
relative immunity from coronary disease enjoyed 
by the female sex in India is no greater than in the 
West despite the fact that women lead a compara¬ 
tively much more sheltered and indoor type of life, 
that they are mostly vegetarians, and that addic¬ 
tion to tobacco or alcohol is practically unknown 
among them. 

The role of the fat content of diet in the causa¬ 
tion of coronary disease is a controversial point. 
The fat content of the diet taken by most of the 
867 patients was poor as compared with European 
standards. Consequently it seems difficult to believe 
that dietary fat can play any significant part in the 
causation of coronary disease. The observations on 
these patients showed that vegetarians are no less 
prone to the occurrence of coronary disease, and 
the same is true of nonsmokers, since no less than 
50% of the patients belonged to the Sikh sect whose 
religion forbids smoking. Obesity has long been 
recognized as an important predisposing factor. Of 
the 754 men, 204 were obese, 500 were of average 
tjTpe of build, and 50 were thin; of the 113 women, 
48 were obese, 57 were of average type of build, 
and 8 were thin. These data suggest the greater 
importance of obesit)' in the causation of coronary 
disease in women than in men. 

Coronary disease is a major cause of deaths in 
countries that are materially more advanced. Of 
the 867 patients, only 123 (14%) were from rural 
areas, but this finding does not justify the assump¬ 
tion that the disease is less prevalent among per¬ 
sons living in places remote from modern civiliza¬ 
tion. Patients from villages came to the town 
hospitals only when they were severely disabled 
by congestive heart failure or when their physical 
activity was seriously curtailed by severe anginal 
pain on effort. Brief or mild episodes of coronary 
disease remained unnoticed, and the same was 
true for sudden deaths. Furthermore, small villages 
near big towns cannot be considered rural in the 
real sense of die word. A great deal of work and 
money would be required for an investigation in 
those remote ai'eas of India in which the mode of 
life continues to be what it was in the 18di century. 
With the present standard of vital statistics in In¬ 
dia, it is difficult to give the true incidence of 
coronary disease in diis part of the world. But with 
867 cases of coronary disease (28.4%) occurring 
among a total of 3,054 patients with diseases of the 
heart seen during the observation period, it is diffi¬ 
cult to share the view held by Western workers 
that coronar)' disease is uncommon in materially 
' less-favored countries. 


Traumatism in the Pathogenesis of Primary Rheu¬ 
matism. L. Schiavetti and A. Gospodinoff. Poli- 
clinico (sez. prat.) 65:1015-1025 (June 30) 1958 (In 
Italian) [Rome]. 

The authors reviewed the history of 400 patients 
with rheumatic disease, who were treated at tlie 
Center of Rheumatology in Rome during the period 
1952-1957, and found that 14 of them (3.5%) had a 
post-traumatic rheumatic arthritis. Traumatism is 
probably an aspecific, pathogenetic factor which 
contributes to the clinical manifestation of primary 
rheumatism (rheumatic fever, rheumatoid disease, 
and ankylosing spondylitis) in persons who are pre¬ 
disposed to the disease. This correlation was more 
clearly observed in instances of acute rather than 
in chronic rheumatic disease. A period varying be¬ 
tween 13 and 25 days elapsed between the trau¬ 
matic episode and the manifestation of the rheu¬ 
matic disease. 

The case of a woman, aged 36 years, is reported, 
which illustrates the pathogenetic correlation be¬ 
tween traumatism and primary rheumatic disease. 
The patient had had post-traumatic hydrarthrosis 
in the right knee 4 years previously. The synovial 
fluid showed no evidence of inflammatory reaction, 
and the disorder subsided shortly. However, swell¬ 
ing associated with an intra-articular inflammatory 
exudate reappeared 3 months later, and after that 
at irregular intervals. The disease developed into 
intermittent hydrarthrosis. An injury to the left 
hand, which occurred 2 years later, was followed 
by rheumatic arthritis; this process involved the 
patients ankles and knees the following year. 

The correlation between traumatism and primary 
rheumatic disease is also relevant in problems of 
health insurance and industrial health. The phy- ^ 
sician sometimes has to evaluate the e.xtejit-to'^' 
which a mechanical injury has contributed to the 
development of a rheumatic disease, or he may be 
called upon to dissuade persons who are predis¬ 
posed to rheumatic disease from engaging in ac¬ 
tivities exposing them to acute or chronic mechan¬ 
ical injuries. 

Dicumarol and Serum Uric Acid. O. E. Hansen 
and C. Holten. Ugesk. laeger 120:974-975 (July 24) 
1958 (In Danish) [Copenhagen]. 

A uricosuric effect of Dicumarol has been ob¬ 
served. In most of the 40 patients given anticoag¬ 
ulant treatment with heparin prolongatum and 
Dicumarol, there was a reduction of over 20% in 
the serum uric acid value. The uric acid determina¬ 
tions were made as double measurements accord¬ 
ing to the Praetorius method. The question is 
raised as to what e-xtent the improved prognosis in 
ischemic cardiac disorders after treatment with 
anticoagulants depends only on the prolonged co¬ 
agulation time, or whether the effect of these agents 
on the uric acid metabolism may be significant. 
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The Salicylnlc Problem with Special Reference to 
McUiyl Salicylate. H. M. Cann and H. L. Verhulst. 
J. Pcciial. 53S271-276 (Sept.) 1958 [St. Louis]. 

The widespread use of acetylsalicylic acid, the 
extreme toxicity of methyl salicylate, and the pub¬ 
lic’s unawarenc.ss of the toxicity of these substances 
are the main reasons for the extent of this prob¬ 
lem. When a child has accidentally ingested a 
salicylate product, treatment should be started as 
soon as possible. In all cases the stomach must be 
emptied promptly, and mild intoxication can be 
remedied by this procedure alone. Since methyl 
salicylate delays stomach emptying, gastric lavage 
may, therefore, be carried out as long as 4 to 6 
hours after ingestion. If gastric lavage is performed, 
sodium bicarbonate should not be used, since it 
enhances salicylate absorption from the gastroin¬ 
testinal tract. In 2 of the 3 cases cited, in which 
children died from accidental ingestion of methyl 
salicylate (wintergreen oil), despite labeling on the 
bottle, the warning was not heeded that the drug 
should be "kept out of the reach of children.” In 
none of the 3 cases were immediate attempts made 
to empty the stomach, and proper therapy was 
delayed. In one case the similaritv' of a methyl 
salicylate container and a cough medicine con¬ 
tainer was apparently the cause of the fatal acci¬ 
dent. The practice of some physicians in advising 
hospitalization—if only for overnight observation- 
in most cases of salicylate ingestion, whether or not 
sjTnptoms have occurred, emphasizes the necessity 
of prompt, vigorous therapy and close observation 
in all instances of salicylate overdosage. The latter 
is especially important in methyl salicylate poison¬ 
ing where the usual asjTnptomatic period after in¬ 
gestion makes prolonged obsers’ation mandatory. 

In acute salicylate poisoning, water is lost from 
the body by diaphoresis, hyperpnea, vomiting, and 
diarrhea, which loss results in impaired renal func¬ 
tion-and decreased salicylate excretion. The hypo- 
prothrombinemic effect of salicylates, which can 
be corrected by the administration of vitamin K 
preparations, is well known. The treatment of 
established salicylate intoxication consists of giving 
fluids intravenously (orally in mild cases) to correct 
the existing water deficit; dextrose is administered 
to combat ketosis, intravenously administered cal¬ 
cium gluconate is given in the event of tetany, and 
oxygen should be administered if convulsions oc¬ 
cur. Base solutions are contraindicated in the early 
stages, as they may lead to tetany, convulsions, and 
death, and they should not be given until acidosis 
supervenes some 4 to 6 hours later. Although there 
. are some individuals who feel that sodium bicar¬ 
bonate is not harmful when given early in the 
course of the development of symptoms, and de¬ 
spite the fact that renal excretion of salicylates is 
enhanced in the presence of an alkaline urine, base 


ibcr.apy must be administered cautiously, as rapid 
correction of the acidosis may result in alkalosis. 
Barbiturates, paraldehyde, and morphine are defi¬ 
nitely contraindicated because of their synergistic 
effect with the salicylates in producing central 
nervous sj'stem depression. Good clinical results 
have been obtained with hemodialysis, and ex¬ 
change transfusion has been used in cases of methyl 
salicylate poisoning with favorable results. 

The 1957 Influenza Epidemic: A Study of 500 Cases 
Admitted into the J. A. Group of Hospitals, 
Gwalior, M. P. P. N. Laha and D. R. Bapat. J. In¬ 
dian M. A. 31:53-58 (July 16) 1958 (In English) 
[Calcutta]. 

The authors report on 477 adults and 23 children 
with influenza who were admitted to a group of 
hospitals in Gwalior, Madhya Province, India, be¬ 
tween June 1 and July 31, 1957, when the influenza 
epidemic engulfed tlie Gwalior area which includes 
3 towns, namely, Lasbkar, Gwalior, and Morar. 
The cases of influenza were distributed among the 
3 religious groups (Hindu, Moslem, and Christian) 
in proportion to the number of persons in each 
group. Most of those affected (74.2%) were between 
tbe ages of 16 and 30 years. Males predominated 
in a ratio of 7 to 1 among adults and of 5 to 1 
among children. The epidemic affected persons of 
every variety of occupation. Roughly estimated, 
the attack rate at Gwalior was 20% of the popula¬ 
tion. Fever, headache, cough, and body ache con¬ 
stituted the major tetrad of sjunptoms. Weakness 
and lassitude were present in only 4.2% and giddi¬ 
ness in only 2.1% of the patients. There was a small 
proportion of patients with only local sjTnptoms, 
such as coryza and sore throat. Vomiting and rigor 
were sometimes very' prominent in children, and 
atypical symptoms, such as dyspnea, giddiness, and 
increased frequency of micturition, were also, ob¬ 
served. Laboratory studies were done on 100 pa¬ 
tients; 91 of these had a normal white blood cell 
count, 5 had leukocytosis, and 4 had leukopenia. 
The erytlrrocyte sedimentation rate was increased 
in 84 patients and was normal in 16. The course of 
the disease lasted from 3 to 5 days in most of the 
patients, but in some patients it was prolonged to 
7 days. There were no significant complications. 
The relapse rate was about 5%. There were no 
deaths. 

All the patients were treated in "separate wards 
to prevent spread of the infection to other patients 
in the hospital. The patients were kept under com¬ 
plete rest for at least 4 days even after the tempera¬ 
ture was restored to normal, since. premature ac¬ 
tivity was an important cause of relapse. Of the 500 
patients,' 237 were given salicylates, and 193 re¬ 
ceived salicylates and intramuscular injections of 
crystalline penicillin; 30 patients were treated u-ith 
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salicylates, crystalline and procaine penicillin, and 
dihydrostreptomycin, 20 with sulfonamides, and 20 
with crystalline penicillin alone. The number of 
days required to cure the patients ranged from 3 
to 7 in each of the 5 groups. It was concluded that 
drugs did not modify the course of the disease. 

Blood Ammonia Determinations in Liver Diseases. 
Li P’ei-Kuang, Lu Han-Ming, Ho Chih-Hsiung and 
others. Chinese M. J. 76:529-542 (June) 1958 (In 
English) [Peking, China]. 

The relationship of the liver and of the portal 
circulation to the metabolism of ammonia was 
recognized more than 60 years ago when the syn¬ 
drome called “meat intoxication” was observed in 
Eck-fistula dogs with high blood ammonia levels. 
Later evidence was found that the elevation of 
blood ammonia levels might be one of the impor¬ 
tant causes underlying hepatic coma. The occur¬ 
rence of episodic stupor in patients who have un¬ 
dergone portacaval anastomosis is likewise asso¬ 
ciated with elevated blood ammonia levels. The 
authors made 226 determinations of the ammonia 
content of the peripheral blood in 97 patients with 
a variety of liver diseases and several miscellaneous 
conditions, with or without involvement of the 
liver. The blood ammonia was determined by Con¬ 
way’s microdiffusion technique, as modified by 
Ting and Liu. Results were expressed in micro¬ 
grams of ammonia-nitrogen per 100 ml. of blood. 
In normal controls the figures ranged between 20 
and 50 meg. per 100 ml., and 50 meg. per 100 ml. 
was therefore accepted as the upper normal limit. 

The authors have tabulated the ammonia-nitro¬ 
gen values obtained in patients with cirrhosis of 
the liver, hepatitis mostly of viral origin, primary 
carcinoma of the liver, amebic abscess of the liver, 
schistosomiasis, nephritis, gastrointestinal diseases, 
cardiac disorders, and miscellaneous diseases. The 
results suggest that the ammonia-nitrogen values 
may, to a certain extent, reflect the functional state 
of the liver. An elevation of the ammonia level is 
usually observed in cases of liver diseases with dif¬ 
fuse parenchymatous damage and portal-systemic 
shunt or collateral circulations. In hepatic coma or 
precoma the ammonia-nitrogen values are usually 
very much elevated, greatly exceeding the values 
observed in the same patient during the absence 
of coma. It is, therefore, believed that the disturb¬ 
ance of ammonia metabolism must be one of the 
important causes of hepatic coma. 

The ammonium chloride tolerance test was made 
in a group of patients with and in a group without 
hepatic insufficiency and collateral circulation. The 
results of tliis test differed greatly in these 2 
groups, and it is suggested that this test may sup¬ 
plement the simple blood ammonia-nitrogen de¬ 
terminations. 


Primary Renal Hypokalemia-Primary Aldostero¬ 
nism. G. Alsted and P. Halberg. Ugesk. Isger 
120:979-982 (July 24) 1958 (In Danish) [Copen¬ 
hagen]. 

The differential diagnosis between primary renal 
hypokalemia and primary aldosteronism is difficult 
but extremely important. In hypokalemia con¬ 
tinued potassium treatment must be applied, while 
aldosteronism can be cured radically by operation. 
A case of potassium-losing nephritis in a woman, 
aged 43 years, is described. There had been no 
previous renal disorder. The chief symptoms were 
loss of weight, progressive muscular adynamia, 
slight proteinuria, polydipsia, polyuria, and hypos¬ 
thenuria. There were hypokalemia and t>pical 
changes in the electi-ocardiogram. Potassium ther¬ 
apy was instituted, but the patient died within 2 
weeks after admission. At autopsy nephrotic 
changes were found in the kidneys, but there was 
no evidence of acute or chronic renal-infection. 
The adrenal glands were morphologically normal; 
the pituitary gland was somewhat enlarged; and 
microscopic examination revealed an increased 
number of basophil cells in small adenoma-like 
groups. Technical facilities for determining the 
aldosterone excretion were not available. Because 
of the findings in the hypophysis and the absence 
of primary infectious renal changes, and in spite 
of the absence of a tumor in the adrenal cortex, 
the case is regarded as one of primary aldostero¬ 
nism. 

UROLOGY 

Retrograde Ejaculation as Cause of Sterility in the 
Male. A. M. C. M. Schellen. Nederl. tijdschr. 
geneesk. 102:1252-1253 (June 28) 1958 (In Dutch) 
[Amsterdam]. 

The author presents the history of a 35-year-old^ 
man who had been married for 8 years but who had 
no children. The history revealed that during coitus 
the patient had the sensation that, while semen 
was expelled, there was no ejaculum. Since the' 
patient’s genitalia seemed to be free from patholog¬ 
ical changes, he was told to urinate shortly before 
and shortly after cohabitation and to collect the 
postcoital specimen for examination. Two post- 
coital specimens of urine revealed the presence of 
normal spermatozoa. The author feels that the pa¬ 
tient has an idiopathic form of retrograde ejacula¬ 
tion. If a patient with this condition requests treat¬ 
ment for sterility, urologic therapy may be con¬ 
templated but is often found impracticable. Artifi¬ 
cial insemination may be effected with seminal 
fluid obtained from the patient’s bladder. The au¬ 
thor found reports of 8 similar cases in the litera¬ 
ture and believes that more cases will be recog¬ 
nized if retrograde ejaculation is thought of in pa¬ 
tients with aspermia. 
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Vesicoureteral Reflux in Cliilclrcn. B. W. Jones and 
J. W. Headstream. J. Urol. 80:114-115 (Aug.) 1958 
[Baltimore]. 

The author-s report on 70 boys and 30 girls, their 
ages ranging from 14 days to 14 years, who were 
subjected to voiding cystograpliy in order to de¬ 
termine whether reflux occurred in children with¬ 
out history or findings suggcsti\’e of urinary tract 
disease. These patients had a nonurologic admis¬ 
sion with a negative urinalysis. Of tlie 100 children 
examined by voiding cystography, only 1 exhibited 
vesicoureteral reflux. Sub.scquent examination of 
the patient with vesicoureteral reflux revealed blad¬ 
der neck contracture, and a transurethral resection 
was performed with an uneventful postoperative 
course. Follow-up studies 6 months later demon¬ 
strated bilateral reflux on voiding cs'stography, no 
residual urine, and negative urinalysis. It is the 
authors’ belief that children with normal urinary 
tracts will not exhibit vesicoureteral reflux. Thus, 
this study supports the findings of those who claim 
that vesicoureteral reflux occurs only in the pres¬ 
ence of demonstrable uropatby. 

OTOLARYNGOLOGY 

Executive’s Dysphonia: A Study of 49 Patients. 
W. H. Gardner. Cleveland Clin. Quart. 25:177-186 
(July) 1958 [Cleveland]. 

The subjects of this study wore 49 business men 
who had been referred for examination of the voice. 
The majority' were from sales and personnel de¬ 
partments. They were selected on the basis of 2 
criteria: (1) the patient held an executive position 
that involved command of and communication with 
a large number of persons, and (2) his vocal dis¬ 
order could be classed as functional dysphonia. 
The patients ranged in age from 32 to 70 years. 
Fortj'-four of the 54 findings among the otolaryn¬ 
gologists were in patients with functional dys¬ 
phonia, 6 in those with contact ulcers, and 4 in 
those with nodules. Chronic rhinitis was the single 
most frequent finding. The duration of the vocal 
disorders ranged from 1 month to 20 years. The 
49 patients reported 243 symptoms; 153 by those 
having functional dysphonia, 63 by those having 
contact ulcers, and 27 by those having nodules. 
Hoarseness was reported by all the patients. A total 
of 194 vocal deviations, including hoarseness, mo¬ 
notony, and breathy voice, were observed by the 
voice therapist, an average of 4 deviations per pa¬ 
tient. More than half of the 49 patients had limited 
ranges of speaking pitch. 

In addition to voice therapy that was recom¬ 
mended for all 49 patients, antihistaminics or hypo- 
allergies (16), diet and vitamins (16), no smoking 
(6), prednisone (3), and tranquilizers (2) were ad¬ 
vised for 43 of the executives having dysphonia. 


Voice therapy was successful in all of the 37 pa¬ 
tients who participated in the program; 31 achieved 
clear voices, and 6 had improved voices. In 9 of 
the 10 patients having contact ulcers who received 
voice therapy, the ulcers disappeared or improved; 
and in 5 of the patients leaving nodules, the nodules 
cleared or improved. The remaining 3 patients 
having contact ulcers who refused therapy re¬ 
mained unimproved; 1 of these developed an addi¬ 
tional granulation requiring surgery. Of the 9 pa¬ 
tients having functional dysphonia who did not 
receive voice therapy, 5 refused the therapy and 
appeared to be satisfied with the results of tran¬ 
quilizers; 3 refused the therapy because they were 
"too busy”; and 1 was referred to another therapist. 
Tlie author is of the opinion that the best results 
are obtained with a combination of voice therapy 
and medical measures. 

Intermittent Parotid Swelling Due to Ill-Fitting 
Dentures—An Entity; Its Diagnosis and Treatment. 
A. C. Furstenberg and I. M. Blatt. Laryngoscope 
68:1165-1181 Quly) 1958 [St. Louis]. 

The authors report on 3 women, between the 
ages of 46 and 72 years, with diffuse parotid swell¬ 
ing associated with pain and a feeling of pressure 
in the cheek while eating. All 3 patients had been 
wearing complete or partial dentures for many 
years. When salivary flow was stimulated by lemon, 
the parotid gland swelled. On massage of the paro¬ 
tid region, only a sluggish flow of clear saliva from 
a hypertrophic parotid papilla was noted. The cord¬ 
like dilated Stensen’s duct was palpable along its 
buccomasseteric course. On probing the duct, di¬ 
lated segments alternated with strictures. The wall 
of the duct imparted a gritty sensation on probing; 
this was caused by the hj'pertrophic and metaplastic 
duct epithelium. 

This condition of parotid swelling appears defi¬ 
nitely to be associated with the presence of den¬ 
tures. The patient is required to alter the mecha¬ 
nism of mastication in a manner which does not 
sustain the normal chewing habit. As food is being 
chewed on one side of the mouth, the parotid 
papilla on the opposite side tends to be sucked 
mesially and bitten. Mastication is further rear¬ 
ranged and altered when alveolar absorption oc¬ 
curs, allowing the dentures to shift about while 
chewing. When the parotid papilla is subjected to 
repeated trauma and inflammation, fibrous tissue 
proliferation and scar tissue cicatrization occur. 
This interferes with normal salivary flow, and the 
ensuing pressure behind the stricture results in 
dilatation of the duct of the gland. Secondary 
bacterial infection supervenes with a diffuse in¬ 
flammatory reaction along the buccomasseteric 
course of Stensen’s duct and with production of 
multiple inflammatory strictures. If a stricture in 
the secondary or tertiary ducts seals off a section- 
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of secreting acinar tissue, an inflammatory cyst 
may be formed. Secretory sialography is useful in 
making the diagnosis and in differentiating the 
condition from nonobstructive sialectasis. 

Surgical treatment in this series consisted of 
subtotal parotidectomy on one patient, in whom an 
inflammatory cyst was revealed by the parotid 
sialogram. Dochoplasty was carried out on the 
other 2 patients. Healing was prompt. Rapid re¬ 
gression of parotid swelling occurred in all 3 
patients, and they remained asymptomatic. Micro¬ 
scopic e.xamination of the surgical specimen re¬ 
vealed stenosis, scar tissue formation, and meta¬ 
plasia of the duct epithelium. All these findings 
were compatible with traumatization of tlie parotid 
papilla. The syndrome of obstructive sialodochitis, 
with intermittent parotid swelling caused by ill- 
fitting dentures, may be regarded as a definite 
entity. 

THERAPEUTICS 

Advantages and Limitations of Additional Treat¬ 
ment of Tuberculous Meningitis with Cortico¬ 
steroids. B. Dieckmann. Beitr. Klin. Tuberk. 118: 
252-261 (No. 4) 1958 (In German) [Berlin]. 

The author reports on 8 women and 6 men with 
tuberculous meningitis, who were treated con¬ 
tinuously with streptomycin and isoniazid until 
their cerebrospinal fluid was restored to normal; 
1 Gm. of dihydrostreptomycin was given first daily 
and later twice weekly by intramuscular route, and 
10 to 20 mg. of isoniazid was given orally. Seven 
of the 14 patients received, in addition, cortisone, 
hydrocortisone, or prednisolone orally, and 2 pa¬ 
tients with spinal block received these drugs also 
by lumbar and cisternal route. Tire survival rate in 
both groups of patients was the same; a 50-year-old 
man in the cortisone group died after temporary 
improvement at the end of the 11th week of treat¬ 
ment, and a 54-year-old woman in the otlier group 
died in the 4th week. The surviving patients in the 
cortisone group were followed for 1 to 1% years 
and those in the other group for 2 to 4 years after 
their discharge from the hospital. All 12 surviving 
patients remained free of recurrences, but one of 
those who had not received cortisone therapy still 
had spastic paresis of both legs and another had 
paralysis of the right peroneus muscle. Two women 
in the cortisone group also had residual neurolog¬ 
ical symptoms. The body temperature of the pa¬ 
tients in the cortisone group was restored to normal 
in one-third the time required by those in tlie other 
group. Drop of temperature by crisis did not occur 
in any of the patients; defervescence occurred with¬ 
in 2 to 6 weeks. 

The cerebrospinal fluid of the patients in the 
cortisone group was restored to normal (with cell 
values not exceeding 30 per cubic millimeter, glu¬ 


cose content at least 50% of the actual blood sugar 
level, and protein level below 25 mg. per 100 cc.) in 
hvo-thirds the time required by those in the other 
group, i. e., 15 weeks, on the average, in the corti¬ 
sone group as compared with 22 weeks in the other 
group. Exacerbations no longer occurred after that 
time. The more rapid normalization of the spinal 
fluid was reflected not only by the reduced number 
of cells but also by the glucose level. The protein 
level dropped rapidly except in one patient with 
spinal block; in the latter, however, block systems 
were no longer demonsti-able at the end of 21 
weeks of therapy after he had received 15 to 30 mg. 
of prednisolone orally daily and 12.5 mg. of hydro¬ 
cortisone every second or third day by the cisternal 
route for 10 weeks. Improvement of the general 
condition was impressive in the cortisone group; 
within a few days of therapy' there was a funda¬ 
mental change, with clearing of consciousness, 
euphoria, increased appetite, and increase in body 
weight. There were no significant untoward reac¬ 
tions. Slight hypopotassemia was compensated by 
oral administration of potassium chloride. The 
shortened durab'on of treatment also had the ad¬ 
vantage that less streptomycin and isoniazid had 
to be given. 

Rapid improvement of the general condition', 
rapid defervescence, and marked shortening of the 
duration of treatment are the advantages of the 
combined antituberculous and cortisone therapy. 
The expectations concerning the removal of the 
obstruction in the spinal canal and that of neu¬ 
rological complications were not fully' justified. 

Treatment of Biermer’s Disease with a Combined 
Preparation of Intrinsic Factor and Vitamin Bi^'- 
Clinical Trials. P. Croizat, L. Revol, R. Creyssel 
and others. Presse med. 66:1204-1206 (July 2) 1958 
(In French) [Paris]. 

A French proprietary preparation, containing 125 
mg. of irrtrinsic factor, 100 meg. of cy'anocobalamin 
(vitamin Bjo), 100 mg. of ferrous betaine, and 75 
mg. of concentrated liver extract, was given a 
therapeutic trial in 35 patients with pernicious 
anemia who received this preparation orally. Eleven 
of the 35 patients were given large doses of 3 to 6 
tablets of the preparation daily. In 9 of the 11 pa¬ 
tients a reticulocyte crisis was produced in a normal 
manner, at the 3rd day as the earliest and at the 
8th day as the latest; it was possible to follow in a 
regular manner the normalization of the Price- 
Jones curve in the course of the treatment. The 
drop in the iron level of the serum was also ob¬ 
served in a regular manner; complementary treat¬ 
ment with iron was even required occasionally. A 
normal vitaminemia was obtained in 6 of tlie 11 
patients. These results compared favorably with 
those obtained in 64 patients with pernicious 
anemia, who were treated in the classic manner 
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by the pavciiteral route, 42 of them receiving injec¬ 
tions of cyanocohalainin, 8 receiving folic acid, 
and 14 receiving li\’er extracts. The oral treatment 
was ineffective in only 2 patients; in one of them a 
reticulocyte crisis could not he obtained either by 
injections of cyanocohalainin, and in the other such 
a crisis was obtained by additional treatment with 
folic acid. 

The ohscr\’ations on the 11 patients treated orally 
suggested the use of the combined preparation of 
intrinsic factor and cyanocobalamin as a routine 
oral treatment for pernicious anemia. Twenty-four 
patients with pernicious anemia, who for 3 years 
did not have any recurrence of anemic or neuro¬ 
logical type while receiving maintenance treatment 
with cyanocobalamin by the parenteral route, were 
given substitute treatment with the combined 
preparation of intrinsic factor and cyanocobalamin 
by mouth. Tliere was no change notable in the 
red blood cell count of these patients. The av¬ 
erage number of red blood cells (4,670.000 per 
cubic millimeter) obserx’ed in the patients receiving 
oral ti-eatment was nearly identical with the num¬ 
ber (4,550,000) observed in 28 patients treated by 
the parenteral route and reported on by other 
workers. The cyanocobalamin blood level of the 
patients given oral treatment with the combined 
preparation remained definitely reduced (an aver¬ 
age of 0.175 mg. per cubic centimeter). There was 
no difference between this level and that obtained 
with other preparations. The new preparation, as a 
rule, was well accepted by the patients. 

Severe Neurological Manifestations in Four Chil¬ 
dren Receiving Compazine (Prochlorperazine). J. T. 
Jabbour, J. A. Sheffield and J. M. Montalvo. J. 
Pediat. 53:153-159 (Aug.) 1958 [St. Louis]. 

Prochlorperazine (Compazine) is a relatively new 
antiemetic and tranquilizing agent, belonging to 
the large grouj) of phenothiazine derivatives, of 
which chlorpromazine (Thorazine) and promazine 
(Sparine) are also members. The chemical name is 
2-chloro-10-[3-(l-methyl-4-piperazinyl) propyl] phe¬ 
nothiazine. It was introduced into practice as an 
antiemetic and tranquilizing agent considered to 
have somewhat fewer toxic and side-effects than 
certain other ataractic agents. The authors present 
4 children, ranging in age from 14 months to 5% 
years, in whom Compazine produced a dramatic 
and characteristic clinical picture, with the fol¬ 
lowing striking features: marked drowsiness and 
lethargy; oculogyric crisis; retraction of the neck, 
at times with torticollis; trismus; opisthotonos; at 
times, flexor rigidity; and hyperreflexia. These mani¬ 
festations appeared suddenly in attacks that lasted 
from a few seconds to 2 hours and were followed 
by lucid intervals with normal neurological exami¬ 
nation; there was a marked tendency to repeated 
attacks over a period of several hours. No perma¬ 


nent neurological damage was detected in any of 
the 4 children who were followed for a period of 
one month after their reactions. Two children re¬ 
ceived the drug on prescription for its antiemetic 
effect. The drug was given to another child for its 
tranquilizing effect in order to facilitate the intra¬ 
venous administration of fluids. The 4th child acci¬ 
dentally ingested the drug. The amount given was 
clearly excessive in 2 cases and unknown in 1. How¬ 
ever, the severest reaction of all occurred in the 
ehild who received the usually recommended 
dosage. 

The Use of Trypsin in the Therapy of Tuberculous 
Lymphadenitis and Tuberculous Fistulae. C. Rapo- 
port. Dis. Chest 34:154-161 (Aug.) 1958 [Chicago]. 

The author reports clinical observations made 
between 1951 and 1957 on 6 girls and 2 boys, rang¬ 
ing in age from 8 to 13 years, and on a 33-year-old 
man, all of whom had been admitted to the Malben 
Tuberculosis Hospital in Israel. Seven of the chil¬ 
dren had tuberculous lymphadenitis, a 10-year-old 
girl had tuberculosis in portions of the sternum, 
and tlie man had tuberculous fistulas under the 
right clavicle with involvement of the first rib on 
the right side. Only those patients were selected 
for trypsin therapy in whom unequivocal evidence 
of the tuberculous causation of the lesions was 
present and who did not improve despite pro¬ 
longed treatment with other antituberculosis drugs. 
Bacteriological studies (for Koch’s bacillus), routine 
blood studies, urine examinations, liver function 
tests, electrocardiograms, and biopsies were per¬ 
formed at the start, during, and at the end of treat¬ 
ment, and for each patient roentgenograms were 
obtained of the neck, chest, vertebral column, and 
appropriate bones. 

The patients received pure crystalline trypsin in 
sesame oil, 5 mg. daily in 2 divided doses for 6 
weeks. The drug was administered intramuscularly 
in combination with one or more of the following; 
streptomycin, tetracycline, isoniazid (Rimifon), and 
aminosalicylic acid (PAS). In some patients tlie 
treatment was continued daily for 6 months, with 
an additional course of trypsin being given for 3 
weeks at the termination of the 6-month period. 
No side-effects were noted during the treatment. 
Several patients obtained clinical healing within 3 
to 6 weeks, as evidenced by a marked decrease in 
the size of the lymph nodes, disappearance of these 
nodes, closure of the fistulas, and scar formation. 
In those with bone tuberculosis the lesions healed 
more rapidly. From a histopathological point of 
view all the biopsies performed showed either 
marked improvement of the microscopic picture or 
evidence of complete healing. The rich deposition 
of collagen in healed lesions was noteworthy. 
Biopsy specimens obtained from lymph nodes at 
the end of treatment were negative on smear. 
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culture, and guinea-pig inoculation for Koch’s 
bacillus. Trypsin administered together with anti¬ 
biotics or antibacterial agents appears to be the 
treatment of choice for tuberculous lymphadenitis, 
and tuberculous fistulae secondary to the lym¬ 
phadenitis, and for bone tuberculosis. 

Haemorrhagic Thrombocythaemia: Report of Two 
Cases Treated with Radioactive Phosphorus. J. R. 
Fountain. Brit. M. J. 2:126-130 (July 19) 1958 
[London]. 

Although bleeding accompanying thrombocyto¬ 
penia is commonly seen in hospital practice, the 
association of hemorrhage and thrombocythemia 
is extremely rare, only 30 cases having been re¬ 
ported in the literature. Bleeding most commonly 
occurs from the nose and the alimentary tract; 
bruising is not uncommon; purpura is rarely ob¬ 
served; blood loss invariably results in a hypo¬ 
chromic anemia; and all cases show a raised plate¬ 
let count and leukocytosis. Thrombotic episodes 
are not uncommon and are presumed to be a func¬ 
tion of the increased number of platelets, although 
the exact mechanism is unknown. The bleeding 
time is sometimes prolonged, the remaining tests 
for hemostatic function being normal. Hemorrhagic 
thrombocythemia is usually associated with other 
myeloproliferative disorders or splenic atrophy. It 
may follow splenectomy, as was the case in one 
patient described in this article, and it is rarely 
primary in that it is unassociatecl with other path¬ 
ological processes, as was found in the other patient 
reported by the authors. In both patients the plate¬ 
let count returned to normal and the bleeding 
ceased after administration of radioactive phos¬ 
phorus (P. 

A New Orally Effective Long-Acting Ganglion- 
Blocking Agent for Hypertension (189c56). S. 
Locket. Brit. M. J. 2:74-78 (July 12) 1958 [London]. 

The compound 189c56 is a preparation that was 
developed as the result of earlier pharmocological 
investigations of ganglion-blocking agents for use 
in hypertensive states. Compared with pentacynium 
.methylsulfate, to which it is chemically related, 
about twice the dose of the active cation of 189c56 
is required by subcutaneous or intravenous injec¬ 
tion to produce a commensurate fall in blood pres¬ 
sure. The initial studies indicated that 189c56 
produces hydrodynamic changes and effects on 
renal function comparable to those of pentacynium, 
and it was possible to identify 189c56 in urine 
many days after the last therapeutic dose. Within 
the dose range of 200 to 1,250 mg. administered 
daily by mouth, it was possible to produce pro¬ 
longed and marked hypotension in every patient 
receiving the salt 189c56 bis-methylsulfate tri¬ 
hydrate. The initial dose was on the order of 200 


mg., and this was increased by 50 mg. every day 
until an appreciable hypotensive effect was ob¬ 
tained. Once a satisfactory drug level was reached 
—and this level was quite critical-the degree and 
duration of hypotension achieved showed very 
little variation. Where the maintenance dose was 
in the range of 300 to 1,250 mg., a reduction of 25 
to 50 mg. reduced the clinical, effect considerably, 
and, conversely, an increase of the same magnitude 
converted a moderately severe hypotensive effect 
into a marked and prolonged hypotension, 
Dr)'ness of tlie mouth was noticeable with larger 
doses, although gastric emptying was unimpaired. 
Disturbance of vision occurred, as with other 
ganglion-blocking agents, and was usually insig-' 
nificant and readily alleviated with pliy'sostigmine 
or pilocarpine. The severity of hypertension did 
not influence the drug schedule, although it was 
noticed that younger patients required heavier 
maintenance doses, as did patients exhibiting 
renal insufficiency. Disturbances of bowel motil¬ 
ity, constipation, urine retention, and ileus were 
conspicuously absent. One patient, who when 
first seen had considerable renal impairment, 
showed a marked improvement in his hypertensive 
state and renal function. Another patient died of 
uremia, although his blood pressure had been ade¬ 
quately controlled. Of the 2 other patients with 
impaired renal function, one has shown a progres¬ 
sive deterioration in renal function in spite of an 
initial marked improvement in general condition, 
while the condition of the other has improved, the 
blood urea level falling steadily to less than 30 mg. 
per 100 cc. With an effective reduction in blood 
pressure, these patients have shown a reversal of 
retinal changes, alterations in the electrocardiogram 
to a more normal tracing, reduction in heart size, 
and amelioration of many disturbing symptoms, 
such as paroxysmal nocturnal dyspnea and angina 
on effort. No significant effect was elicited upon 
duration of action of the orally administered drug, 
size of the dose, time of onset of symptoms, or 
hypotension by the considerable variation in con¬ 
stitution of the diet. No significant potentiating 
action of chlorothiazide was demonstrable. 

Hematologic Complications Arising During Risto¬ 
cetin Therapy: Relation Between Dose and Toxic¬ 
ity, E. J. Gangarosa, N. S. Landerman, P. J. Rosch 
and E. G. Herndon Jr. New England J. Med. 
259:156-161 (July 24) 1958 [Boston]. 

Ristocetin is a new antimicrobial agent, a lyo- 
philized preparation representing 2 antibiotics, 
ristocetin A and ristocetin B. These components 
have been isolated from the fermentation broth of 
the Actinomycete species, Nocardia lurida. Ad¬ 
vantages ascribed to ristocetin include low toxicity, 
lack of development of resistant organisms, and 
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absence of cros.s rc.sistnnce lo other antibiotics. 
The authors review the clinical experience with 
ristocetin at the Walter Reed Army Hospital, Wash¬ 
ington, D. C., and the U. S. Naval Hospital, 
Bethesda, Md. Of a total of 14 patients, 3 were 
treated terminally and died within 36 hours; an¬ 
other was given the medication for only 1 day and 
was subsequently heated with a different antibiotic. 
In 8 of the remaining 10 patients, complications 
developed during the course of ristocetin therapy. 
The other 2 patients were adult males who had 
staphylococcic pncvimonia that responded dramat- 
icalh' to ristocetin, with complete resolution and 
without laboratory or clinical evidence of compli¬ 
cations. In addition to routine hematological stud¬ 
ies, the platelet count was followed carefully in 1 
of these patients before, during, and after therapy, 
and no platelet depression was noted. The dose in 
these 2 cases did not exceed 25 mg. per kilogram 
of body weight per day. 

Ristocetin in each of the 8 patients in this report 
was administered intravenously, dextrose being 
used as a diluent. Hematological complications 
developed in all 8 patients, and 3 of these had 
acute thrombocytopenia. Severe bleeding, which 
accompanied thrombocytopenia, contributed to the 
deaths of 2 patients. In the third patient with 
thrombocytopenia there was a prompt return of 
the platelet count to normal after the ristocetin 
dose was reduced from 50 to 33 mg. per kilogram 
of body weight. Blood examinations, including 
platelet counts, should be made regularly in pa¬ 
tients receiwng ristocetin. Furthermore, the drug 
should be used only in hospitalized patients to 
facilitate early recognition of complications and 
prompt treatment. Ristocetin therapy should be 
undertaken cautiously in patients with impaired 
renal function. The complications observed in this 
study are best explained by a peripheral direct 
toxic effect of ristocetin. Such complications may 
be reversible when recognized promptly and the 
drug withdrawn or the dose reduced. The authors 
feel that the demonstrated effectiveness of risto¬ 
cetin in difficult enterococcic and staphylococcic 
infections, found to be resistant to other antibiotics, 
justifies its continued use. 

Palliative Treatment of Cancer of the Genital Or¬ 
gans with Testosterone Enanthate. C. Giornelli. 
Minerva med. 49:2351-2354 (June 13) 1958 (In 
Italian) [Turin, Italy], 

Twenty women with cancer of the genital organs 
were treated with testosterone enanthate after re¬ 
ceiving a course of radium therapy and roentgeno¬ 
therapy. Ten patients had cancer of the portio 
vagin^is uteri. League of Nations classification 3. 
The initial total dosage of testosterone enanthate, 
varying from 500 to 750 mg., was divided into 2 
or 3 equal doses and administered every other day. 


The total maintenance dosage of 2,000 mg. was 
divided into 20 equal daily doses. This therapy 
produced improvement in the general state of the 
patients’ health and in their appetite. Decrease in 
pain was not prompt, but it was lasting. The neo¬ 
plastic masses had increased in size at the end of 
the treatment in all the patients. 

Five patients had cancer of tlie portio vaginalis 
uteri. League of Nations classification 4. Tire initial 
total dosage of 1,000 mg. of testosterone enanthate 
was divided into 4 equal doses, which were ad¬ 
ministered every other day. The total maintenance 
dosage of 3,000 mg. was divided into 30 equal daily 
doses, with a drug-free period of 15 days after 20 
days of therapy with the maintenance doses. This 
therapy produced slight improvement in the gen¬ 
eral state of health and in body weight and a de¬ 
crease in pain. Gynecologic examination made 2% 
months after discontinuance of drug therapy re¬ 
vealed larger neoplastic masses than at the onset 
of therapy in 2 patients; these 2 patients died 
afterward. 

Three women had an inoperable cancer of the 
corpus uteri. The total dosage of testosterone 
enanthate, consisting of 2,500 mg., was adminis¬ 
tered in 2 courses lasting 15 and 10 days respec¬ 
tively. Testosterone enanthate brought about im¬ 
provement in the general state of health and a 
decrease in pain. Consequently, the dosage of 
analgesic drugs which had been given to the pa¬ 
tients was gradually decreased until it was nil. Two 
e.xaminations, made 2 and 4 months after discon¬ 
tinuance of drug therapy, confirmed the persistence 
of the patients’ improved state of health, appetite, 
body weight, and psychic state. Gynecologic ex¬ 
amination revealed an unchanged state of the neo¬ 
plastic masses. 

Of the remaining 2 patients, one had a cancer of 
the vulva, with diffusion into the vagina and rectum 
and with bilateral inguinal metastases. She had 
received a course of roentgenotherapy. The initial 
total dosage of 1,000 mg. of testosterone enanthate 
was administered in 4 equal daily doses. The total 
maintenance dosage of 3,100 mg. was divided into 
31 equal daily doses. The patient’s state of health 
remained unchanged during the drug treatment, 
except for a slight improvement in appetite and in 
the psychic state. She died 5 months after discon¬ 
tinuance of drug therapy. The last patient, who 
was 47 years of age, underwent a Wertheim type 
of operation for carcinoma of the portio vaginalis 
uteri, classification 3, 8 months before the onset of 
chemotherapy. She was well for 6 months, after 
which intense pain in the lumbar region reap¬ 
peared. The patient was given irradiation therapy, 
followed by treatment with testosterone enanthate 
in a total dosage of 2,300 mg. Improvement was 
evident 15 days after the beginning of this therapy, 
but deterioration began 3% months later. 
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Clinical Evaluation of 6-Chloropurine in Leukemia 
of Adults. R. R. Ellison, D. A. Karnofsky and J. H. 
Burchenal. Blood 13:705-724 (Aug.) 1958 [New 
York], 

Thirty patients, between the ages of 15 and 72 
years, with acute leukemia were ti-eated with 
6-chloropurine. The bone marrow was predomi¬ 
nantly or completely blastic in 14 of them. Five 
patients had acute granulocytic leukemia, and 11 
had either acute granulocytic, myelomonocytic, or 
monocytic leukemia. Unless gastrointestinal side- 
effects necessitated diminishing the dose, 1 Gm. of 
6-chloropurine was given daily as long as the total 
leukocyte count was stable or was falling slowly. 
If a rapid decrease occurred, the administration 
of the drug was discontinued temporarily and was 
started again as the count stabilized. Treatment 
was usually stopped temporarily when marrow 
cellularity was less than normal, as judged by the 
appearance of the smear and the aspirate, during 
the course of administration of the drug. Transfu¬ 
sions, intravenously administered fluids, and anti¬ 
biotics were given when indicated by the clinical 
status of the patients. Three of the 30 patients had 
complete remissions, and 8 had partial remissions. 
The average time necessary for appearance of mar¬ 
row remission was 8.1 weeks. In all 11 patients who 
had complete or partial remissions, a period of 
marrow hypocellularity preceded the occurrence 
of remission. The total period of response lasted 
from 4 to 46 weeks (average 18.3 weeks). In 6 pa¬ 
tients who showed remissions, treatment was con¬ 
tinued tlrroughout the period of remission, and, 
therefore, relapse occurred during the treatment. 
Increasing the dose at the time of relapse in 2 
patients produced no further response. In 4 other 
patients, 6-chloropurine was withdrawn because of 
leukopenia with a hypocellular marrow, and its 
administration was not started again until relapse 
occurred. Only one patient showed a second re¬ 
sponse. Administration of the drug was discon¬ 
tinued after 8 months of almost continuous admin¬ 
istration in one patient because of severe anorexia 
and nausea. When this patient subsequently re¬ 
lapsed, 2 courses of 6-chloropurine tlierapy were 
given without beneficial effect. 

, Adequate courses of 6-chloropurine were given 
to 4 patients with chronic granulocytic leukemia. 
.Three of these 4 patients responded to 6-chloro¬ 
purine. Slight objective improvement was noted in 
4 patients with lymphomas who were treated with 
6-chloropurine, but improvement appeared only 
during the period of hematological toxicity when 
therapy had to be discontinued. A high incidence 
of jaundice was noted in the patients with acute 
leukemia and in tire other patients treated with 
6-chloropurine, but it is difficult to relate the oc¬ 
currence of jaundice definitely to the therapy. 


While 6-chloropurine appears to he slightly su¬ 
perior to 6-mercaptopurine in acute leukemia in 
adults, the pattern of response would indicate that 
these agents have a similar mechanism and range 
of therapeutic activity. 

Complementary Therapy of Cancer of the Cenix 
Uteri with Very High Doses of Testosterone 
Enanfhate. M. Rossi, I. Siliotti, M. Giaquinto and 
others. Minerva med. 49:2355-2363 (June 13) 1958 
(In Italian) [Turin, Italy]. 

Eight hospitalized patients with cancer of the 
cervix uteri, classifications 2 and 3, were each 
treated with 10 Gm. of testosterone enanthate, di¬ 
vided into 20 equal daily doses and administered 
intramuscularly. At the end of the treatment the 
following variations were observed; decrease in 
the erythrocyte sedimentation rate; increase in the 
azotemia level; decrease in the glycemia level; and 
slight decrease in the serum albumin level. The 
alpha-1 globulin level remained unchanged, but 
fractions of serum globulin alpha-2, beta, and 
gamma, increased slightly in value. The total serum 
protein value showed a slight increase, although it 
had been above the physiological limit even before 
the onset of hormonal therapy. There were no 
significant changes in the hepatic and cardiovas¬ 
cular functions. A clear improvement in well-being, 
appetite, body weight, and physical strength and a 
decrease in pain were observed. On macroscopic 
examination, the color and consistency of the tissues 
in the tumorous regions seemed improved, although 
no changes in the shape or in the total size of the 
tumors were noted. On microscopic examination, 
the histological and histochemical features of all 
the neoplastic masses remained unchanged; there 
was, however, evidence of slight reaction of the 
host tissues against the tumors, consisting in corni- 
fication and in necrotic processes of these tumors. 
Diminution in the serum acid phosphatase level 
also took place. 

Untoward side-effects in the administration of 
testosterone enanthate consisted in the manifesta¬ 
tion of certain features of virilism and in an in¬ 
creased sense of libido. The clitoris increased mod¬ 
erately in size in 6 patients, considerably in 1, and 
insignificantly in 1 after the dosage had reached 
5 Gm. in each patient. Lowering of the pitch of 
the voice, which was noticed by each patient her¬ 
self but was imperceptible to other persons, de¬ 
veloped in 3 women. These variations did not pro¬ 
duce unfavorable psychosensory changes in the 
patients. The patients were advised to continue 
with maintenance doses of the hormonal therapy 
after discharge. The authors believe that adminis¬ 
tration of testosterone enanthate is a useful com¬ 
plementary procedure to radiotherapy for manage¬ 
ment of inoperable cancer of the female genital 
organs. 
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PATHOLOGY 

Importance of Staphylococcus Aureus in Pneu¬ 
monia in the 1957 Epidemic of Influenza. A. L. 
■Robertson, J. P. Caicy and J. Moore. Lancet 2:233- 
236 (Aug. 2) 1958 [London], 

The authors report on 140 patients, between the 
ages of 11 and 80 years, with pneumonia who were 
admitted to the Gib,' General Hospital in Sheffield, 
England, during the peak of the epidemic caused 
by the Asian variety of influenza, b'pe A, virus in 
September and October, 1957. Results of bacterio¬ 
logical e.xamination of sputum and autopsy speci¬ 
mens revealed that Staphylococcus pyogenes var. 
aureus was isolated from 38 (27%) of the 140 pa¬ 
tients, Diplococcus pneumoniae from 12 (9%), and 
Hemophilus influenzae from 5 (4%). Eighteen of 
the 38 patients with staphylococci died, a mortaIit>’ 
rate of 47%. Sixteen of the 102 patients without 
staphylococci died, a mortality rate of 16%. The 
over-all mortalih' rate among the 140 patients was 
29%. There was no clear sex difference in either 
group. The strains of Staph, i^yogenes var. aureus 
obtained from 12 of the 18 patients who died were 
sensitive to chlortetracycline (Aureomycin), chlor¬ 
amphenicol, penicillin, streptomycin, erythromycin, 
and sulfonamides; the strains of Staph, pyogenes 
var. aureus obtained from the remaining 6 patients 
were resistant to chlortetracycline, penicillin, strep¬ 
tomycin, and sulfonamides and sensitive to erythro¬ 
mycin and/or chloramphenicol. There was evidence 
that 13 of the 140 patients were infected in the 
hospital with strains of Staph, pyogenes vat. aureus 
which were resistant to penicillin, chlortetracycline, 
streptomycin, and sulfonamides. 

The treatment of the fulminating staphylococcic 
infections is very difficult, because it is necessary 
to treat both the bacterial infection and tlie attend¬ 
ant pulmonary edema and peripheral circulatory 
failure. Fourteen such patients died within the first 
week of admission to hospital, and all had been 
treated in hospital with massive doses of antibiotics, 
including erythromycin and chloramphenicol. De¬ 
spite this treatment antibiotic-sensitive strains of 
Staph, pyogenes var. aureus were isolated from 12 
of the patients at autopsy. In contrast, the less 
severely affected patients responded well to anti¬ 
biotics, and those infected in the hospital with 
antibiotic-resistant strains responded well to the 
antibiotics indicated by the in vitro sensitivity tests. 

. Atherosclerosis and the Serum Mucoprotein Levels 
of the Australian Aborigine. C. J. Schwartz and 
J. R. Casley-Smith. Australian J. Exper. Biol. & M. 
Sc. 36:117-120 (April) 1958 [Adelaide]. 

The first of 3 groups of normal male subjects 
investigated was composed of 22 full-blooded male 
Pintubis living nomadically in the 'Western Desert 
of Central Australia and consuming essentially a 


simple bush diet. There were 21 full-blooded male 
Australian aborigines of mixed tribal origins in the 
second group, whose dietary and living habits more 
closely resembled those of the white people in the 
area. The third group consisted of 38 Australian 
males of European descent. These 3 groups, all of 
whom were healthy, normotensive, and without any 
clinical evidence of atherosclerotic disease or any 
other condition known to affect the serum muco¬ 
protein levels, had a mean age of 32, .36, and 37 
years respectively. The mean serum mucoprotein 
level of nomadic tribal Pintubis was found to be 
considerably lower than the mean level of the 
urban group of full-blooded detribalized aborigines 
and the mean level of a group of normal white 
Australians of comparable age. The latter differ¬ 
ences are considered highly significant with p 
values less than 0.001. The differences behveen the 
detribalized aborigines and the white Australian 
controls is not significant. Atheroma is not found 
with either great severity or frequency in the Aus¬ 
tralian aborigines in contrast to the almost universal 
finding of extensive atherosclerosis in Australians 
of European descent. The fact that the urban 
group has a higher serum mucoprotein level than 
the nomadic Pintubi group precludes the possibility 
of an ethnic constitutional factor to account for the 
difference between aborigine and white Australian. 

Natural History of Multiple Myeloma Before Radio¬ 
logical Evidence of Disease: Memorial Fund Lec¬ 
ture. E. F. Osserinan. Radiology 71:157-174 (Aug.) 
1958 [Syracuse, N. Y.]. 

In an attempt to support the theses tliat radio¬ 
graphically evident multiple myeloma usually has 
already progressed to an advanced stage, and that 
the diagnosis of a proliferative disorder of plasma- 
cell origin is frequently possible by biochemical 
techniques before roentgen-ray changes are demon¬ 
strable, the author reports on 18 men and 6 women, 
between the ages of 46 and 82 years, with “dyspro- 
teinemia of the myeloma tj'pe.” Serum protein elec¬ 
trophoresis revealed that the serum of these patients 
contained an abnormal protein at a time when there 
was neither clinical nor roentgenologic evidence 
of disease. The patients were followed for periods 
ranging from a few months to 3 years. Clinically 
and radiographically evident skeletal'damage and 
disease patterns consistent with a diagnosis of 
myelomatosis developed in 2 of the 24 patients', and 
1 of tliem died. Four additional patients died of 
causes other than those which could be directly 
attributed to primary plasma-cell proliferative dis¬ 
ease. Autopsy was performed on 2 of these 4-pa¬ 
tients, and microscopic examination revealed diffuse 
plasma-cell infiltration of the skeletal system," but 
no gross evidence of skeletal damage. Careful clini¬ 
cal, roentgenologic, - and electrophoretic studies 
have been continued in the 18 surviving patients 
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The concentration of abnormal protein has either 
remained constant or shown an increase. In none 
of these patients has a spontaneous decrease or 
a disappearance of the dysproteinemia been ob¬ 
served. 

The patients included in this study had failed to 
satisfy the diagnostic criteria for one or another of 
the clinical variants of primary plasma-cell pro¬ 
liferation when they were initially examined. Pa¬ 
tients with clinically evident para-amyloidosis, such 
as those with documented lymphatic dyscrasias and 
myeloma-type dysproteinemia, were specifically ex¬ 
cluded, but it is quite probable that some of the 
patients still under observation will ultimately dis¬ 
play one or another of these clinical patterns in 
which bone involvement is not a significant feature. 
The routine application of the technique of serum 
protein electrophoresis may, however, help in de¬ 
fining the earlier stages of plasma-cell proliferative 
disease, but it must be borne in mind that it is only 
after serum concentrations of 200 to 300 mg. {rer 
100 cc. of an electrophoretically homogeneous pro¬ 
tein constituent have been established that elec¬ 
trophoresis will ascertain its presence. In about 15% 
of patients with known myelomatosis there is no 
electrophoretically demonstrable dysproteinemia. 
These patients do, however, show an electropho¬ 
retically characteristic dysproteinuria. Possibly, 
routine urinary protein electrophoresis in patients 
with unexplained proteinuria might identify some 
of the cases of myelomatosis in an early stage. 

Pathogenetic Importance of the Thoracic Portion 
of the Vertebral Column. H. Kamieth. Arch, orthop. 
u. Unfall-Chir. 49:585-606 (No. 6) 1958 (In German) 
[Munich, Germany]. 

The authors made a roentgenologic study of the 
thoracic spine in 100 patients with roentgenologi- 
cally proved ulcers of the stomach and duodenum. 
The group included 83 men and 17 women. Sixty- 
one men and 11 women had duodenal ulcers; 20 
men and 3 women had gastric ulcers; and the other 
5 patients had both gastric and duodenal ulcers. 
Answers were sought to the following questions: 
1, What morphologic and functional changes can 
be observed in the thoracic portion of the vertebral 
column? 2. What connections exist beNveen the 
morphologic changes and the disturbances in the 
static functions? 3. Is it possible that the morpho¬ 
logic and functional changes will act as patho¬ 
genetic factors? The majority of patients (86 of 
100) had lateral curvature scoliosis of the thoracic 
portion of the vertebral column, which, however, 
was essentially postural, since it could be compen¬ 
sated by forward flexion in tsvo-thirds of the male 
patients and in about one-half of the female pa¬ 
tients. A tendency to gradual fixation of the postural 
scoliosis was demonstrated by its appearance when 


a roentgenogram was made with the patient in the 
supine position. The convexity of the scoliosis was 
toward the right side in 60 of the patients and 
toward the left side in 21, and the remaining 5 pa¬ 
tients had an S-shaped scoliosis. The percentile 
distribution of right-sided and left-sided scolioses 
coincided with the percentages of duodenal and 
gastric ulcers. All the scolioses involved the verte¬ 
bral segments corresponding to the stomach and 
duodenum, that is, T-6 to T-9. The scolioses were 
mild, some being so slight that they could hardly 
be differentiated from variations within the normal 
range. 

Spasticity' of the musculature of the back was 
present in all but 17 of the 100 patients. Moreover, 
almost 90% of all the patients had pathological 
changes on the intervertebral disks. These disk 
changes and their relationship to osteochondrosis 
of the v’ertebrae, to Schmorl’s nodules, and to 
spondylitic processes are discussed. On the basis 
of diagrams the author explains the pressure, shift¬ 
ing, and rotational forces that are most important 
in the production of the functional changes in the 
intervertebral disks. Spatial infringement in tlie 
intervertebral disk canals seems to be of vital im¬ 
portance, and this contraction of the canals seems 
to be a complex process, in which morphologic and 
functional, as well as nerve root, changes may play 
a part. It has not been definitely proved whetlier 
these various space-infringing factors or disturbing 
influences act directly on the nerve roots or indi¬ 
rectly by way of stasis and edematous changes in 
the intervertebral disk canals. There is also a possi¬ 
bility that the ligamentous apparatus, as well as tlie 
disks at the nerve roots, play a part. Morphologic- 
osteogenic changes seem to be less important than 
functional-dy'namic changes. At any rate processes 
in the vertebral column seemed to play a part in 90 
of the 100 patients with peptic ulcers. 

A Histochemical Evaluation of Carcinoma in Situ 
of the Cervix Uteri. R. E. L. Nesbitt and A. R. Stein. 
Surg. Gynec. &: Obst. 107:161-168 (Aug.) 1958 
[Chicago]. 

The present study comprises a histological and 
cytochemical appraisal of cervical tissue obtained 
from 42 patients with carcinoma in situ, admitted 
to the gynecologic service of the Albany (N. Y.) 
Hospital during the 8-year period from 1947 to 
1955. The diagnosis was established by cervical 
biopsy in 31 cases, the lesion being identified in 
the remaining 11 cases in uteri surgically removed 
because of leiomyoma, adenomyosis, diffuse pelvic 
endometriosis, and chronic salpingitis. In addition 
to the material obtained by biopsy, the uteri of 26 
of these same patients were subsequently available. 
The periodic-acid Schiff procedure proved to be the 
simplest and most reliable of the staining tech- 
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niqvics for dcmonslnUing tlic basement membrane 
beneath the cervical cpitbclinm. The presence of 
intracytoplasmic glycogen in normal cervical epi¬ 
thelial cells and its absence in neoplastic cells is 
the biochemical basis of Schiller’s iodine tinctorial 
test. The periodic-acid Schiif method was useful 
not only in identifying the basement membrane 
but also in determining objective invasion, as well 
as in evaluating the degree of maturation and dif¬ 
ferentiation of cervical epithelium. Carcinoma of 
the ectocervix is a distinct entity characterized by 
atr-pical basal-cell hyperplasia with a failure of 
cell maturation. This lesion when present in the 
endocervix results from reserve-cell hy^perplasia 
with absolute failure in differentiation as well as in 
maturation. Basal-cell liyTrcractivity, atypical hyper¬ 
plasia, and bizarre forms of squamous-cell meta¬ 
plasia can readily be differentiated from carcinoma 
in situ by determining die stainability of the ab- 
nonual epithelium with the periodic-acid Schiff 
procedure and noting the degree and extent of 
cellular atyqria. Histological variants in the form of 
basal-cell hyperplasia and atypical hyperplasia with 
delayed or irregular maturation in the intermediary 
epithelial zone were found infrequently. The latter 
lesion is predominantly a prickle-cell type and ap¬ 
pears in both the ectocervical and the endocervical 
regions. The authors attempt to correlate the cell¬ 
ular changes and the biological characteristics of 
carcinoma in situ xvith a view toward standardizing 
the diagnostic criteria. 

Immunity in Experimental Tuberculosis. B. K. 
Acharya, F. M. Sullivan and J. M. Robson. Am. 
Rev. Tuberc. 78:203-225 (Aug.) 1958 [New York]. 

The metliod of immunizing mice with an intra¬ 
corneal or intradermal injection of mycobacterium 
tuberculosis, and challenging the animals by a 
subsequent intracorneal inoculation, was used by 
the authors to study quantitatively the develop¬ 
ment of immunity to tuberculosis. The immunity 
resulting from a previous vaccination was assessed 
by the development of macroscopic lesions and 
the extent of bacillary multiplication in tire chal¬ 
lenged eye. It was found that some degree of im¬ 
munity could be shown with a challenge given 48 
hours after vaccination and that the immunity 
gradually increased to a maximum about 1 month 
after vaccination. At this stage a small inoculum 
(about 500 organisms) underwent no multiplication 
xyhatever in the challenged eye. Immunity sufiB- 
cient to prevent the occurrence of any macroscopic 
lesions in challenged eyes was observed up to 13 
months after vaccination, the longest period stud¬ 
ied. The introduction of a larger challenge dose in 
immunized animals was followed by bacterial 
multiplication and the production of a macroscopic 
lesion; i. e., the larger challenge did overcome the 


immunity, although the extent of the multiplica¬ 
tion lagged behind that observed with a similar 
dose of bacilli in nonimmune animals. Detailed 
microscopic investigation showed that, when a 
large inoculum overcame immunity, this was not 
due to insufficient phagocytic invasion and that 
under thees conditions intracellular multiplication 
of organisms, with ensuing destruction of the cells, 
did occur. The production of immunity with bacilli 
killed by various methods then was investigated. 
The best results were obtained with phenol-killed 
organisms which, in large doses, produced an im¬ 
munity almost comparable with that seen with live 
organisms. 

RADIOLOGY 

Intravenous Cholangiography: An Appraisal. I. S. 
Goldenberg and A. J. Kummer. Connecticut M. J. 
22:585-591 (Aug.) 1958 [New Haven]. 

Fifty-seven cholangiograms were done on 54 
patients during the period from 1954 to 1957. 
Cholografin was utilized in all these studies, ex¬ 
cept in one patient in whom an additional study 
was done with Intrabilex. All the studies were 
completed without incident save for a SS-year-oId 
woman in whom a probable sensitimty reaction 
occurred. In 29 patients intravenous examination 
was necessary to evaluate upper abdominal symp¬ 
toms after cholecystectomy. Symiptoms suggestive 
of biliaty tract disease were present in 10 patients 
in whom oral cholecystograms with Telepaque had. 
been accomplished without visualization. In 18 
patients both oral and intravenous methods were 
employed, because initial visualization with the oral 
technique had proved inadequate. It is of note that 
of 15 patients who failed to reveal visualization 
after single-dose and double-dose Telepaque ad¬ 
ministration 9 had good intravenous Cholografin 
visualization after oral and intravenous techniques, 
and in only one case was visualization better .after 
oral Telepaque administration than after intrave¬ 
nous Cholografin. Three of the 7 patients presenting 
jaundice had the duct system visualized. Forty-two 
cholangiograms in which the biliary radicles were 
visualized were available for critical evaluation. 
Maximum concentration of injected material oc¬ 
curred in from 40 to 70 minutes in two-thirds of 
these patients, maximum density occurring in 3 
patients in less than 40 minutes after injection and 
in 10 patients only after 70 minutes had passed. Of 
the total group of examinations done, 30 were in¬ 
terpreted as being normal insofar as visualization 
of the biliary system was concerned. Twelve,studies 
demonstrated definite abnormalities, which in¬ 
cluded cholecystolithiasis in 6, choledocholithiasis 
in 2, and common duct obstruction in 2. 
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Only 10 patients in the present group had op¬ 
erative inteiv'ention after the intravenous cholan- 
giogram. Pathology found at operation confirmed 
the intravenous study in 8 patients. In 5 patients in 
whom Cholografin studies revealed a cholecysto- 
lithiasis or choledocholithiasis, such stones were 
found at operation. An enlarged common duct was 
found at operation in 2 patients in whom it had 
been previously demonstrated, and in 1 patient in 
whom no stones were seen on intravenous study 
none were found at operation. Two patients had 
no apparent stones by roentgenography, but at op- 
erah'on the}' were found to have stones in the 
common bile duct and in the gallbladder. The au¬ 
thors consider inhavenous cholangiography a good 
procedure but believe that it should be reserved 
for patients who are symptomatic and in whom all 
other methods of visualization of the biliary tract 
have failed, because, despite the infrequency of 
reactions to the injection medium, deaths have 
been reported. 


ANESTHESIA 

Hypothermia in Thoracic and Thoracoabdominal 
Surgery: Use of Light Cooling as an Adjunct to 
Anesthesia in Poor Risk Patients. L. A. Brewer and 
E. L. King. Am. J. Surg. 96:137-150 (Aug.) 1958 
[Neu' York]. 

The authors report on 18 patients, betsveen the 
ages of 34 and 77 years, who were subjected to 
thoracic and thoracoabdominal surgery. Six of 
these patients had bronchogenic carcinoma; 6, car¬ 
cinoma of the esophagus; 1, bilateral pulmonary 
tuberculosis; 1, chronic emphysema and calcifica¬ 
tion of the pleura; 1, benign stricture of the esoph¬ 
agus; 1, malignant teratoma of the mediastinum; 
1, teratoma of the epicardium; and 1, multiple frac¬ 
tures, ruptured diaphragm, and sepsis. These pa¬ 
tients were considered poor risks for conventional 
normothermic anesthesia, and extensive thoracic 
and thoracoabdominal surgery was performed on 
them with the aid of light hypothermia, i. e., the 
patients body temperatme was lowered to 33 to 
30 C (91.4 to 86 F) by packing with ice. Premedica¬ 
tion included small doses of barbiturates, meperi¬ 
dine (Demerol) hydrochloride, and atropine or 
scopolamine. The patients^represented about 5% of 
this type of patients operated on by the authors 
during the same period. The indications for hypo¬ 
thermia were as follows; (1) cardiac conditions, in¬ 
cluding previous infarction, auricular fibrillation, 
myocardial insufficiency, and cardiac failure; (2) 
respiratory conditions, including low maximum 
breathing capacity and pulmonary reserve from 
various causes resulting in an actual or threatening 
hypoxic state; (3) generalized arteriosclerosis; (4) 
hepatic or renal insufficiency; (5) trauma; and (6) 
infection. 


J.A.M.A., Nov. 15 ,1955 

The most striking finding during surgical inter¬ 
vention was a bright red oxygenation of the blood 
and a slow, firm cardiac beat. A light anesthesia 
was maintained with high-oxygen concentration by 
means of small amounts of etlier and/or nitrous 
oxide. Three patients, all - undergoing esophagec¬ 
tomy, did not survive the postoperative period; 
deatlr was caused by cerebrothrombosis in 1 pa¬ 
tient bn the 3rd postoperative day, by a cerebral 
embolus in 1 on the 5th postoperative day, and by 
delayed cardiovascular collapse in 1 on tire day 
after surgical intervention. The advantages of light 
hypothermia appeared to be better oxygenation of 
the blood in the course of the surgical interven¬ 
tion, need of only small amounts of anesthetic for 
long operations, and less stress of operation. The 
disadvantages were low blood pressure during 
phases of surgery, cardiac collapse on mediastinal 
dissection, and delayed postoperative shock or 
cardiovascular collapse. With the light hypothermia 
used in this group of patients, ventricular fibrilla¬ 
tion did not occur in any of the patients. Tempera¬ 
tures below the levels used are dangerous with 
present-day methods and probably unnecessary. 
Children and young and middle-aged adults tol¬ 
erate light hypothermia quite well. Older patients 
(above 60 years of age) show more cardiac reflex 
sensitivity in the course of the operation and a 
greater incidence of delayed postoperative shock. 
The final place of light hypothermia cannot be 
stated at present. Because of the favorable results 
in these patients, which could not have been du¬ 
plicated xvith the aid of normothermic anesthesia, 
further trial is definitely indicated. 

PHYSIOLOGY 

Hyperexcitability of the Pulmonary Sensory End¬ 
ings in Asthmatic Subjects: Its Measurement, 
Characteristics, Causes, and Role as a Reflex 
Asthmogenic Factor. R. Tiffeneau. Presse med. 
66:1250-1252 (July 12) 1958 (In French) [Paris]. 

Acetylcholine administered by the respiratory 
route in aerosol form has a twofold action: 1. It 
excites the pulmonary motor effectors (the smooth 
muscles of the bronchi and the vessels, and "the 
bronchial glands), bringing about bronchoconstric- 
tion which alters pulmonary ventilation and may 
lead to asthma. 2. It excites the pulmonary sensory 
nerve endings, giving rise to laryngotracheobron- 
chial sensations and sometimes causing a tussigenic 
reaction. These two methods of action, which are 
pharmacodynamically distinct, are opposed by two 
elective antagonists: (1) atropine, which prevents 
excitation of the motor effectors, and (2) penta- 
methonium and hexamethonium, which prevent 
excitation of the sensory nerves but have no antag¬ 
onistic effect on smooth muscle excitation. 
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The sccqikI or .sonsory-ncrvc-e.vcilation method 
of action was \iscd in shidying and measuring the 
excitability of the pulmonary sensory nerve endings 
in 105 patients with asthma. The inhalation of an 
aerosol containing 100 meg. of acetylcholine per 
liter often leads to cough in normal subjects, where¬ 
as inhalation of one containing only 30 meg. of 
acetylcholine rarely does so. The e.xcitability of a 
patient in whom cough is produced by a concentra¬ 
tion of 100 meg. may therefore be regarded as 
normal, while that of one who coughs on inhaling 
a solution with a concentration of only 30 meg. 
may be regarded as abnormal. Application of this 
criterion to the findings obtained in these patients 
showed that the e.xcitability of the pulmonary 
sensory ncn’c endings was greatly increased in 25 
(23.S^<’) and moderately increased in 39 (37.1%). 
Acute diseases of tijc kings, which are frequent in 
asthmatic subjects, probabl)' help to increase the 
excitability of the pulmonary sensory nerve end¬ 
ings. Ordinary bronchitis and e\'en a simple cold 
often cause a temporary increase in this excitabil- 
it)' in both asthmatic and normal subjects. More¬ 
over, the excitabilitj' of the sensory nerve endings 
tends to increase as the asthmatic condition 
worsens, as showm by the correlation between an 
increase in cough, expectoration, and sensitivity to 
e.vogenous irritants and a diminution in pulmonary 
function, on the one hand, and an incre.ase in ex¬ 
citability', on tlie other. 

The lu’perexcitability of the pulmonary sensory 
nerve endings may become an asthmogenic factor 
by giw’ng rise to a bronchoconstrictive reflex. Cold 
air and irritating particles carried by the wind 
sen'e to precipitate tin’s bronchoconstrictive reflex. 
Study of the dyspneic manifestations of asthma 
seems to show that there is a similarity between 
irritating particles and allergenic particles: both 
are carried by die air, and both are an indirect 
cause of bronchoconstriction, the first through the 
intervention of a reflex, the second through that of 
a mediator (liistamine). Allergenic aggression pre¬ 
dominates in recent forms of asthma; irritating ag¬ 
gression, in asthma of longer duration. The two 
factors, however, may occur together, producing 
mixed dyspneic reactions as a result of the hvofold 
irritant and allergenic effect on the lungs. 

PUBLIC HEALTH 

Preliminary Report on Mass Vaccination of Man 
with Live Attenuated Poliomyelitis Virus in the 
Belgian Congo and Ruanda-Urundi. G. Courtois, 
A. Flack, G. A. Jervis and others. Brit. M. J. 2:187- 
190 (July 26) 1958 [London]. 

The authors report on 244,596 inhabitants of the 
Belgian Congo and Ruanda-Urundi, of both sexes 
and all ages, who were vaccinated during the years 


1957 and 1958 in the course of trials with live at¬ 
tenuated Chat strain, type 1, poliomyelitis virus by 
the oral route. Of these 244,596 persons, 2,511 re¬ 
ceived, in addition, Fox III strain, type 3, of at¬ 
tenuated poliomyelitis virus. The virus pools 
representing each strain were tested for lack of 
virulence in rhesus monkeys injected intracere- 
brally and intraspinally and in chimpanzees injected 
intraspinally. None of the intracerebrally injected 
monkeys and intraspinally injected chimpanzees 
showed signs of illness. Some of the monkeys 
injected intraspinally with the undiluted .mate¬ 
rial showed signs of poliomyelitis infection. For 
additional testing, aliquots of each pool were in¬ 
jected into rabbits, mice, and guinea pigs in order 
to rule out the presence of other viral agents, such 
as the Coxsackie viruses. Although the material was 
filtered through bacteria-retaining Biters, rigid tests 
for bacterial sterility were completed before the 
virus pools were used in man. The efficiency of 
each virus preparation was finally checked by feed¬ 
ing the virus to a small group of infants and adults 
in the United States. These persons had no anti¬ 
bodies against tlie tj'pe of virus administered, and 
there was no reaction of any kind. This procedure 
made it possible to determine the minimum im¬ 
munizing dose of the virus, which was 10 TCD r.o 
for nonimmune children and adults and 10 
TCD 30 for infants less than one month old. Tlie 
virus preparation was administered in either cap¬ 
sule or liquid form. The approximate minimum 
dose fed to each individual was 10 °'“ TCD 50 of 
each strain. Tliroughout the period of administra¬ 
tion the container of virus suspension was kept at 
4 C. Immunization of the total population of the 
community was decided on only if 12 % or more of 
the serums collected were found to have no anti¬ 
bodies against a given type of virus. Since type 1 
virus was incriminated in most outbreaks of para¬ 
lytic poliomyelitis, including those in the Belgian 
Congo, it was decided to give priority to vaccina¬ 
tion with attenuated Chat strain, type 1, virus 
wherever it was statistically feasible. 

In 2 localities, Aketi and Stanleyville, no signs of 
illness were observed after administration of the 2 
types of viruses, and in almost 100% of the vacci¬ 
nated persons antibodies against the 2 types de¬ 
veloped which were determinable in the serums. 
No illness, which could be attributed to vaccina¬ 
tion, was reported by medical authorities in a third 
locality, the Ruzizi Valley, after mass vaccination 
trial of Chat strain, type 1, poh’omyelitis virus. On 
recommendation of the Expert Committee on Polio¬ 
myelitis of the World Health Organization, this live 
virus was administered orally during 4 outbreaks 
of paralytic poliomyelitis at Banalia, Gombari, 
Watsa, and Bambesa in the Belgian Congo. After 
vaccination no more cases of paralysis were re¬ 
ported in these localities. 
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Diagnostic Anatomy. By Weston D. Gardner, M.D., As¬ 
sociate Professor of Anatomy, Marquette University School 
of Medicine, Milwaukee. Cloth. $10. Pp. 376, with 20 illus¬ 
trations. C. V. Mosby Company, 3207 Washington Blvd., 
.S't. Louis 3, 1958. 

Diagnostic anatomy is a new concept in an 
anatomy textbook, and the author is to be con¬ 
gratulated on presenh'ng this type of book. The 
object of the monograph is to link the book with 
the physical examination of the patient. It is felt 
that a. correlated approach to certain aspects of 
regional gross and topographic anatomy, based on 
the techniques, sequence, and problems faced by 
the physician in the physical examination, should 
be helpful to the student or practitioner who wishes 
to reacquaint himself with the anatomic features of 
the body he examines. The book is well written and 
easy to read. The printing is excellent. The illustra¬ 
tions, which are by the author, are line drawings 
demonstrating the desired points. It is regrettable 
that there are not more of them. Although the au¬ 
thor states that surgeons are generally more anat¬ 
omy-conscious than otlier physicians because they 
are concerned with anatomic dissections, the mono¬ 
graph should be valuable even to a surgeon, but 
it should be particularly valuable for those practi¬ 
tioners who come in contact with the anatomic 
structure of the body less frequently than surgeons. 
The book should be valuable also to students, espe¬ 
cially in their course in physical diagnosis. 

The Esophagus: Medical and Surgical Management. By 
Edward B. Benedict, M.D., F.A.C.S., Assistant Clinical Pro¬ 
fessor of Surgery, Hars'ard Medical School, Boston, and 
George L. Nardi, M.D., F.A.C.S., Clinical Associate in Sur¬ 
gery, Harv'ard Medical School. Foreword by Edward D. 
Churchill. M.D., F.A.C.S. Cloth. $15. Pp. 390, with 124 
illustrations. Little, Brown & Company, 34 Beacon St., 
Boston 6; J. & A. Churchill, Ltd., 104 Gloucester Place, Port- 
man Sq., London, W. 1, England, 1958, 

This is a Boston book from cover to cover. That 
is all to the good, since the authors are sturgeons 
and teachers of surgerj' in the Massachusetts Gen¬ 
eral Hospital and Harvard Medical School. With 
thoracic surgerj' well estabhshed, it is amazing 
what advances have been made in a short time. 
The chest used to be a noli me tangere. One felt 
rather proud to make a diagnosis of cardiac, pul¬ 
monary, or esophageal lessions that could be con¬ 
firmed at autopsy. Although we are still clamoring 
for early diagnosis so that surgery can have a bet- 

These hook reviews have been prepared by competent authoiiHes 
but do not represent tie opinions of Any medical or other organisation 
unless specifically so slated. 


ter chance for cure, surgical conditions in the esoph¬ 
agus are not yet brought to the attention of the 
surgeon soon enough. Tire autliors rightfiilty insist 
that difficulty in swallowing is a primordial and 
In'ghly important symptom of carcinoma, but both 
patient and physician speak of indigestion, spasm, 
and a “funny feeling” behind the breast bone. No 
better phrase has originated in this century than 
“cancer alert.” Both x-ray and direct rision until 
the esophagoscope are helpful in making an early 
diagnosis. Hence, we now have a better idea of 
short esophagus, varices, strictures, foreign bodies, 
and ulcers. The literature on the esophagus is filled 
with monographs on various conditions, hut, since 
it is difficult to look up so many references, haring 
the etiology, sy’mptoms, pathology, complications, 
and treatment all under one cover is a great help 
to the physician and especially the gastroenterolo¬ 
gist. What to do must always require careful judg¬ 
ment, How to do it is well illustrated by the nu¬ 
merous and excellent drawings, photographs, and 
color plates in this book. 

Bcflexogenic Areas of the Cardiovascular System. By 
C. Heymans, M.D., Professor of Pharmacology, University of 
Ghent, Belgium, and E. Neil, M.D., D.Sc., John Astoi Pro¬ 
fessor of Physiology, University of London, Middlesex Hos¬ 
pital Medical School, London. Cloth. $10. Pp. 271, Mth 89 
illustrations. Little, Brown & Company, 34 Beacon St., Bos¬ 
ton 6, 1958. 

The senior author of this book is a Nobel prize 
laureate and the discoverer of the chemoreceptor 
action of the carotid and aortic bodies. This book 
gives not only a critical evaluation of the physiology 
of the sinoaortic receptors but also a survey of 
cardiovascular reflexes in an attempt to correlate 
the latter with definite receptors characterized by 
anatomic localization and physiological function. 
Although the bulk of the work is based on the dis¬ 
cussion of physiological investigations, the anatomic 
and embryologic basis is adequately covered. The 
problem of neurogenic hypertension (resulting from 
elimination of the sinoaortic receptors) is dealt with 
in a brief chapter. There is much material in this 
book of great value to investigators interested in 
cardiovascular physiology, respiration, and the 
neurophysiology of receptors. The text is well 
printed and provided with excellent illustrations, 
an extensive bibliography, and a short index. Since 
parts of the book are difficult to read, it is regret¬ 
table that there are no summaries. Criticism is fre¬ 
quently presented with unusual vigor. Certain data 
in the literature are found to be “e.xasperating. 
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Tlie iuithors speak of the ''illogicality” of an argu¬ 
ment and sa)’ that even Claude Bernard "rashly 
concluded.” On the other hand, with reference to 
Jiis own work, tlic junior author writes (p. 184): 
“Recently Green and Neil (unpublished) have 
proved.” These are unfortunate defects in an im¬ 
portant book. They are mentioned because they 
are bound to weaken the trust in the arguments of 
the authors. 

Ncuropatliolog)’. By J. G. Greenfield, M.D., F.R.C.P., 
LL.D., and others. Cloth. $20. Pp. 640, with illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves., B-iltimore 2; Edward Arnold (Publishers) Ltd., 41-43 
Maddox St., London, W. 1, England, 1958. 

This admirable volume of neuropatholog)' ap¬ 
peared shortly after the death of the senior author, 
who was one of the world’s outstanding neuro¬ 
pathologists; it is a vade mecum for those who wish 
to work in this interesting area. The book is easy 
to read, and its style is especially attractive. Green¬ 
field e.\pended great care in presenting details. He 
brought neuropatholog)’ back to being primarily 
concerned with the nervous elements of the nervous 
system. There is often, in neuropathology, a temp¬ 
tation to be distracted from the consideration of 
the nervous elements. This distraction is engen¬ 
dered by tlie impressiveness of the changes in sup¬ 
porting tissues. Greenfield points out in the intro¬ 
duction to tlie first chapter tliat tlie changes in 
glial cells and the inflammatory changes are really 
only secondary and that the primary concern is 
what happens to the neuronal elements and tlieir 
processes. This is an indication of clear thinking 
and putting first things first. This volume is well 
illustrated with gross and microscopic pictures. The 
illustrations are all black and white but are so 
vivid that one can not criticize the lack of colored 
photography. A minor criticism of the book is tliat 
the illustrations are numbered in a ratlier unusual 
fashion, so that one has to use some care in finding 
the proper illustration. This book should be of great 
value to all serious students of pathology or of the 
nervous system. 

Religious Doctrine and Medical Practice. By Richard 
Thomas Barton, M.B., B.S., M.D. Foreword by Rajanond B. 
Allen, M.D. Cloth. $3.75. Pp. 94. Charles C Thomas, Pub¬ 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blaclnvell 
Scientific Publications, Ltd., 24-25 Broad St., Oxford, Eng¬ 
land; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 

This book is “designed to provide a reference for 
questions of religious dogma as they pertain to the 
practice of medicine.” The author had the advice 
of members of the religions about which he writes. 
Consequently it may be assumed that there are no 


gross errors of dogma or its application, but so 
short a book must necessarily be limited to a con¬ 
sideration of only a limited number of matters— 
those considered by the author to be of major im¬ 
portance. Religious principles are discussed with 
the religious interest of the patient in mind. The 
book will serve a useful purpose if it does no more 
than remind the physician or nurse that the patient 
may have religious obligations or wishes the ob¬ 
servance of which will not interfere with, but on 
the contrary may aid, medical care. It should, how¬ 
ever, not be accepted as an authoritative treatise 
for the interpretation of religious dogma. The book 
contains a brief readable history and a brief dis¬ 
cussion of some of the principle doctrines and prac¬ 
tices of Hinduism, Buddhism, Judaism, Islam, Bahai 
faith, Roman Catholicism, Christian Protestantism, 
Mormonism, Jehovah’s Witnesses, Seventh-day Ad¬ 
ventism, Disciples of Christ, Christian Science, and 
Unitarianism. 

Obstetrics and Gynecology. By J. Robert Willson, M.D., 
Professor and Head of Department of Obstetrics and Gyne- 
colog)’. Temple University School of Medicine, Philadelphia, 
Cl.-iyton T. Beecham, M.D., Clinical Professor of Obstetrias 
.and Gynecology, Temple University School of Medicine, 
Isador Forman, M.D., Clinical Professor of Obstetrics and 
Gynecology, Temple University Scliool of Medicine, and 
Elsie Reid Carrington, M.D., Assistant Professor of Obstet¬ 
rics and Gynecology. Temple University School of Medicine. 
Cloth. $10.75. Pp. 605, with 267 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1958. 

This book is the outgrowth of a mimeographed 
summary of the contents of courses in obstetrics 
and gynecology given to third-year and fourth- 
year medical students. The authors wrote the book 
to occupy a place between the large encyclopedic 
textbooks and the sjmopses devoted to these sub¬ 
jects. In this book, the authors have tried to include 
the essentials of obstetrics and g>'necoIogy and in 
this have largely succeeded, but, as may be ex¬ 
pected when four experienced teachers vuite one 
book and tlie amount of space devoted to each 
subject is limited, there is sketchiness and uneven¬ 
ness. There are 51 chapters, each of which has a 
list of references at the end. The illustrations are 
abundant and instructive. Many have been bor¬ 
rowed from books xvritten by Willson and the late 
Paul Titus. The advice given throughout the book' 
is excellent and conservative. This is to be e.x-- 
pected, because all four contributors are authorities 
in their specialties. This book should appeal. to 
medical students, interns, and residents as a handy, 
reference book for detailed information about 
obstetrics and gynecology. General practitioners 
and surely specialists will have to use the larger 
textbooks. 
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SLEEPING POSITIONS OF CHILDREN 
To THE Editor; —P/ease comment on the advantages 
and disadvantages of having infants and children, 
normal or with upper or lower respiratory infec¬ 
tion, lie on the stomach (postural drainage) for 
short or long periods of time. Is there any possi¬ 
bility of deformation of the thoracic bony struc¬ 
tures in these infants? 

P. E. Gauthier, M.D., Montreal, Canada. 

Answer.— Tlie majority of infants sleep on their 
stomachs routinely, as they seem to rest more com¬ 
fortably in this position. Older children sleep in a 
variety of positions. Children of any age will sleep 
more comfortably on their stomachs when they have 
the ordinary' upper and lower respiratory infections. 
It is thought that this is due to the benefits of pos¬ 
tural drainage. During the acute phase of pneu¬ 
monia and otlier more severe lower respiratory 
tract infections, children are usually more com¬ 
fortable in a partial Fowlers position. Once the 
acute phase has passed and secretions become more 
of a problem than gas e.\change, postural drainage 
seems to be helpful. There is no evidence tliat sleep¬ 
ing on the stomach will influence in any way the 
development of the thoracic cage. There have been 
some suggestions that tliis position may predispose 
to positional deformities of tire lower extremities. 
However, most pediatricians, after watching many 
children grow perfectly normally, feel that there 
is absolutely no connection. 

Answer.— The normal infant and child should be 
given the freedom to assiune any position in recum¬ 
bency', i. e., prone, supine, or on eitlier side. There 
is no basis for the thought that such practice will 
contribute to “deformation of the thoracic bony 
structiures.” ^^Tlen lower respiratory infections pre¬ 
vail, coughing is a defensive mechanism. Tlie prone 
position in this instance is a significant advantage 
for drainage. The duration of such infections is 
usually not prolonged, and the time spent in the 
prone position does not promote the development 
of dioracic deformities. The incidence of tuberculo¬ 
sis of the spine in childhood is now very low. When 
present, recumbency is still indicated for a few 
months. For alternate hours the patient necessarily 
remains in the prone or supine position in some 
form of apparatus to restrict motion of the spine. 


The answers here published have been prepared by compeient au¬ 
thorities. They do not, however, represent the opinions of any medical 
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In such cases there is a tendency for the thorn 
to lose its normal contours, i. e., the anteropos¬ 
terior diameter may become less and the transverse 
diameter proportionately increased. Such a change 
may be retarded or prevented by the use of antero¬ 
posterior plaster shells. 

BROMHIDROSIS 

To THE Editor:—A S5-year-old man says his toife, 
and apparently several other persons, have no¬ 
ticed a peculiar odor over his forearms, hands, 
and shoulders. This is not a matter of personal 
cleanliness, as the odor may be apparent imme¬ 
diately after bathing. The odor has been de¬ 
scribed as fishy, musty, and like that of sardines 
or lutfisk. He has been examined exhaustioehj, 
and nothing of note has been found. Liver and 
renal function are both adequate. When the odor 
is present, it usually persists several hours and 
fades gradually. 

William A. O'Brien, M.D., Minneapolis, 

Answer.— Bromhidrosis is tlie name applied to 
excretion of malodorous perspiration. This may re¬ 
semble many of the unpleasant odors encountered 
in nature. Offensive odors may be noted in certain 
systemic diseases associated with excessive per¬ 
spiration and in generalized dermatoses in which 
there is an admixture of scales, crusts, pus, bac¬ 
teria, and necrotic material. Another form is ex¬ 
ogenous in origin and is due to the ingestion of 
certain drugs and foods. In such instances, the use 
of garlic, onions, and other seasonings should be 
avoided. Perhaps the "fishy" odor in this patient 
is suggestive of the causative factors, and he should 
avoid the ingestion of all fish and seafoods. The 
normal perspiration, botli e.xocrine and apocrine, 
is devoid of any strong odor. According to Shelley 
and others (A. M. A. Arch. Dermat. & Stjph. 68:430, 
1953), the action of bacteria on apocrine sweat 
produces the olfactory changes. In such instances, 
the odor can be prevented by hexachlorophene for 
as long as 18 hours. In one case, famous in derma¬ 
tological annals, such an offensive odor in a patient 
was found to be due to a ring that he was wearing 
and elimination of tlie ring resulted in a permanent 
cure. The unpleasant odor may or may not be 
associated witii hyperhidrosis. The treatment in 
this patient should be directed against bacteria 
vvith use of detergents containing hexachloro¬ 
phene,’and application of _ anhidfotics (such as 
aluminum chloride) and avoidance of malodorous 
ingestants (fish) should be tried. 
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BLOOD EXAMINATIONS WITH 
OXALATED BLOOD 

To THE Editor:— 7< is a common practice for the 
technical staff to draw venous blood between 8 
and 9 a. m. for chemical examination, determina¬ 
tion of enjthroctjtc sedimentation rate (Win- 
irohe), and, frequently, complete blood cell 
count. An oxalate mixture is used as the anti¬ 
coagulant in a vacuum tube. The blood is exam¬ 
ined within SO minutes after arrival in the lab¬ 
oratory. No platelet counts are done in this fash¬ 
ion. Does ibis technique give clinically useful 
results in regard to the complete blood cell 
count? H, Seibel, M.D., Brooklyn, N. Y. 

Answer.— The tecliniqne described is probably 
adequate for the determination of red blood cell 
counts and hemoglobin level. Tlie resultant white 
blood cell count is probably somewhat lower be¬ 
cause of the rupture of white cells in the vacuum 
tube. The technique u'ould not be satisfactorj’ for 
good blood films in part because of destruction of 
white blood cells and in part because of the unsat- 
isfactorj' stain after tlie use of anticoagulants. Be¬ 
cause of the effect of tlie o.valate, the hematocrit 
reading would also probably be inaccurate. In com¬ 
paring results, it must be remembered that blood 
obtained in this fashion is venous blood and the 
results are not entirely comparable with tlie capil¬ 
lar}' blood obtained by finger puncture. The results, 
however, would be comparable when obtained by 
die same technique consistently. 

ARTIFICIAL SWIEETENING AGENTS 
To THE Editor:— It has recently been said that the 
prolonged use of no-calorie sweeteners was 
harmful. What harmful effects might result from 
such use in general? M.D., Tennessee. 

AxswrEH.—The conclusion of a report published 
by the Food Protection Committee of the Food 
and Nutrition Board (National Research Council, 
August, 1955) can be taken as reflecting the cur¬ 
rent attitude concerning tlie use of artificial sweet¬ 
ening agents: “There is no evidence that use of 
the nonnutritive sweeteners, saccharin and cycla- 
mate, for special dietary purposes is hazardous. In 
the case of cyclamate, unrestricted use in foods 
and beverages may result in the formation of soft 
stools, but probably vuthout interference with otlier 
functions of the intestine and without hazard to 
health. No data have been presented as to the 
minimum laxative dose of cyclamate for children, 
but it is reasonable to assume that this dose is 
lower than for adults. The maximal amount of sac¬ 
charin likely to be consumed is not hazardous. No 
adverse synergistic effect was observed in combina¬ 
tions of saccharin and cyclamate as tested. These 
materials should be subject to continuing observa¬ 
tion for possible deleterious effects under prolonged 


and varying conditions of use and should be re¬ 
appraised whenever indicated by advances in 
knowledge.” 

ANTICOAGULANT THERAPY 
To THE Editor;—A 65-year-old man has moderate 
essential hypertension and generalized arterio¬ 
sclerosis. He recently had a mild cerebrovascular 
accident, characterized by paresis of the right 
upper and lower exiremities, and is gradually im¬ 
proving six weeks after the accident. Would it be 
advisable to institute anticoagulant therapy on a 
long-term basis for prophylaxis of further throm¬ 
botic episodes of the cerebral vessels? Also, 
would it be advisable to use rutin and one of the 
citrus flavinoid compounds? M.D., Ohio. 

Answer.— Anticoagulants should never be used in 
any form of therapy unless (1) the patient will 
consistently and scrupulously follow the doctors 
directions and (2) accurate laboratory facilities are 
available to measure prothrombin time. There is 
no unequivocal evidence that treating elderly pa¬ 
tients with generalized arteriosclerosis and hyper¬ 
tension will be of any value in preventing subse¬ 
quent strokes, though there are enthusiastic sup¬ 
porters of this form of therapy. Direct treatment of 
the hypertension ivith metliods aimed at lowering 
tlie blood cholesterol level and general hygienic 
care probably constitute die best available Aerapy 
at the present time. There is no evidence that 
flavinoids or rutin are of any value in the circum¬ 
stances outh'ned or in other clinical conditions for 
which tliey have been recommended enthusiasti¬ 
cally but not critically. 

POLLEN FILTERS 

To TiiE Editor:—P/ cflse give information and refer¬ 
ences on the most effective air-conditioning filter 
stjstem for removal of pollen during hay-fever 
season, particularly the ragweed and grass pollens 
occurring in the Wisconsin area in June, July, 
August, and most of September. 

M.D., Wisconsin. 

Answer.— Tliere are numerous e.xcellent filters on 
the market being used in air-conditioning equip¬ 
ment. It would be impossible to give an unbiased 
appraisal of any particular brand. Since ragweed 
pollen measures 15-20 fi in diameter, almost any 
good impingement filter would be effective to some 
degree. The Air Processing Committee (a subcom¬ 
mittee of the Committee on Air-borne Allergens) of 
the American Academy of Allergy has been study¬ 
ing this problem and testing filters and air-condi¬ 
tioning equipment for several years. In its most 
recent report (/. Allergy 28:455, 1957), a combina¬ 
tion of an impingement type of filter, in conjunction 
with an electrostatic precipitator type is.recom¬ 
mended. Such devices have been' described by 



1594 


QUESTIONS AND ANSWERS 


Novey and co-workers {/. Allergy 27:398, 1956) 
and Friedlaender and Friedlaender (Ann. Allergy 
12:419,1954). 

USE OF OLD SURPLUS 
THIOPENTAL SODIUM 

To THE Editor:— Does thiopental sodium deterio¬ 
rate in the ampuls? A hospital recently acquired 
a supply of thiopental, a surplus item, which had 
originally been furnished to the U. S. Army in 
February, 1945. Is it safe to use it intravenously 
for anesthesia? 

Duncan C. McKeever, M.D., Houston, Texas 

Ansmter.— This question is difficult to answer, 
since the factors concerned in tlie storage are un- 
kno\\'n. However, tests on ampuls of this vintage 
only a year ago showed that the thiopental did not 
deteriorate to any great degree and that the toxicity 
did not increase with tlie passage of time when the 
ampuls were properly stored. Excessive heat and 
e.xcessive light may accelerate deterioration, but 
more deleterious tJian this would be the minor 
breaks that occur in many types of ampuls. Tlie 
skilled individual could make a solution of this 
particular wal, and, if it appeared to the naked eye 
to be normal, tliat is, if there was no clouding or 
precipitation, it would be considered safe to use. 
However, alterations in color and clarity would in¬ 
dicate that the ampul should be discarded. 

PARALYSIS AGITANS 

To THE Editor:— Is any form of paralysis agitans 
(Parkinsons disease) communicable? 

M.D., Pennsylvania. 

Ansiver.— Paralysis agitans is not communicable. 
This clinical neurological syndrome may be the re¬ 
sult of a wide variety of etiological agents. These 
agents include such infections as encephalitis and 
(rarely) sjqihilis. In most instances, paralysis 
agitans occurs long after initial infection, and trans¬ 
mission of tlie initial etiological agent is improb¬ 
able at tire time of the clinical manifestation of the 
disease sjmdrome. 

VON GIERKE’S DISEASE 

To THE Editor:— PZeose supply information on the 
use of pituitary extract to increase the growth of 
a 13-year-old boy with diagnosed Von Gierke's 
disease. His present height is 47 in. (88.9 cm.) 
and his weight 47 lb. (21.3 kg.). What other regi¬ 
men of treatment might be of value? 

Henry G. Kurz, M.D., La Habra, Calif. 

ANs^^EB.-The literature on this condition is not 
voluminous. The most illuminating article that has 
come to this consultant’s attention is “Effect of the 
Menarche on Hepatomegaly in Pubescent Girl wdth 
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Syndrome Resembling Glycogen Disease” (Essel 
bom and others, J. Clin. Endocrinol. 10:339,19,50), 
On the basis p{ this and general considerations,' this 
boy could be given gonadotropins, either equine ei 
chorionic or these in alternation, thyroid in tolei- 
ance doses, and methyltestosterone, 10 mg. suV 
lingually twice daily; also, cortisone might be tried, 
None of these, nor all of them together, offer anv 
great-promise. Pituitarj' grovrih hormone should be 
useful when effective preparations are available. 

PROGRESSIVE PIGMENTARY DERMATOSIS 
To THE Editor:— A query on progressive pigmen¬ 
tary dermatosis appeared in The Journal, Aug. 
23, 1958, page 2161. Current textbooks, such as 
those by Sutton, Ormsby, and Montgomery, do 
not touch on the etiology and pathogenesis of 
this condition, and only Sutton suggested the 
use of x-ray treatment. Progressive pigmentanj 
dermatosis (Schambergs disease) is due to n 
clear-cut deficiency of vitamin C, and, as such, it 
is an etiological equivalent of scurvy. The treat¬ 
ment with vitamin C, 150 mg. given three times 
a day until the lesions disappear, is efficiesst in 
every instance. In my experience, the patients 
with this disease had not had citrus fruits in their 
diet for years. This deficiency in the patient's 
diet should be, of course, eliminated. 

Tibor Benedek, M.D. 

25 E. Washington St. 

Chicago 2. 

The above comment was referred to the consult¬ 
ant who answered the original question, and his 
reply follows.— Ed. 

To THE Editor:— The group of dermatoses to tvhich 
progressive pigmentary dermatosis belongs, and 
which includes purpura annularis telangiectodes 
(Majocchi’s disease), Gougerot’s syndrome, and 
Blum’s disease, is noted, among other changes, 
for purpura. The purpuric lesions are small and 
often punctate and yet unlike the^arly follicu¬ 
lar forms seen on the lower extremities in scurvy. 
Overt manifestations of scurvy in the above 
group, such as swollen and bleeding gums, ore 
lacking. Nevertheless, progressive pigmentanj 
dermatosis and related entities (some believe 
they are clinical variants of one disorder) may 
.have a direct or indirect basis in a relative vita¬ 
min C deficiency. This should be easily verified 
in the clinical laboratory. This consultant is not 
aware of any reports on blood vitamin C levels 
in progressive pigmentary dermatosis. If the sim¬ 
ple measure of vitamin C administration mill 
suffice to clear this ^group of purpuric derma¬ 
toses, it is a welcome therapeutic suggestion and 
will be received gratefully. 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Doctor Cooperation in International Health 
Urged . . 

AVL-CIO Gives High Priority to IT'alfare Bills . . 
PUS Cites Disease Parlor in Air Pollution . . 
IS'cw Physician in Congress . . 

Doctors on W'liitc House Group for Youth . . 
Library of Mcilieine Gets iS'eui Regents . . 


FIRST REPORT ON INTERNATIONAL 
HE/VLTH STUDY 

A senate Government Operations siilicommittee 
has made its first report on a Iiroadscalc study of 
“any and all matters pertaining to international 
health, research, rehabilitation, and assistance pro¬ 
grams”—with particular reference to the U. S. con¬ 
tributions. Chairman of the group is Senator Hubert 
Humphrey (D., Minn.). The study was authorized 
by the last Congress. 

The initial report which deals with medical re¬ 
search observes that “it is the hope of men of good 
will everywhere that more and more of the energies 
of all nations be channeled to the constructive 
purpose of furthering the well being of man.” To 
this end, teamwork is essential from a number of 
groups. The report lists in this connection “the 
great system of private medicine and of all the 
members of the jrrofessions allied to medicine” and 
the private pharmaceutical and chemical industries 
“whose research contributions grow with each 
passing day.” 

It also called for teamwork between American 
foundations, voluntary health organizations, univer¬ 
sities, and hospitals, as well as “between the gov¬ 
ernments of the nations of the world themselves.” 

“Today,” the rei^ort added, “the comple.vity and 
volume of medical research render especially im¬ 
portant the promptest possible e.vchange of scien¬ 
tific information and strengthened cooperation. In 
this way, precious time and effort may be saved 
and used to best advantage.” 

PHS CITES POLLUTED AIR AS 
DISEASE FACTOR 

Public Health Service says it appears likely that 
the medical effects of air pollution are not confined 
to the respiratory and circulatory systems. In a 
pamphlet issued in advance of its National Air 
Pollution Conference, PHS says the theory is still 


unproved but supported by accumulating evidence 
that air pollution contributes significantly to mor¬ 
tality rates of many of the urban diseases, such as 
arteriosclerotic and heart conditions and cancer of 
the lungs, ti-achae, stomach, and esophagus. 

Epidemiological and statistical studies show par¬ 
allels between air pollution and mortality rates from 
cancer of the stomach and e.sophagus, similar to 
those from lung cancer, PHS said. Mortality rates 
for lung cancer among urban dwellers are signifi¬ 
cantly higher than among strictly comparable rural 
groups, smoking habits notwithstanding. Statistical 
studies now under wa>' show possible parallels 
between lung cancer rates and air pollution indices, 
according to PHS. 

Comments a second report on tlie economic 
effects of air pollution: “It is impossible to add up 
the cost of pollution in one column and the cost of 
an ideal 2’olliition irrevention program in another 
and prove the economy of maintaining a high qual¬ 
ity of air. Nevertheless, it is quite apparent that 
the estimated third of a billion dollars now s^jent 
for prevention is out of line witli the estimated 
4 billion dollars spent for neglect. More money put 
into the asset side would remove se\'eral times as 
many dollars from the debit side.” 

Over 70 air j^olhition specialists, civic leaders, 
and representatives of industrial and governmental 
agencies dealing with air pollution problems are on 
the jjrogram on the National Conference. The con¬ 
ference will re^'ie\\' recent knowledge about air pol¬ 
lution and recommend future plans for dealing 
with the fjroblem. 

Surgeon Genei-al Leroy Burney and HE^V Secre¬ 
tary Arthur Flemming are the i^rincipal speakers. 
Others include Dr. Edwin D. Harrison, president, 
Georgia Institute of Technology; Chauncey D, 
Leake, American Association for the Advancement 
of Science, and Martin Agronsky, news commenta¬ 
tor, who will summarize the conference discussions. 

Public officials on the program are Senator 
Kuchel (R., Calif.), who developed the federal legis¬ 
lation on air pollution control; Mayor R. Tucker of 
St Louis; Dr. Herman E. Hilleboe, New York state 
commissioner of health, and Dr. Malcolm H. Mer¬ 
rill, director of the California dej)artment of i^ublic 
health. 

Speakers on the industrial role in air pollution 
control are Gen. John E. Hull, president of the 
Manufacturing Chemists Association; Ma.\ D. How¬ 
ell, executive vice-2:)resident of the American Iron 
and Steel Institute; Harry A. ^^hlliams, managing 
director of the Automobile Manufacturers Associa- 

(Continued on next page) 
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tion; and Dr. Jerry McAfee, chairman of the smoh 
and fumes technical ad\'isorj' committee of the 
American Petroleum Institute. 


L.\BOR SEES ELECTION MANDATE FOR 
MORE MTELFARE PROGRAMS 

Hospitalization and surgical sers'ices for the so¬ 
cial securiri' beneficiaries are now no. 3 on the 
legislative agenda of tlie AFL-CIO, which says the 
recent elections calls for ‘Trold forward steps for the 
welfare of all America.” President George Meany 
has this to say in his 12-point legislati\'e j>rogram: 

“Adopt the Forand bill to provide hospital and 
surgical care for tlie recipients of old age and sur- 
^avors insurance benefits. It is still either impossible 
or too costly for our senior citizens to obtain such 
insurance through non-profit or commercial chan¬ 
nels.” 

Mr. Meany told a press conference; “By an over¬ 
whelming vote, the>’ elected to Congress new Sena¬ 
tors and Representatives who want to forge ahead 
and properly utilize our nation’s human and natural 
resources to build a better w'orld for all. By tlie 
same token, they retired many members of Con¬ 
gress who have followed a standstill policy.” 

He said the union was hopeful that “now that 
the people of America have sjjoken that prompt 
and vigorous action vdll result. Tiiis is not the time 
to raise false issues. This is the time to give the 
American people the program for which the>' have 
voted.” 

The tsvo issues ahead of the hospitalization j^ro- 
posal are aid to depressed areas and adequate 
federal aid to general education. 


NEH' PHYSICIAN IN CONGRESS- 
TWO OTHERS LOSE 

A physician new to politics has been elected to 
the House of Representatives, wiiile a \’eteran phy¬ 
sician member of the House will be assuming the 
chairmanship of tlie Foreign Affairs Committee. 
Tv’O other doctors long in Congress lost out on 
reelection. 

Dr. Dale Alford, a board ophthalmologist from 
Little Rock, Ark., is the new Democratic Repre- 
sentati\'e from tlie fifth district of Arkansas. He is 
the son of a public scliool administrator, was edu¬ 
cated in Arkansas schools, and received his medical 
degree from the University of Arkansas. Dr. Alford 
serr'ed in the Army Medical Corj^s in World War II 
and has been in actir'e practice in Little Rock since 
1948. He is 42. 

Dr. Thomas Morgan (D., Pa.), who has completed 
14 years in the House, is scheduled to become 
cliairman of the Foreign Affairs Committee. Ac¬ 
cording to committee sources, he would be the first 
physician chairman of that important committee 
in the 136 \'ears of its e.vistence. 

Dr. Will Neal (R., W. Va.), who has been active 
on tlie health subcommittee of the House Inter¬ 
state Committee, and Dr. A. L. Miller (R., Neb.), 


long on the Interior and Insular Affairs Committee, 
failed to be reelected. Back for another two yeare 
as a result of the voting are Drs. IValter Judd 
(R., Minn.) and Ivor Fenton (R., Pa.). 


ITVO DOCTORS ON WHITE HOUSE 
YOUTH CONFERENCE 

Two physicians have been named among 12 lead¬ 
ing citizens by the President to serve on the na¬ 
tional committee for the Mfiiite House Conference 
on Children and Youth. It will be held in March, 
1960. Tliey have the position of vice-chairmen. 

One is Dr. Edward D. Greenwood, coordinator 
of training in child psychiatry, Menninger Founda¬ 
tion, Topeka, Kan, The other is Dr. Daryd P. Har¬ 
vey, staff physician on the Howard Clinic, Glas¬ 
gow, Ky. 

Other vice chairmen' are Hurst Anderson, Ph.D., 
president of American University; Mrs. James Blue, 
National Association of Goveming Boards of State 
Universities and Allied Institutions; Robert E. 
Bondy, director. National Social M^elfare Assembly; 
Erwin D. Canham, editor. Christian Science Moni¬ 
tor; Donald K. David, Ford Foundation; Msgr. 
Raymond J. Gallagher, Catholic Charities of Cleve¬ 
land; Mrs. Frank Gannett, of Gannett Newspaper- 
boy Scholarship Inc.; Donald S. Hou'arcl, chairman 
of the National Council of State Committees for 
Children and Youth; Rabbi Marc Tanenhauin, 
executive director of the Synagocue Council of 
.America, and die Rev. William 1. Villaume. of the 
National Council of Churches of Christ. 

President Eisenhower u’ill sen'e as honorary 
chairman and Secretary Arthur Flemming of HEW 
as honoraiy vice-chairman. Mrs. Rollin Broum, past 
president of the National Convre.ss of Parents and 
Teachers, is the conference chairman, and Mrs. 
Katherine B. Oettinger, chief of the U. S. Chil¬ 
dren’s Bureau, is secretary’. 


LIBRARY OF MEDICINE REGENTS 

Three regents who will ser\'e four y'eus have 
been named to the National Library of hledicine by 
President Eisenhower. At its first meeting of the 
fall, the board of regents elected as their chairman 
Dr. Champ Lyons, professor of surgery and chair¬ 
man of the department of surgerv at the Medical 
College of Alabama. Dr. Ly’ons has been on the 
bo-’rcl since 1956. 

Two of the new regents are phvsicians. Dr. Wil¬ 
liam B. Bean is professor of medicine and head of 
the department of internal medicine. State Univer¬ 
sity of Iowa College of Medicine. Dr. IVilliam 
Stadel, a fonner hospital administrator, is director 
of the San Diego (Calif.) Department of Medical 
Institutions. The third regent is Mrs. Eugenie Mary 
Dame of New York, chairman of the women’s auxil¬ 
iary' of the New York Republican County Commit¬ 
tee since 1946. 

Dr. Lyons succeeds as chairman Dr. I. S. Ravdin 
of Philadelphia, whose term has expired. 
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ROLE OF URETER IN PATHOGENESIS OF ASCENDING PYELONEPHRITIS 

Herbert S. Talbot, M.D., West Roxbury, Mass. I 


YELONEPHBITIS is a collective term 
applied to a number of different types of 
renal infection with varying manifesta- 
b'ons.’ It cannot be e.\-pected, therefore, 
tliat a single pathogenic process might be invoked 
to account for the evolution of the disease in 
e\'er\' instance. Careful study of a group of similar 
cases, howe^’er, has suggested a sequence of events 
applicable to that group, from which conclusions 
may be drawm that perhaps have broader implica¬ 
tions. This has included not only the correlation of 
clinical and pathological findings but also consider¬ 
ation of the pathological physiology of the urinary 
tract during the development and course of the 
disease. 

For the purpose of this discussion, the term 
"ascending pyelonephritis” will be applied to those 
cases in which renal involvement is accompanied 
or preceded by infection in the lower urinary tract, 
from which it may reasonably be supposed to have 
been derived. Bacterial evidence of this relation¬ 
ship does not in itself indicate tire manner in which 
the process has spread. It will be suggested that the 
ureter has an important role in tliis pathogenesis— 
a dual role—in tliat the wall of the ureter first pro¬ 
vides a pathway for the actual ascent of the invad¬ 
ing organism and, second, as a result of tlie changes 
which it undergoes during this process, exhibits a 
dysfunction which results in stasis, contributing 
further to the development of infection in the kid- 


If is suggested that the ureter has a dual 
role in the pathogenesis of most cases of 
ascending pyelonephritis. Anatomically the 
ureter provides a direct route of invasion 
from bladder to kidney because the sub- 
epithelial tissues of the bladder, ureter, and 
renal pelvis are continuous with the inter¬ 
stitial tissue of the kidney. Physiologically 
the diseased ureter increases the suscepti¬ 
bility of the kidney to infection because 
ureteral dysfunction generally involves both 
obstruction and vesicoureteral reflux. The 
ureter is not an inert tube but an active mus¬ 
cular structure, and recognition of this fact 
leads to a dynamic, rather than a static, con¬ 
cept of ascending pyelonephritis. 


ney. Tliis concept, altliough independently reached, 
is not original,- but has not previously been empha¬ 
sized. 

There are four routes by which infection, origi¬ 
nating in tlie bladder, might reach the kidney; 
(1) hematogenous, (2) lymphogenous, (3) through 
the lumen of the ureter, and (4) through the ure¬ 
teral wall. Hematogenous pyelonephritis may occur, 
and be the only apparent secondary focus to de- 



From the Urological Section and the Spinal Cord Injur>' Service, Veterans Administration Hospital. 

Read before the Section on Urology at the 107th Annual Meeting of the American Medical Association, San Francisco, June 24 1958. 
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velop, from a kno^vn primary site of infection. 

this site is remote from the kidney, the blood 
stream is the most likely channel for the transmis¬ 
sion of pathogenic organisms; gram-positive cocci are 
the usual invaders in such cases. With the original 



Fig. 1.—Vesicoureteral reflux «’ith compensated ureteral 
function. With bladder full, there is reflux into left ureter; as 
bladder empties, ureter empties as well.. 


infection in the bladder, a question arises as to 
whether this roundabout course is more probable 
than direct invasion through or along the urinar>' 
tract itself. The most frequent pathogens are gram- 
negiitive bacilli, and they are rarely cultivated from 
the peripheral blood. Material for histological exam¬ 
ination is seldom obtained at the early stage of dis¬ 
ease when the route of invasion might be suggested 
by such evidence as perivascular infiltration, in the 
case of hematogenous infection. Biopsy findings, 
however, suggest that in the acute stage the pri¬ 
mary reaction is tubular.'* The dissemination and 
evolution of the intrarenal lesions is such as to 
obscure early changes and make it difficult if not 
impossible to differentiate one type of pathogenesis 
from the other. Tire fact that healed experimental 
pyelonephritis of hematogenous origin histologically 
resembles certain specimens obtained from human 
cases does not, therefore, imply that the human 
cases were also hematogenous. 

Oberling'* has pointed out that the lesions of 
pyelonephritis are basically interstitial, whether as¬ 
cending or hematogenous in origin, and that they 
are to be distinguished mainly by tlieir distribution. 
In the ascending form, the infiltration develops in 



Pig. 2.—Vesicoureteral reflux with ureteral decompensa¬ 
tion. Ureter is unable to empty with bladder. 


tracts running over considerable areas from the 
pelvis toward the capsule. They may be diffuse 
and uniform, but, more often, the lesions leave 
between them areas of undamaged parenchyma. In 


J.A.M.A., Nov. 22,193$ 

the hematogenous form, on the other hand, (he 
inflammatory foci are more prone to form a’sub- 
capsular band with perpendicular tracts developing 
especially around the interlobular vessels, in accord¬ 
ance with the concept of a perivascular stroma par¬ 
ticularly prompt to react to any irritative influence. 
This may occur as well with ascending involvement 
u'hen it has gone on long enough to involve (he 
same areas, tlius obliterating any differences be¬ 
tween the ascending and hematogenous types. 

Ureteral Obstruction 

Mallory, Crane, and Edwards ° showed that the 
production of experimental hematogenous pyelone¬ 
phritis in previously healthy kidneys depends on 
the presence of partial ureteral obstruction. The 



, Fig. 3 (case 1) .—Reflux into right ureter. Inset shows spot 
film demonstrating transitory reflux up left ureter. 


clinical association of intermittent or chronic pye¬ 
lonephritis with obstructive lesions of the urinary 
tract, and particularly of the ureter, has often been 
noted.® However the organisms reach the kidney, 
therefore, tlieir capacity to do damage is consider¬ 
ably enhanced by, if it does not depend on, some 
degree of stasis of the urinary column. Certain bac¬ 
teria, particularly staphylococci, injected intrave¬ 
nously may infect nornial kidneys. De Navasquez 
accomplished this with a coagulase-positive Staphy¬ 
lococcus pyogenes var. aureus and attributed the 
establishment of infection to coagulase production, 
which initially causes agglutination in the unusually 
long renal capillaries devoid of phagocytes; the sub- 
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sequent clilTu.sion of congulase into the surrouncling 
parcncliymn leads to coagulation necrosis, followed 
i)v suppuration. These factors do not operate in the 
ease of the gram-negative bacillar)’ organisms nor¬ 
mally associated with urinar)’ tract infections. 

Asher and Sokol ” dcmonslralcd that blood-borne 
foreign particles have but a slight tendency to local¬ 
ize in the kidney, which, when normal, does not 
e.scrcte living bacteria circulating in the blood. 
They observed, however, that acute experimental 
hydronephrosis increased the icndenoy for blood- 
borne particulate matter to localize, apparently as 
a result of stasis. Lucas " suggested that an increase 
in intrapelvic pressure has the effect of slowing 
down the circulation of blood through the kidney, 
producing some renal damage and favoring the 
trapping of organisms in narrow capillaries. In a 
later scries of experiments, De Navasquezin¬ 
jected coliform bacteria intravenously into rabbits 
which had recovered from the pyelonephritis pre¬ 
viously induced by coagulase-positive Staph, pyo¬ 
genes var. aureus, but with kidneys scarred as a 
result thereof. All dcs’elopcd a fatal p)'elonephritis. 



Fig. 4 (case 1).—A, low-grade chronic ureteritis; B, simi¬ 
lar changes in kidney. 


while normal control animals developed no kidney 
lesions. He attributed this to the obstruction of 
tubular drainage by the scars, with resulting “intra- 
renal hydronephrosis,” and increased local tissue 
pressure. 


Beeson, Rocha, and Guse found tliat small 
lesions in the renal medulla, produced by an elec¬ 
tric cautery, render an entire segment of kidney 
tributary to tlie tubules passing through tliat por¬ 
tion of the medulla susceptible to coliform infection. 



Fig. 5 (case 2).—Right reflux with hydronephrosis. 


Tliis result was obtained whetlrer the infecting bac¬ 
teria were introduced via the blood stream or the 
urinary bladder. They agreed with the explanation 
offered by De Navasquez insofar as it postulated 
obstruction of tubular drainage, but could not ac¬ 
cept his further suggestion that anotlier element is 
local slowing of the circulation, since tlris did not 
appear to be the case in the pathogenesis of pye¬ 
lonephritis in animals with ureteral ligation. If 
Lucas’ contention that an increased intrarenal pres¬ 
sure produces slowing of the blood flow through 
the kidney is correct, however, such a factor might 
be significant. Whatever tire precise mechanisms, it 
is apparent that trauma wall favor tire probability of 
invasion by any route. Braude, Shapiro, and Sie- 
mienski accomplished this by massage of the 
e,xposed kidney in rabbits subjected to the intra¬ 
venous inoculation of gram-negative bacilli. It has 
also been suggested tlrat not only acquired patho¬ 
logical changes but congenital dysplasias as well 
may predispose tire kidney toward infection. 
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Wlien there is a bacteremia during the course of 
a lower urinary tract infection, hematogenous in¬ 
fection may occur provided that at least one of two 
prerequisites has been met, a previously damaged 
kidney or obstruction of the ureter. In their absence, 
and lacking the further confirmation of a positive 
blood culture of gram-negative bacilli, such a patho¬ 
genesis is unlikely. 

Lymphogenous ascent of infection from the blad¬ 
der to the kidney has been suggested, and the pos¬ 
sibility is supported by the frequent involvement of 
periureteral lymphatic channels. But Winsbury- 
Wiite’s demonstration of the spread of india ink 
into these lymphatics from the bladder is not con¬ 
clusive evidence that living organisms propagate 


In the presence of such obstruction, it is dilBcuk 
to conceive of pathogenic bacteria moving and 
multiplying within tire lumen without attacking the 
wall of the ureter. But this is even more susceptible 
to invasion, by direct contiguity, from an infected 
bladder. The lamina propria or subepithelial layer 
is a continuous structure from the bladder to the 
renal pelvis where it merges with the interstitial 
tissue of the kidney. Renyi-Vamos found this to 
be a pathway for the spread of infection in both 
liuman and e.vperimental ascending pyelonephritis, 
an observation confirmed by others, usually wifli a 
reference to associated ureteral obstruction. Allen '* 
refers to the ureter as being "obviously continuously 
infected from the site of obstmction upward to 



Fig. 6 (case 2).—A, niidureter section showing ureteritis; B, similar findings in calyces of kidney; and C. cortex of kidney. 


along the same route. The major lymphatic drain¬ 
age of the urinary bladder is into the pelvic and 
iliac chains. The periureteral lymphatics drain the 
ureter and renal pelvis, and a lymphangitis in diis 
area may, therefore, be presumed to be secondary 
rather than to represent a primary invasion path¬ 
way. 

Ascent of infection through the column of fluid 
within the ureteral lumen is at least theoretically 
possible and has been ingeniously demonstrated in 
an artificial urinary tract. In the experiments of 
Weyrauch and Bassett,’- motile organisms ascended 
only in a stagnant column, however, or against a 
flow of less than 25 cc. per hour. Once again, there¬ 
fore, an element of obstruction must be postulated. 


the kidney.” The significance of such a pathway 
becomes apparent when its effect on ureteral func¬ 
tion is appreciated. 

Role of Ureter in Pyelonephritis 

Investigations into the normal and pathological 
physiology of the ureter, demonstrating its im¬ 
portance in the dynamics of urinary flow, lead to the 
concept that its disease and consequent dysfunction 
may contribute to the development of pathological 
changes in dre kidney,” The significance of this in 
ascending infection was suggested by the study of 
pyelonephritis associated widi vesicoureteral reflux 
in patients xvith spinal cord injury. In the review of 
a series of such cases, it was noted that dilatation 
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of the ureter began at its lower end and advanced 
upward. In fact, such evidence of progressive dis¬ 
ease is of greater prognostic importance than the 
demonstration of reflux itself, which is often capri¬ 
cious in its appearance and disappearance. It has 
been axiomatic to interpret ureteral dilatation as 
a consequence of obstruction distal to the dilated 
segment, but this raised two interesting considera¬ 
tions. First, mechanical obstruction was not demon¬ 
strated in any of the cases from which this study 
developed. It was c\’idcnt that the obstructive fac¬ 
tor, if any, must be functional rather than structural. 
Second, it was difficult to understand w'hy an organ 
like the ureter, limited in length and draining a 
hydraulic system closed at its proximal end, should 
react to obstruction by dilatation involving only a 
short segment. Dilatation of the whole system 
proximal to the obstructive lesion would have 
seemed likelier; this is observed when a stone be¬ 
comes impacted in a previoush’ healthy ureter, as 
well as in other types of mechanical obstiuction, 
when there is no infection. 

It thus becomes necessar\’ to consider other pos¬ 
sible causes for dilatation. The most obvious would 
be an alteration in the,wall of the ureter, of such 
character as to interfere with normal contraction 
of its muscle. It would also have to be of such a 
nature as to account for the fact that in some in¬ 
stances the lower ureteral dilatation spread upward, 
finally to involve the pelvis of the kidney; in others, 
it remained unchanged for long intervals, and in 
still others regressed. Inflammatory disease would 
meet all tliese conditions, waxing or waning or re¬ 
maining unchanged, and, in some instances, finally 
reaching an irreversible state of fibrosis. But this is 
precisely the tjqre of lesion to which the ureter, 
beginning with its lower segment, is most vulner¬ 
able by direct contiguity to an infected bladder. 
As already noted, a continuous pathway of areolar 
tissue is available throughout its length, in which 
invading organisms may advance from the bladder 
to tire interstitial tissues of the kidney. This inflam¬ 
matory involvement of the wall of the ureter, and 
ultimately of tire renal pelvis and calyces, inter¬ 
feres with normal peristaltic activity and results in 
stasis. \^dien this has occurred, infection may spread 
through the lumen as well as the wall. 

The concept of the ureter as a relatively inactive 
conduit through which fluid flows mainly by gravity 
must be discarded. It is, on the contrary, an organ 
of great dynamic capacity, with two functions. The 
first is the propulsion of urine from the kidney to 
the bladder. Tlie second is generally stated to be 
the prevention of retrograde flow from the bladder 
' back to the kidney. More is involved in this, how¬ 
ever, than the prevention of reflux. Simple regurgi¬ 
tation from the bladder into the ureter would be 
harmless enough were there no stasis or infection. 
There has been considerable discussion as to 


whether reflux ever ocurs in the absence of path¬ 
ological changes. If it does, it is probably transitory 
and of no great physiological significance. But 
reflux does become important when it is an evidence 
of ureteral dysfunction leading to ureteral and 
pelvic stasis and when, as was always the case in 
this study, it occurs in the presence of infection 
of the lower urinary tract. This infection, advancing 
from the bladder into the wall of the ureter, results, 
first, in dysfunction of the lower segment. 

Without entering into a discussion of ureteral 
physiology, it is sufficient to state that there is 
evidence that the activity of the lower segment 



Fig. 7 (case 3).—Hydronephrosis from functional obstruc¬ 
tion. 


constitutes, in fact, a d>mamic ureterovesical valve. 
Anatomically, its wall is the thickest of any portion 
of the ureter, and its outer muscular layer merges 
indistinguishably with the musculature of the blad¬ 
der. The lower third of the ureter, moreover, is 
supplied with parasympathetic ganglions identical 
to those in the adjacent portions of the bladder 
wall; tire latter were found diminished in number 
in a case of congenital megaloureter. Thus, tliere is 
strong anatomic presumption of an intimate func¬ 
tional relationship between the bladder and the 
lower ureteral segment. 
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Gould, Hsieh, and Tinckler ” have suggested that 
the lower end of the ureter has a task somewhat 
different from that of the upper and that the inte¬ 
gration of tonic and peristaltic activity is such as 
normally to protect the nephron from the high basic 
pressures which arise in the lower segment when it 
is operating to handle large quantities of urine or 
against elevated intravesical pressures. 

Fluoroscopic studies, including recent cinefluoro- 
graphic investigations, have demonstrated that the 
lower ureter does, in fact, contract during or im¬ 
mediately after an emptying contraction of the 
bladder. Again, fluoroscopically, it has been possible 
to demonstrate that in some patients with vesico¬ 
ureteral reflux the mechanism remains sufficiently 


Thus, by means of serial x-ray studies carried on 
over a period of months or years, in patients bo\™ 
at the beginning to have infections in the Imver 
urinary tract, and particularly by utilizing those 
x-ray techniques which make dynamic studies of 
function possible, changes in the stmcture and 
activity of the ureter can be followed and are a 
strong determinant in favor of the development of 
pyelonephritis. The same changes can also be in¬ 
terpreted as evidence of infection of the ureteral 
wall itself. In the continued absence of mechanical 
obstruction, only an inflammatory process could 
account for the fact that these abnormalities some¬ 
times advance, sometimes regress, and sometimes 
remain unchanged for considerable intervals. 



Fig. 8 (case 3) .—A, acute urefifis in lower ureter; B, chronic ureteritis in upper ureter; and C, chronic pyelonephritis in kid¬ 
ney. 


well compensated to operate in approximately 
normal fashion, and in such instances the kidney 
may remain undamaged for months or even years 
(fig. 1). When the process becomes so severe, 
however, as to be incompatible with normal func¬ 
tion, and especially when it advances upward in 
the ureter and to the renal pelvis, such compensa¬ 
tion is impossible and hydronephrosis develops 
(fig. 2). Even before anatomic hydronephrosis can 
be demonstrated, however, pressure changes, dam¬ 
aging to renal function and conducive to infection, 
may already be present. Reverse peristalsis, long 
since observed in the presence of mechanical ob¬ 
struction, has more recently been seen to occur 
also in this functional type. 


Autopsy Findings 

In a review of the protocols of a series of autop¬ 
sies done during a period prior to the institution of 
this study, 11 cases of ascending pyelonephritis 
were found. In none of these were there urinary 
calculi or any other form of mechanical ureteral 
obstruction. In all 11, the ureter was described as 
grossly abnormal, usually dilated or thickened, or 
both. Microscopic studies of the ureter were made 
in seven cases, in all of which inflammatory changes 
were seen, confirming the probability that the ure¬ 
teral wall had served as a pathway of invasion. The 
next step was to demonstrate this in patients in 
whom the x-ray findings noted above had been 
observed. 


Vo!. 1(18, No. 12 


ASCENDING PYELONEPHIUTIS-TALBOT 


Case 1 was tliat of a quadriplegic patient with 
mild chronic pyelonephritis who died of unrelated 
causes. The ureters had shown slight transitory dila¬ 
tation in the lower thirds and reflux had been seen 
occasionally, although not on ever)' examination. At 
the time of death there was no clmically active 
urinary tract infection. Sections of the ureteral wall 
showed slight infiltration with lymphocytes and 
plasma cells, n’ilh fibrosis and edema in the 
subepithelial layer. Essentially the same findings 
were noted in the kidney pelvis. The fact that even 
a quiescent inoccss of low grade could be demon¬ 
strated as coexisting in the ureter and the kidney 
seemed a suggesti\’c clue to the pathogenesis 
(fig. 3 and 4). 




pyelonephritis. Acute cystitis was present, and it was 
postulated, therefore, that the lower ureter should 
show a fairly severe acute reaction, the upper a 
chronic and less intense process. Tliis is exactly 
what was found. Such changes, of course, might 
well be sufficient to impair peristaltic function, 
temporarily at least, and to alter significantly the 
tone of the ureteral wall, leading first to moderate 
dilatation and later, if the process became irreversi¬ 
ble, to functional obstruction and further dilatation, 
such as marked the end stage in this patient 
(fig. 7 and 8). 

Case 4 was that of a man with carcinoma of the 
prostate and disseminated metastases. The path¬ 
ological changes were easily traced from the blad- 


Fig. 9 (case 4).—Pathological changes in carcinoma of prostate: A, bladder; B, ureter; C, kidney. 


In case 2, the involvement of one kidney xvas so 
severe as to require nephrectomy. The patient was 
a paraplegic who exhibited unilateral vesicoureteral 
reflux with apparently complete ureteral decompen¬ 
sation. Sections of the ureter, taken where it was 
divided at about its midpoint, showed a process 
strikingly similar to that involving the kidney 
(fig. 5 and 6). 

Urinary tract infection in patients with spinal 
cord injury has no special characteristics; similar 
findings have been encountered when the primary 
disorder in the bladder was other than neurogenic. 
This is shown in case 3, a man of about 60 who died 
of uremia resulting from long-standing neglected 
prostatic obstruction. The kidneys showed chronic 


der through several sections of the ureter to the 
kidney (fig. 9). 

Since the ureteritis may be mild, or, if severe, may 
have healed, it is often difficult to establish its 
presence in specimens obtained at autopsy months 
or years after the event. This is particularly the 
case when the function has remained compensated 
so that there is neither dilatation nor hypertrophy. 
In such an instance, however, the telltale evidence 
of fibrosis, demonstrated by differential staining, 
will suggest past events. Case 5 was that of a man 
of 62 who died of a massive cerebral hemorrhage. 
Although cystitis had long been present, the kidney 
escaped significant damage. The ureter, grossly 
normal, showed considerable fibrosis in its lower 
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segment and less in its upper, suggesting that it 
had contained the infection and maintained ade¬ 
quate function (fig. 10). 

Prophylaxis and Therapy 

This concept of the pathogenesis of ascending 
pyelonephritis, entailing the appreciation of a dual 
hazard to the kidney, suggests a dual approach in 
prophylaxis and therapy. The immediate problem 
is the elimination of infection, and the bladder, be¬ 
ing the primary site, may be considered first. When 
there is obstruction it must be corrected. Pending 
this, drainage must be maintained. Whatever hesi¬ 
tancy there may be about undertaking the use of an 
indwelling catlieter in an uninfected bladder, there 
can be no gainsaying its importance when infection 



Fig. 10 (case 5),—A, lower ureter showing fibrosis; B, up¬ 
per ureter, fibrosis of lesser extent. 


is already present, as it may be even in patients 
who have not previously been subjected to instru¬ 
mentation or catheterization. This applies particu¬ 
larly to those who carry residual urine. The danger 
of ureteral involvement is not eliminated by bladder 
drainage, but its likelihood is much diminished, 
especially if tlte drainage is part of a program 
aimed at restoring the bladder to normal function. 
^Vlren the obstruction is mechanical, surgical inter¬ 
vention leading to the elimination of residual urine 
rvill usually give a satisfactory result. 

Antibiotics or chemotherapeutic agents can be 
useful adjuvants during the course of treatment, 
but it is notorious that these alone have been dis¬ 


appointing in tire chronic and recurring infections 
usually associated with obstructive uropathy. ^\'hen 
the bladder’s inability to empty is due to neurogenic 
dysfunction, the problem is more complex. Treat¬ 
ment usually involves continuous catheter drainage, 
sufficiently prolonged to cause almost certain uri¬ 
nary infection. This is a calculated risk, which must 
be faced. In spite of recent alarms to the contrai)', 
it is a fact that continuous catheterization can be 
done for long periods of time without apparent 
damage to the kidneys. Even those who have em¬ 
phasized the danger of the indwelling catheter 
recognize that it is sometimes inevitable. Rigid 
adherence to meticulous techniques and the re¬ 
training of the bladder on physiological principles 
which will shorten the period of artificial drainage 
further diminish the hazards and make the risk 
acceptable. If a satisfactory pattern of bladder 
function can be established and the involvement of 
the ureter avoided, the major danger to the kidney 
will have been forestalled. 

\Adien pyelonephritis is already present, appro¬ 
priate constitutional measures and use of antibioScs 
and chemotherapeutic agents are again indicated 
for the treatment of the infection, but here the 
dysfunction of the ureter may call for additional 
measures to insure adequate drainage of the renal 
pelvis and protect the parenchyma from die 
deleterious effects of stasis. Again it must be recalled 
that the absence of any demonstrable mechanical 
obsh’uction means little or nothing. This emerged 
from empirical knowledge spread over a number 
of years before the concepts described in this paper 
had been developed. More frequently in those years 
than is now happily the case, paraplegic patients 
with neurogenic vesical dysfunction and urinar)' 
infection were prone to develop exacerbations of 
what was considered to be acute or subacute 
pyelonephritis, characterized by chills, fever, and 
leukocytosis. Tie problem of diagnosis was com¬ 
plicated by the fact that they did not exhibit tlie 
customary physical signs and that their urine was 
infected even when they were well. 

The technique of quantitative cultures, since 
advocated by Kass and Finland and by Beeson,' 
had not been used. X-ray evidence of ureteral dys¬ 
function was often seen, but, on the other hand, it 
was sometimes found in those who never had these 
e.xacerbations. The therapeutic test ultimately clari¬ 
fied tlie diagnosis. Some patients improved on the 
administration of large quantities of intravenously 
administered fluids with various sulfonamide drugs. 
It became the policy to treat fliose who did not show 
improvement after 48 hours by lavage of the kidney 
pelves, followed by ureteral catheter drainage for 
24 to 72 hours. This procedure was almost in¬ 
variably dramatically successful. Mechanical ob¬ 
structions were not found, accumulations of more 
than 15 cc. %vithin the pelvis were rare, and grossly 
purulent urine was seldom encountered. The infer- 
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cncc was that the rapid improvement could be 
attributed to relieving the kidney of the impediment 
of stasis. 

Comment 

When investigations into the pathogenesis of 
pyelonephritis were first begun, it seemed of pri¬ 
mary importance to determine the route by which 
bacteria reached the kidney. But as studies multi¬ 
plied and careful observers correlated and in¬ 
terpreted their owm and others’ work, an interesting 
new theme appeared and assumed increasingly 
greater importance. This was a consideration of the 
situation which might obtain within the kidney and 
its drainage apparatus to render it more susceptible 
to infection by whatever route. Previous parenchy¬ 
mal damage and ureteral obstruction, or a combina¬ 
tion of both, are the principal determinants. The 
only other two worthy of mention, apart from the 
usual general reference to host resistance, are the 
specificity of certain strains of bacteria and the 
characteristics of the urine which make it a more 
far’orable culture medium. It might be a matter of 
no great consequence whether bacteria invading 
the kidney from the bladder reach it through the 
blood stream, the lymphatics, or the ureteral lumen 
or its wall, except that when tlie last is tire case 
there develops secondarily the important element 
of obstruction. Tills derives entirely from local 
changes, and although it may be attended by al¬ 
tered patterns of neural activity, it is independent 
of any associated neurological lesion. Tlie signifi¬ 
cance of these obsen'ations, therefore, is not limited 
to the treatment of patients with spinal cord injury 
or disease. 

Pathogenesis is often considered in terms of a 
series of morbid anatomic changes, but these rarely 
develop i\>ithout associated functional alterations. 
Tlie development of a disease entity depends no 
less on pathological physiology than on pathological 
anatomy. Recognition of this calls for a dynamic 
rather tlian a static view of the development of 
ascending pyelonephritis, a view which is con¬ 
sistent with its ultimate evolution, when the patient 
faces the hazards of both infection and failing renal 
function. By the same token, the need for a dynamic 
approach to prophylaxis and treatment becomes 
apparent. Tlie progression of pathological changes 
can often be inferred, and the actual effect of these 
changes on function followed, by x-ray studies. In 
favorable cases, measures to relieve obstruction 
may be instituted. With a normal flow of urine from 
its pelvis, the kidney is in a favorable position to 
resist infection, and in particular those infections 
that arise in the lower tract. 

Summary 

Pyelonephritis may be hematogenous in origin, 
but when it follows infection in the bladder, ascent 
through the ureter is more probable. The subepi- 


thelial tissues of the bladder, ureter, and kidney 
pelvis provide a direct route of invasion which is 
continuous with the interstitial tissue of the kidney. 

The susceptibility of tlie kidney to infection is 
markedly enhanced by obstruction. Functional ob¬ 
struction of the ureter may develop when its wall 
is involved in inflammatory changes. It is no less a 
factor than mechanical obstruction would be. The 
functional changes can be followed, and the under¬ 
lying process inferred, through serial x-ray studies. 
Tlie maintenance or reestablishment of adequate 
drainage of the renal pelvis is a most important 
factor in the prophylaxis and treatment of ascending 
pyelonephritis. 
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DIAGNOSIS AND MANAGEMENT OF THE 
RARE CAUSES OF GASTROINTESTINAL HEMORRHAGE 

James V. Maloney Jr., M.D., Los Angeles 


The patient with gastrointestinal hemorrhage 
represents a problem which is a major challenge to 
the best diagnostic and therapeutic efforts of the 
internist and surgeon. Of individuals presenting 
wth upper gastrointestinal bleeding, 80% have 
peptic ulceration of the stomach or duodenum; 5% 
have intrinsic gastric lesions, such as carcinoma or 
poh^; and 5% have portal hypertension with bleed¬ 
ing due to varices. Thus, the common causes of 
upper gastrointestinal bleeding account for 90% of 
cases. The remaining 10% are due to rare lesions 
and are the special subject of this discussion. 

Preliminary Examination 

Tire localization of the exact site of bleeding is 
far more important when dealing with tire rare 
causes of gastrointestinal bleeding than it is when 
the patient gives a typical history of peptic ulcera¬ 
tion. Such is tire case because chronic peptic ulcera¬ 
tion causes gross scarring and contracture which 
enables the surgeon to identify quickly the path¬ 
ology when the abdomen is opened. On the other 
hand, mucosal polyps, congenital telangiectasis, 
and benign tumors may produce lesions anywhere 
along 24 ft. of alimentary canal and may complete¬ 
ly escape detection by visual inspection and pal¬ 
pation. Surprisingly enough, disagreement still 
exists as to how extensive a history and physical 
examination should be done on a patient who is 
admitted to the hospital widr active hemorrhage. 
Two recently published textbooks recommend drat 
the patient be wrapped in warm blankets and 
heavily sedated with morphine so that the disturb¬ 
ing elements of history and physical examination 
will not irrevent the spontaneous cessation of hem¬ 
orrhage. With dris attitude I cannot agree. Statisti¬ 
cally, such a patient has betrveen a 3 and 20% chance 
of becoming exsanguinated. There are few surgical 
emergencies in which there is a more urgent need 
for a complete history and meticulous physical 
examination, both performed as soon as possible. 
The treatment of shock, if it is present, is the only 
consideration taking precedence over this prelim¬ 
inary examination. 

The history not only must include that of die 
gastrointestinal system but should be extended to 
include a detailed history, system review, and 

From the Department of Surgerj'. School of Medicine, University of 
California at Los .\ngeles. Dr. Maloney is a John and Maty K. Marfcte 
Scholar in Medical Science. 

Head before the Section on Surgery, General and Abdominal, at the 
107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 27, 1958. Bead in p.art at the Postgraduate Course on Pre- 
and Postoperative Care, Clinical Congress of the American College of 
Surgeons, San Francisco, California, Oct. 9, 1956. 


About 7 0 % of all cases of gastrointestinal 
bleeding involve rare lesions, the treatment 
of which depends on the exact location of 
the source of blood. Treatment of existing 
shock is the only thing that should receive 
precedence over the taking of a complete 
history and physical examination. The es¬ 
sence of the treatment of active bleeding is 
rapid transfusion of enough whole blood to 
restore normal circulation. The fear that this 
may make the bleeding worse is unfounded, 
and the amount of blood needed to restore 
normal vital signs affords a measure of the 
rate of blood loss. Nonmanipulative roentgen 
examination of the gastrointestinal tract 
need not be deferred for fear of recurrent 
hemorrhage. If there has been no hema- 
temesis it may be assumed that the bleeding 
point is below the duodenojejunal junction, 
and in that case sigmoidoscopic examina¬ 
tion and barium enema are essential, iopro- 
tomy with complete examination of the 
abdomen has failed to reveal the site of 
bleeding in from 77 to 45% of cases; 
among the special techniques available in 
such cases are wide gasfrotomy, transil¬ 
lumination, and operative endoscopy. It is 
possible to examine the ascending, trans¬ 
verse, and descending colon through a single 
enterotomy in the middle of the transverse 
colon. If surgery is undertaken, special atten¬ 
tion must be given to the anesthesia to pre¬ 
vent aspiration of gastric contents. 


social and family history. A history of nosebleeds 
or die use of medicaments known to be associated 
with bone marrow depression may be the clues 
necessary to establish a blood dyscrasia as the cause 
of die hemorrhage. As the clinical e.xperience and 
confidence of a physician increases, he is likely to 
forget die dictum taught to medical students: 
“Seventy per cent of useful diagnostic information 
comes from the history, 20% from the physical 
examination, and only 10% from special laboratory 
tests.” 

Similarly, the minute details of the physical exam¬ 
ination are important. A small supraclavicular node 
or rectal shelf may identify the source of bleeding 
as gastric carcinoma. A cutaneous spider somewhere 
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on the body may bo tbo only liinl of liver disease 
with bleeding due to esopbagcal varices. In my 
scries of cases, an 8-year-old boy passed large 
quantities of blood per rectum and was admitted to 
the hospital in profound shock. During the course of 
the physical examination, several purpuric spots 
were noted in the gluteal region, an area of the 
body frequently neglected in the examination of a 
patient sitting or lying in bed. In this case, barium 
enema, gastrointestinal series, endoscopy, and other 
diagnostic tests would have been as fruitless as an 
operative inspection and jialpation of the patient’s 
gastrointestinal tract. Obserx’ation of the purpuric 
spots led to a diagnosis by blood smear of idio¬ 
pathic tbrombocj’topcnic purpura, and the patient 
was cured by an emergency splenectomy. 

When all gastrointestinal bleeders are considered 
as a group, the minutiae of a detailed history and 
physical examination max' be rewarding in only a 
relatively small percentage of cases. However, in 
that lOTo of patients having one of the rare causes 
of gastrointestinal bleeding, a significant portion of 
them wall be spared the delay and inconvenience 
of extensive diagnostic tests. 

Immediate Treatment 

In the treatment of the actively bleeding patient, 
die most important determinant of the patient’s 
future dierapy is the rate of bleeding. In my exneri- 
ence the patient’s estimate of the amount of blood 
vomited or passed per rectum is unreliable. More¬ 
over, the volume of blood vomited or passed per 
rectum may be a poor reflection of the total volume 
lost from the circulation but retained within the 
intestinal lumen. A somewhat more objective eval¬ 
uation of blood loss can be obtained by a considera¬ 
tion of the known association of clinical signs with 
percentage reduction in blood volume. The loss of 
20% of the circulating blood volume may be ex¬ 
pected to produce tachycardia, narrowed pulse 
pressure, mild hjqjotension, and the peripheral signs 
of hypovolemic shock, provided diis loss occurs in 
too brief a time (one to three hours) to be compen¬ 
sated for by hemodilution. (Blood volume=about 
7.5% of body weight. Therefore, a 70-kg. [154-lb.] 
patient showing these clinical signs will have bled 
20%X7.5%XV0 kg.=1.05 kg., or 1,050 ml). Larger 
acute blood losses will produce a greater tachy¬ 
cardia and a more profund fall in arterial blood 
pressure. 

The essence of the treatment of the actively 
bleeding patient consists in the rapid (preferably 
within one hour) transfusion of a sufficient quan¬ 
tity of whole blood to restore die clinical circulatory 
signs to normal. In general, pulse and blood pres¬ 
sure will return to normal at a point when blood 
volume is approximately 10% below normal. For 
this reason, a man weighing 70 kg. is given approxi¬ 
mately 500 ml. (10%X7.5%X70 kg.=:525 ml.) 


more blood than is necessary to restore the vital 
signs to normal. Provided this restoration of blood 
volume is accomplished within one hour, the physi¬ 
cian is in an excellent position to estimate the rate 
of bleeding in milliliters per hour during the next 
two or three hours. The rate of blood loss into the 
gastrointestinal tract will be equal to that amount 
of blood necessary to maintain normal vital signs 
during the subsequent hours. 

Repeated determinations of hemoglobin level and 
hematocrit value are of little practical value in the 
presence of massive bleeding, since the process of 
hemodilution requires many hours and depends on 
the state of body hydration and other factors. These 
tests are more helpful in the patient xvith slow 
bleeding (less than 100 ml. per hour). Hematocrit 
determinations are of distinct help in the evaluation 
of patients with chronic bleeding, since the clinical 
problem here is the treatment of anemia rather 
than hypovolemia. The measurement of blood vol¬ 
ume by the Evans blue dye technique is a simple 
procedure, but there are serious objections to its 
accuracy in the presence of shock, vasoconstriction, 
and a changing blood volume. Tlie most cogent 
objection to the use of the dye technique is the 
fact that the so-called normal values for an indi¬ 
vidual of a given weight or surface area are based 
on an average figure obtained from a large popula¬ 
tion. Even when provided with a measurement of 
the blood volume in a bleeding patient, the physi¬ 
cian has no way of knowing the normal volume for 
that individual. For these reasons, the readily as¬ 
sessed clinical circulatory signs are the best guide 
to blood replacement. 

The fear that rapid transfusion may reinitiate 
bleeding which has stopped is unfounded. The slow 
restoration of blood volume over a period of four 
or five hours in a massively bleeding patient is un¬ 
desirable, since tlie continuing loss of blood into the 
gastrointestinal tract and the varying clinical signs 
make it impossible to estimate the rate at which the 
patient is bleeding. Moreover, prolonged hypo¬ 
volemia has adverse physiological effects. If the rate 
of blood administration necessary to maintain nor¬ 
mal vital signs is 500 ml. per hour, the physician is 
dealing witli massive hemorrhage. It can be esti¬ 
mated that the patient will have required 3,500 ml. 
of blood over the ensuing seven hours. Such a 
volume and rate of bleeding would certainly be an 
indication for surgery, even if the site of bleeding 
were not localized. This estimation, therefore, sets 
the time limits within which the definitive diag¬ 
nostic tests must be completed. 

Special Tests 

In addition to the routine urine and blood tests 
associated with the history and physical examina¬ 
tion, a blood smear and bleeding and coagulation 
studies are done. There are, in addition, a number 
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of special tests which are of assistance in diffei'en- 
tiating the common from tlie rare causes of intesti¬ 
nal hemorrhage. 

For many years, barium examination of the upper 
gastrointestinal tract was deferred for three weeks 
after active bleeding for fear of recurrent hemor¬ 
rhage. There are now several large series of cases 
which demonstrate that the activity of bleeding is 
in no way affected by the barium meal, provided 
that manipulation of the abdomen is minimal and 
judicious. In those patients with hematemesis and 
not suspected of having esophageal varices, a large 
Ewald tube (no. .30 F) is passed to remove clotted 
and liquid blood from the stomach in preparation 
for the barium meal. The usual nasogastric tube 
cannot be expected to prevent accumulation of 
blood in the stomach unless preliminary removal 
of clotted blood and food residue is accomplished 
with a large tube. The use of a Sengstaken tube in 
the diagnosis and treatment of esophageal bleeding 
is beyond the scope of this discussion. 

Tlie sulfobromophthalein test of liver function 
has been of particular value in eliminating esopha¬ 
geal varices from the differential diagnosis.* On 
the otlrer hand, demonstration of a severe degree of 
liver impairment by this test does not indicate that 
the patient is necessarily bleeding from varices. 
The increased incidence of peptic ulcer in cirrhotic 
patients is well recognized, and bleeding from alco¬ 
holic gastritis and hiatus hernia is not uncommon in 
association with cirrhosis. Esophagoscopy is con¬ 
siderably more accurate in the demonstration of 
varices than is the barium swallow done in associa¬ 
tion with the upper gastrointestinal series. In my 
experience gasti'oscopy has been of little value in 
the massive bleeder, although it is frequently help¬ 
ful in patients bleeding slowly from rare lesions 
such as gastric polyp, esophagogastric ulcer, or 
multiple gastric erosions. In patients who have not 
had hematemesis to indicate that the bleeding is 
from above the muscle of Treitz, sigmoidoscopic 
examination and barium enema are essential. 

A long gastrointestinal intubation tube may be 
helpful in localizing the site of a bleeding benign 
tumor, provided that acute massive hemorrhage is 
not a problem. As the tizbe passes down the in¬ 
testinal tract under fluoroscopic guidance, repeated 
samples of intestinal contents are made.and exam¬ 
ined chemically for the presence of blood. 

Operative Management 

The operative management of the gastrointestinal 
bleeder is relatively easy provided that the diag¬ 
nostic studies have revealed the source of bleeding, 
or, at the very least, the general area of the intesti¬ 
nal tract in which it is located. It is a general 
principle that the surgeon should not operate 
unless the site of bleeding has been identified. An 
exception to this occurs when it is impossible to 
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locate the site and continuing hemorrhage threatens 
the patient with death by exsanguination. Unfortu¬ 
nately, this exception is a frequent one. 

In a significant portion of patients operated on 
without a diagnosis, the source of bleeding will 
immediately be apparent on entering the abdomen. 
Evidence of peptic ulceration, previously undem- 
onstrated by x-ray, is often apparent in the duo¬ 
denal region. Excessive venous collateral circula¬ 
tion, gross liver disease, and the elevation of portal 
venous pressure as measured by a saline manometer 
may suggest bleeding from esophageal or gastric 
varices. Even with the whole intestinal tract avail¬ 
able for palpation and inspection at the time of 
operation, the surgeon has a very poor record in 
finding the source of previously unidentified bleed¬ 
ing. Gilchrist and Chun “ failed to find the site in 
45% of their patients, Stewart and associates ** in 
17%, and Cooper and Ferguson ■* in 33%. When 
complete examination of the abdomen fails to reveal 
the source of hemorrhage, there are several maneu¬ 
vers which are of particular value. 

Wide Gastwtonuj.—With Spencer ’ I recently 
reviewed my e.xperience with the use of gastrotomy. 
In 11 patients in whom the procedure was carried 
out, the site of bleeding was demonstrated in 10. 
Although gastrotomy has been criticized,® it is my 
firm conviction that failure to find it useful is due 
to technical aspects of the manner in which it is 
performed.® A generous 7-in. incision is made on 
the anterior surface of the stomach in such a man¬ 
ner that no blood from the cut surface of the 
gastric wall contaminates the lumen of the organ. 
Denver retractors and the operator’s hands are 
placed within the lumen of the stomach and an inch- 
by-inch inspection made of the mucosal surface. 
Particular care is taken to visualize the junction of 
the esophageal and gastiic mucosa, a common site 
of ulceration associated with reflux of gastric con¬ 
tents. Gastrotomy is supplemented with duo- 
denotomy when indicated. 

TransiUiimimtion.—'The jejunum and ileum lend 
themselves particularly well to inspection by 
transillumination. Although a Cameron light may 
be helpful, no special equipment is needed. A 
portable spotlight in a darkened operating room is 
all that is required. The spotlight is lowered to 
table height and the intestine is held in the path of 
its light beam. A folded towel held adjacent to the 
intestine by an assistant shields the operator’s eyes. 
Figure 1 illustrates the ease with which the interior 
of the small intestine may be inspected by transil¬ 
lumination. The technique is so satisfactory that 
intraluminal objects as small as grape seeds are 
easily visualized. 

Operative Endoscopy.—With the use of a 25-cm. 
lighted sigmoidoscope, it is possible to inspect the 
mucosa of the entire small intestine from the 
pylorus to the ileocecal valve. This method is 
particularly applicable to the distal duodenum 
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wliicli, because of ils retroperitoneal location, is 
unavailable to inspection bj' otber means. After 
mobilization of the duodenum by tbe Koeber 
maneuver, a single cnlcrotomy is made in tbe third 
portion of the duodenum, thus permitting inspec¬ 
tion of the ampulla of \^iter and the retroperitoneal 
portion of tbe organ. By telescoping tbe small 
intestine on a sigmoidoscope it is possible to exam¬ 
ine its full length with use of onh' three enterot- 
oinies. However, operative endoscopy is usually 
unnecessary in the jejunum and ileum, since in this 
area transillumination is so satisfactory. 

Operative coloscopy is of unique value in the 
detection of obscure bleeding in the colon. Pre¬ 
operative barium studies, even b\’ tbe air contrast 
technique, will reveal only half of the polyps pres¬ 
ent, and inspection and palpation are almost as 
inaccurate."’ In patients suspected of bleeding from 
the lower tract, preoperatis’C preparation of the 
intestine with neomycin and pbtbalsulfathiazole 
(Sulfatbaladine) is used. In emergency situations, 
mechanical cleansing of the intestine eombined 
with a neomycin retention enema will sterilize tbe 
colon. Tire method of coloscopy is illustrated in 
figure 2. By dis'iding the peritoneal attachments of 
tire hepatic and splenic flexures of the colon, it has 
been found possible to examine tire entire colon 
through a single enterotonry made in the midtrans- 





Fig. 1.—Loop of jeiunum elevated and back-lighted with 
spotlight. Folded towel shields operator’s eyes. Top, before 
accessory operating room lights are turned off. Bottom, after 
room is darkened. 

verse colon. The rectum and sigmoid are, of course, 
examined per rectum preoperatively. Alternative 
techniques of coloscopy have recently been de¬ 
scribed by Deddish and Hertz and by Shackelford 
and McGeehan.® 


Blind Gastrectomtj.—Severa.] authors have re¬ 
ported that the performance of a so-called blind 
gastrectomy in the absence of demonstrable path¬ 
ology will prevent recurrent hemorrhage in a 
significant number of patients.® Success of this 
procedure depends on the removal of bleeding 
lesions in the distal portion of the stomach which 



Fig. 2.—Technique of operative coloscopy. After division 
of peritonc.al attacliments of hepatic and splenic flexures, 
entire colon can he examined through single enterotomy in 
Iranss’er.se colon. 

cannot be detected by palpation or on the reduc¬ 
tion of gastric aciditj'. However, in view of the 
frequency witli which bleeding lesions occur in 
the upper third of the stomach, it would not appear 
that blind gastrectomy is always a logical approach 
to the problem. Many authors have reported pa¬ 
tients who have become exsanguinated from a 
lesion remaining in the proximal stomach after 
blind gastrectomy. 

Gastrototny.—My e.xperience with gastrotomy 
was recently reviewed with Spencer.” All patients 
who had been Operated on for gastrointestinal 
bleeding during the preceding 12 months were re¬ 
viewed. In by far the large majority of cases the 
bleeding lesion was demonstrated prior to opera¬ 
tion. However, there remained 18 patients whose 
lesions defied our best diagnostic efforts. In seven 
of tliese patients the bleeding area was easily 
located by palpation or inspection when the abdo¬ 
men was opened. The site of bleeding in the remain¬ 
ing 11 patients was undetermined. These 11 patients 
satisfied what many would consider the criteria for 
blind gastrectomy. Instead of performing such a 
resection, a wide gastrotomy was performed by the 
technique previously described. The location of the 
lesions, in three groups, is indicated in figure 3. 
Blind gastrectomy would have cured with certainty 
only the three patients in group 1, in whom the 
bleeding lesion was located in the distal portion of 
the stomach. There were four patients in group 2 
who may, or may not, have been cured, depending 
on the exact location of the resection. In the four 
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patients in group 3, the bleeding lesion was far up 
in the gastric remnant or esophagus, and it would 
presumably have continued to bleed after a blind 
resection. In addition, the routine use of blind 
gastrectomy in these cases would have unnecessarily 
removed the stomach in one patient who had an 



Fig. 3.—Schematic presentation of location of bleeding 
lesions in 11 patients subjected to large gastrotomy. Blind 
gastrectomy would have cured with certainty only those 
patients in group 1. 

esophagastric ulcer associated with diaphragmatic 
hernia and in another patient who had bleeding 
due to esophageal varices. On the basis of these 
cases, we believe that a large gastrotomy witli 
definite location of the bleeding point is a more 
rational procedure than blind gastrectomy. 

Despite these criticisms of blind gastrectomy, 
there are undoubtedly instances where it is val¬ 
uable. The wisdom of the statement by Osborne 
and Dunphy on this subject is apparent: 

Although we realize tliat ‘Tjlind” gastrectomy may be re¬ 
quired because the lesion cannot be identified at operation, 
we feel that overemphasis of this approach leads to failure 
to identify lesions which will not be removed by gastrectomy 
or tire performance of tills operation for lesions which might 
not have required it. This is particularly true of the surgeon 
who has not had e-xtensive experience with the obscure bleed¬ 
ing lesion and who, under tire stress of an emergency opera¬ 
tion, may overlook a demonstrable site of bleeding because 
he does not use a systematic examination during laparotomy 
and fails to appreciate tire nature and variety of patliological 
lesions concerned. 

Anesthesia.—A comment regarding anesthetic 
technique in these cases is pertinent. The presence 
of blood in the stomach presents a special problem 
for the anesthesiologist. A distended stomach is a 
contraindication to the induction of general anes¬ 
thesia, and active bleeding makes gastric aspiration 
unreliable. Rapid induction and tracheal intuba¬ 
tion witli barbiturates and muscle relaxants has had 
an unfortunate popularity in this situation. The 
sudden relaxation of the diaphragmatic hiatus with 
this technique may produce massive regurgitation 
and aspiration of blood and barium before the 
endotracheal tube can be placed. An acceptable 
technique consists in the placement of the endo¬ 
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tracheal tube with the patient under topical anes¬ 
thesia and awake. General anesthesia is begun only 
after the cuff of the endotracheal tube is inflated. 
The possibility of aspiration is thus avoided. 

Report of Cases 

An enumeration of all of the rare causes of gas¬ 
trointestinal bleeding is beyond the scope of this 
discussion and, in fact, would be quite impossible. 
Regardless of the exact nature of the bleeding 
lesion, the general diagnostic and therapeutic 
regimen outlined above may be expected to give 
satisfactory results in the majority of patients. Two 
cases are presented in brief to illustrate the value 
of the diagnostic and surgical approach outlined 
above. 

Case 1.—A 54-year-old woman, suffering from gastroin¬ 
testinal hemorrhage, was noted to have a number of fibromas 
of the skin as well as a cafe au lait spot in her lumbar region. 
By the passage of a long intestinal tube under fluoroscopic 
guidance with repeated aspiration of the intestinal contents, 
the site of hemorrhage was demonstrated to be just below 
the muscle of Treitz. A preoperative diagnosis of von Reck¬ 
linghausen’s neurofibromatosis intestinalis was made. Opera¬ 
tion confirmed the presence of bleeding neurofibromas 1 ft. 
below the ligament of Treitz (fig. 4, top). 



Fig. 4.—Illustrations of rare lesions diagnosed preopera- 
tively. Top, intestinal neurofibromatosis (Recklinghausen’s 
disease). Bottom, intestinal telangiectasia. 


Case 2.—A 14-year-old girl was seen for chronic gastro¬ 
intestinal bleeding with secondary anemia. The patients 
history revealed that she had not yet undergone the menarche, 
and physical examination demonstrated delayed developinent 
of secondary sex characteristics. A preoperative diagnosis of 
congenital intestinal telangiectasia was made, a condition 
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which has been repotted in assoeintion willi ovarian agenesis. 
This diagnosis was confinned at operation where a dilated 
blood vessel was seen leading to each one of the telangiec¬ 
tatic lesions (fig. 4, hoitovi). 

These eases illuslvatc well the principle that a 
carefully taken history, a meticulous physical exam¬ 
ination, and the judicious use of special tests per¬ 
mit an accurate preoperative diagnosis even in the 
presence of extremely rare diseases. 

Summary 

The rare causes of gastrointestinal bleeding ac¬ 
count for lOTo of all eases of hematemesis and 
melena and, therefore, represent a surgical problem 
worthy of careful attention. It is recommended that 
the physician pursue an aggressive diagnostic pro¬ 
gram M’hich begins with complete history and 
meticulous physical examination and includes all 
routine laboratory work. A judiciously performed 
.x-ray study with barium meal should iie done early 
in the patient’s course. It can be expected to give 
much information and will not adversely affect the 
bleeding process. The sulfobromophthalcin excre¬ 
tion test, esophagoscopy, gastrointestinal aspiration, 
and other special diagnostic procedures may be 
indicated by the circumstances in individual cases. 
Regarding operative management, the most im¬ 
portant dictum is that which states that the surgery 
must be deferred until the source of bleeding is 
located. It is universal experience that the surgeon 
is poorly equipped to locate the source of bleeding 
at the time of operation. However, operation must 
frequently be performed in those patients who fail 
to respond to transfusion and in whom exsanguina- 
tion threatens. Under these circumstances, palpa¬ 
tion, inspection, gastrotomy, transillumination, and 
operative endoscopy are valuable technical aids. 
Blind gastrectomy may miss a significant number of 
bleeding lesions in the gastric remnant. A large 
gastrotomy permits direct examination of the in¬ 
terior of the stomach, the lower end of the 
esophagus, and the duodenum and offers a more 
rational operative approach than blind gastrectomy. 


Even the physician who approaches the problem 
of obscure gastrointestinal bleeding with eonsum- 
matc care, wisdom, and skill will encounter some 
patients who defy diagnosis and die of hemorrhage. 
It is perhaps some consolation to him in such cases 
that even the pathologist is occasionally unable to 
find the source of bleeding at autopsy. 
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C ONTROL OF GASTROINTESTINAL HEMORRHAGE.-Patients with mas¬ 
sive acute gastrointestinal hemorrhage can be effectively managed with an 
initial trial of vigorous transfusion therapy, providing its limitations are strictly 
observed. These are (1) failure of response to 5 pt. of blood within any 24-hour 
period; (2) failure of response to any amount within 48 hours, or (3) rebleeding 
under treatment. Any one of these indicates need for prompt surgical intervention. 
A relatively fixed mortality rate has been observed over the years for massive acute 
upper gastrointestinal hemoiThage, despite the increasing availability and use of 
whole blood. New measures for these patients are needed if mortality is to be low¬ 
ered. Some help may come from earlier decision about operation, guided in each 
patient by his response to transfusion therapy.—D. W. Elliott, M.D.; Richard Hartle, 
B.S.; Foster Marshall, M.D.; and R. M. Zollinger, M.D., Response to Transfusion as 
Guide in Management of Upper Gastrointestinal Hemorrhage, A. M. A. Archives of 
Surgery, September, 1958. 
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REHABILITATION OF THE PATIENT WITH LONG-TERM 
RESPIRATORY PARALYSIS 

Harold N. Neu, M.D., Omaha 


Medical science is continually impaled on the 
horns of dilemmas of its o^vn creation. The develop¬ 
ment of the tank respirator has occasioned the 
saving of the lives of thousands of patients who 
otherwise would have died. At the same time, its 
use has left in society a large group of respiratory 
cripples whose pulmonary reserve has been de¬ 
pleted to such an extent that continued respiratory 
aid of some sort is needed if a reasonably useful 
life is to be permitted them. There are many others 
whose pulmonary reserve is adequate to meet the 
activities of daily living, provided that respiratory 
infection does not supervene. With tlie incidence of 
paralytic poliomyelitis reduced by the poliomyelitis 
vaccination programs, there is danger that tliis 
group of patients null be forgotten by the average 
physician who attends them, unaware of tlie further 
rehabilitation needs of these patients for whom the 
SaUc poliomyelitis vaccine came too late. 

■ In a recent survey, Landauer and Stickle' esti¬ 
mated that between 1952 and 1956 there were ap¬ 
proximately 9,600 patients with poliomyelitis who 
had a history of use of respiratory aids during some 
period of their illness. This is estimated to be 15% 
of persons witlr paralytic disease in this period. In 
their analysis of the poliomyelitis cases reported 
between 1952 and 1956, they also concluded diat 
17.4% of tire patients were found to have severe 
paralysis of all eight body areas reported, namely, 
both arms and both legs, intercostal muscles, dia¬ 
phragm, trunk extensors, and abdominal muscles. 
The patient with respiratory crippling is usually 
further handicapped by loss of muscular power to 
perform simple activities of daily living. 

Respiratory and Rehabilitation Centers 

Since 1950, tlie National Foundation for Infantile 
Paralysis ■ has aided the establishment of 17 respira¬ 
tory and rehabilitation centers by assuming the 
sponsorship and financial help needed for tlieir 
operation. These centers are located in teaching 
hospitals that are affiliated widi medical schools. 
They vary in size from units of 15 to 160 beds. 
Leadership varies from center to center only in 
that it stems from different disciplines, such as 
pediatrics, internal medicine, neurology, ortho¬ 
pedics, and physical medicine. The primary purpose 
of the centers was to stimulate the development 
and demonstration of techniques and procedures 
which would enable patients afflicted with severe 
respiratory difficulties and associated paralysis re- 

Professor of Medicine, Creighton University School of Medicine, and 
Medical Director, Respiratory and Rehabilitation Center, Creighton 
Memorial St. Joseph’s Hospital. 

Head before the Section on Physical Medicine at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 25, 
1958.- 


Long-term respiratory paralysis creates 
profa/ems of rehabilitation. Experiences of a 
respiratory and rehabilitation center of 30 
beds are here analyzed. Twenty beds were 
reserved for patients with chronic respira¬ 
tory paralysis. In a five-year period there 
have been 375 admissions, including read- 
missions for rechecks, and the 100 patients 
with the most morkeef involvement of respira¬ 
tory and other neuromuscular mechanisms 
were selected for special study. Such pa¬ 
tients require continued core equivalent to 
that given to the acutely ill patient, and 64 
of them arrived in tank respirators. The 
average period of rehabilitation was 8 
months, but some required more than 12. 
The most frequent complications were renal 
calculi (detected in 38 patients) ond 
atelectasis (in 36). The best results were ob¬ 
tained when the process of weaning from 
the respirator was concomitant with reha¬ 
bilitation instead of taking precedence over 
it. Although 98% of the patients were freed 
from the tank respirator, only 16% were 
freed from all respiratory aid. Five patients 
died at the center, but 80 were able to re¬ 
turn to private home care, and 44 were 
cared for completely by the family. Sixteen 
patients who were housewives continued as 
the dominant figures in their home situation 
despite continued dependence on respira¬ 
tory aids. A program of comprehensive care 
and rehabilitation for this type of patient is 
economically desirable and has incalculable 
human values. 


suiting from poliomyelitis to return as rapidly as 
possible to normal life. In the past, the life-tiureaten- 
ing character of respiratory paralysis dominated the 
thinking of the physician who treated the disease. 
He gave little thought to the dilemma which he had 
created, namely, that of a quadriplegic patient who 
continued to require respiratory aid. Experience by 
various centers has demonstrated that maximum 
rehabilitation is obtained when the first clinician 
who has seen the patient is aware of the problems 
tliat long-term respiratory paralysis can create. 

Some of the centers have been located in large 
metropolitan areas, so that ready referral of patients 
from acute services could be obtained. In some of 
these instances, members of a centers team were 
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able to participate in the direction of acute service, 
a ino.st de.sirablc arrangement. Other centens are 
located in .sucli a manner that referrals to them 
come from many states and nstiaily quite a few 
months after the acute onset. Since there is every 
reason to believe that there will continue to he iso¬ 
lated patients, particndarly young adults, who will 
contract paralytic poliomyelitis w'ith respiratory 
complications, I have undertakem to present some 
of the experiences of one of the centers w'hich is 
in this latter category. It is hoped that this will 
stimulate carh’ referral to the centers for such pa¬ 
tients and that it will demonstrate the economic 
value of the comprchensi\'e rehabilitation program 
for ev'en the patient with se\ ere respirator)' invoh'c- 
inent and quadriplcgia. 

The Re.spiratory and Rehabilitation Center which 
Wiis established at Creighton Memorial St. Joseph s 
Hospital, Omaha, in Ifl.'iS has 30 beds under its 
jurisdiction, with 20 of these beds reserved for 
patients with chronic respiratory paralysis. The 
usual medical and nursing facilities of a department 
of rehabilitation, including such co-professional 
personnel as physical therapists, occupational thera¬ 
pists, medical social w'orkers, \ocational psycholo¬ 
gists and counselors, orthotists, and speech and hear¬ 
ing therapists, arc available for the care of these 
patients. The direction of the program is under the 
department of medicine. Considtant scrv'iccs in the 
fields of neurology, pediatrics, physical medicine, 
orthopedics, otolar\'ngolog\’, urology, and psy¬ 
chiatry are utilized in a regular scrs'ice rotation. A 
pidmonary function laboratory with a respirator)' 
physiologist in charge is as’ailahle for the medical 
evaluation of the respirator patients. 

In the approach to the patient, attempts are made 
to take into account the patient as a whole human 
being, with physical, mental, emotional, spiritual, 
social, and vocational problems all interrelated. A 
team approach, which is ph)'sician-directed but 
patient-centered, is concerned about integrating 
these various aspects of the patients problems for 
his maximum benefit. Multiprofessional staff con¬ 
ferences are indispensable in attaining reasonable 
goals for the patient. As a result, physician, nurse, 
physical therapist, occupational therapist, medical 
social worker, psychologist, orthotist or engineer, 
vocational counselor, and educational coordinator 
meet regularly to reach agreement on total patient 
care objectives and thereby maintain consistent 
attitudes toward the patient and his family. Tlie 
Respiratory and Rehabilitation Center has been 
particularly fortunate in having all of the various 
disciplines located contiguously. Thus, daily asso¬ 
ciation with each other helps to break down the 
professional barriers which frequently exist behveen 
different professional groups. It also lends to rapid 
and free communication which is so essential in 
comprehensive care planning. Benton and Kriete® 
have pointed out that the scope of management of 
the respirator ;■ ” ■-■■ ■' ’s knowledge of 

the field of ■. '■ : ■ ■ 


Source of Material for Study 

Since the center opened five years ago, there 
have been 375 admissions. This includes, however,, 
a number of rcadmissions of patients for short 
periods of evaluation some months or years after 
their initial admission. In order to provide data that 
were meaningful, 100 patients whose respiratory 
invoh'ement, and involvement in other body areas, 
was the most marked were selected for this study. 
Only the patients first admission was considered, 
since it was our policy to keep the patient inih'ally 
until a satisfactory program for his disposition could 
be developed or until the staff felt that maximum 
rehabilitation had been obtained. 

In this study, 100 patients arc presented for 
reasons of statistical simplicit)'. They represent, 
however, the selection of the most difficult re¬ 
habilitation problems we ha\'e encountered in our 
experience. As has been mentioned in previous re¬ 
ports,* the patients were brought to the center by 
air evacuation, ambulance, or train. They tolerated 
the air evacuation satisfactorily. This method has 
been most useful in that it greatly shortens the 
time of trajisit. Most of the patients came from tlie 
states of Nebiaska, Iowa, Kansas, Minnesota, and 
South Dakota, although at least 32 of the group 
came from 12 other Midwestern and Rocky Moun¬ 
tain states. This factor may have influenced the age 
distribution of our patients, in that parents of 
younger children may be more reluctant to send 
them great distances for medical care. 

There were 52 males and 48 females in the group. 
Seventy-four were between 10 and 30 years of age. 
This adds significance in the rehabilitation process. 
On tile one hand, it is a period of life where physi¬ 
cal appearance is a matter of considerable concern 
and deformity can be threatening. On the other 
hand, most of the patients were alert and entliusias- 
tic, and their minds had not been greatly damaged 
by organic changes. 

The source of admission for this group of patients 
was primarily other hospitals, 88 belonging in this 
category. Twelve patients were admitted from a 
private home or a nursing home. The hospitals as 
sources of admission varied from small 24-bed units 
in isolated rural communities where the patient had 
been the only one with poliomyelitis to larger 
metropolitan institutions in which an acute polio¬ 
myelitis service had been maintained. In many of 
the smaller institutions, private duty nurses were 
required around the clock for the patient even 
many montlis after onset, thereby raising the per 
diem cost for such patients to levels as high as 
$50 or $60. 

Spencer “ has clearly shou'n that the ideal pro¬ 
gram is effected when the staff can establish con¬ 
fidence in the patient and his family during the 
acute stage, again when it can wean tlie patient 
from respiratory assistance in the immediate post¬ 
acute stage, and, from this point, when it can pro¬ 
ceed into an active rehabilitation program for 
convalescent respirator patients. In our group of 
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patients, this optimum condition could not be 
obtained. Figure 1 indicates the distribution of the 
patients according to the time of onset prior to ad¬ 
mission to the center. Sixty-six of the patients had 
had their acute onset more than eight months 
prior to admission. 

Assuming a modest per diem cost of $20 prior to 
idmission to the center, $1,356,000 had already 
been spent for tire care of tlrese patients. It would 
be reasonable to assume that this cost would con¬ 
tinue for most of them indefinitely unless some 
ittempt at rehabilitation was made. These figures 
ilso show that the long-term cost to the respirator 
ratient cannot be thought of in terms of simple 
mstodial care because of the complexity of the 
mechanical equipment that is required to keep the 
oatient living from day to day. Continued care of 
ire respirator patient without a vigorous program 
if rehabilitation usually amounts to tire same as 
cute care. 



Fig. l.—Top, time of onset of poliomyelitis, in montlrs, 
prior to admission to Respirator)' and Rehabilitation Center. 
Bottom, period of time in center. 


Status of Patients on Admission 

Respiratory Status—Oi the 100 patients, 64 were 
brought to the center in a tank respirator, 31 were 
using a chest respirator, and only 5 had been using 
a rocking bed at home. The type of respiratory aid 
used usually correlated with tire severity of the 
patient’s physical impairment; however, there were 
exceptions to this. In a few patients who, on ad¬ 
mission, used lesser aids, there was immediate 
recognition that greater respiratory aid would be 
required to maintain adequate oxygen saturation 
and pCOs levels. In a few others, the need for 
hyperventilation was such that although the patient 
was admitted in a tank respirator he could be very 
soon weaned to a lesser respiratory aid. 

The vital capacity is routinely measured in all 
patients and compared to predicted normals, )vith 
use of standards previously described in the litera¬ 
ture. In this study, the vital capacities varied from 
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less than 100 cc. up to 1,000 cc. In each of the 
patients the vital capacity was less than 30% of the 
predicted normal. Seventy-nine patients were ad¬ 
mitted with vital capacities less than 15% of nonnal 

Affeldt and co-workers,® in a study concerning 
the prognosis for respiratory recovery in severe 
poliomyelitis, showed that of 500 respirator patients 
364 became free of all respiratory equipment within 
two years of onset. They noted, however, that 83% 
of these 364 patients were freed within six months 
after onset. Their study showed that the greatest 
incidence of removal from respiratory equipment 
occurred during the second and third months after 
onset, with a rapid decline thereafter to a low in¬ 
cidence. In the present series of patients, 66 were 
still in a respirator eight months or more after the 
onset. 

Tliis experience indicates that vital capacity is 
valuable in determining tire need for respirator)’ 
aids but it is of much less value in determining 
when the patient will be removed from respirator)’ 
equipment. A rule of thumb which has been found 
useful is that patients with less than 10% of pre¬ 
dicted normal vital capacity will require respirator)' 
aid all the time, in most cases a tank respirator, at 
least during the night. Patients unth vital capacities 
of 20 to 307o of normal require respiratory aid dur¬ 
ing part of the day but are able to go unassisted for 
small periods of time provided that dieir activities 
are not too strenuous. Patients whose vital capaci¬ 
ties are 40 to 50% of normal may be completely 
freed of respiratory aid, depending on the breathing 
pattern their type of paralysis permits them to 
adopt. Dail and Affeldt’ have emphasized the 
effect of body position on respiratory' muscle func¬ 
tion, and tliey have pointed out that certain patients 
breathe best in a supine position and others in the 
erect or sitting position. A number of tlrese patients 
with less tlian 40% of normal vital capacity have 
been able to get along successfully with a less 
amount of respiratory aid when they wore a special 
spring compression abdominal belt which substi¬ 
tuted for the paralyzed abdominal muscles. 

Physical Impairment Status.—In the survey of 
Landauer and Stickle' previously' quoted, the in¬ 
cidence of quadriplegia was 2.5% and paralysis of 
both arms occurred in 6% and of botli legs in 16%. 
In our group of patients (fig. 2), 80 had quadri¬ 
plegia, 10 had involvement of both upper extremi¬ 
ties, and 5 had paraplegia. In three patients the 
involvement was spotty, involving many of the eight 
areas of the body previously mentioned. In two in¬ 
stances, although tire extremities were nearly 
normal, the trunk and diaphragm were markedly 
involved and the patients required continued re¬ 
spiratory aid. 

Since a few patients with types of serious dis¬ 
abilities other than poliomyelitis were also admitted 
to the center, tire staff had an opportunity to evalu¬ 
ate the relative difficulties in rehabilitation manage¬ 
ment of these different tyqies of disabilities. In their 
opinion, the traumatic cervical cord injury at levels 
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of C-5 and C-6 pro\’idcd more difRcult problems of 
rcliabilitalion than did quadriplcgia due to polio¬ 
myelitis in a patient wbo required respiratory aid. 
The patient with bilateral upper extremit>' amputa¬ 
tion, bowcx’cr, presents less difficult problems of 
management than does the patient with poliomyeli¬ 
tis with bilateral flail upper extremities together 
with respiratory impairment. 

Period of Treatment in the Center 

Landaucr ‘ has reported that in 1956 the average 
period of rehabilitation for respirator patients in all 
the centers was approximately seven months, where¬ 
as patients without respiratory involvement required 
an ax’crage of 54 days in the centers. Figure 1 
indicates the distribution of patients according to 
the varx’ing periods of time required in the center 
for a satisfactory program to be completed. The 
average period was eight months, although it must 
be admitted that 15 of the patients required more 
than 12 months. When one applies the per diem 
cost of $25 to this group of patients, excluding 
teaching and research, the cost of tire program in 
the center was $600,000. The Respiratory and Re¬ 
habilitation Center fonns the hard core of a teach¬ 
ing program in rehabilitation thus, the costs of 
patient care, research, and education cannot be 
easily separated. It is our judgment, however, that 
this per diem figure represents costs of only basic 
patient care in the center. 

Coinpltcflh’ons.—In this group of patients, the 
efforts of the rehabilitation team were frequently 
delayed or thwarted by varying complications. 
Dunning and Plum ” have shoum that severe diffuse 
paralysis is associated witli h)'percalciuria for peri¬ 
ods as long as 50 weeks after onset. In this series, 
38 patients had renal calculi detectable by x-ray. 
Tliere undoubtedly were some others in whom their 
presence was not recognized except by occasional 
attacks of renal colic or recurring urinary tract 
infections. 

Atelectasis was the next most common complica¬ 
tion, occurring in 36 patients. It required constant 
alertness on the part of tlie staff during the winter 
months, particularly in those patients who had 
tracheostomy. Experience has shoxxm that early 
closure of the tracheostomy helps to avoid this 
complication. The physicians were usually reluctant, 
however, to do this until the patient had 20-30% of 
his predicted normal vital capacity. Surprisingly 
enough, thrombophlebitis occurred in only five of 
the patients. This may be accounted for by the 
lower age level of these adults 

I have presented elsewheregastrointestinal 
complications in this type of patient. One complica¬ 
tion, gastric dilatation, was more frequent (oc¬ 
curring in eight patients in this group) than is 
usually seen in the average hospital population. As 
a result of experience with this complication at the 
center, it has been suspected that a number of un¬ 
expected deaths of patients xvith long-term respira¬ 
tory paralysis in home care situations are secondary 


to this complication rather than due to the pul¬ 
monary insufficiency to which the death is usually 
attributed. One instance of pneumotliorax followed 
the administration of positive pressure in a manner 
previously recorded in the literature.'*'’ In view of 
the thousands of times that positive pressure has 
been used at this center to lessen the decrease in 
pulmonary compliance in patients with chronic 
respiratory paralysis, it was felt that this complica¬ 
tion was of little significance. Other complications 
included gastric hemorrhage (five), thrombophle¬ 
bitis (five), bronchiectasis (two), cardiac arrest 
(two), peptic ulcer (two), and myositis ossificans 
(one). 

Surgical Procedures.—Many minor procedures, 
such as tracheostomy, cystoscopy, and others, are 
performed on these patients. Usually, major pro¬ 
cedures are avoided unless it is felt that the pro¬ 
cedure will result in a distinct contribution to the 
patients rehabilitation. The creation of a useful 
hand, when possible, in the patients represented a 
great aid to the rehabilitation program. Therefore, 



OUADRIPLEGIA PARAPLEGIA TRUNK S DIAPHRAGM 

Fig. 2.—Pby.sical inip.rirment status of 100 patients on 
admission. 

tendon transplant of the opponens was the most 
common procedure, performed in 11 instances. 
Nickel and co-workers,” in a much larger series, 
have shown that patients with severe respiratory 
paralysis can be given the benefits of reconstructive 
surgery without too much risk, providing a team 
is available to handle the respiratory complications. 
Resection of the iliotibial band was done in one 
instance. 

Most of the other procedures were urologic, done 
with the hope of developing methods of solving tlie 
problem of renal stones. These procedures included 
nephrectomy (one), cholecystectomy (one), pyelo- 
lithotomy (two), and cystolithotomy (four). After 
five years of experience, the urologic consultants 
reserve their procedures for those patients whose 
progress in the rehabilitation program gives definite 
promise of few recurrences of the renal complica¬ 
tion. 

Lobectomy as performed in one patient has been 
reported elsewhere."" This patient was the first one 
admitted to this center. It is interesting to note that 
he continues in a home care program five years 
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later, although his vital capacity is less than 600 cc. 
In rehabilitation centers, the surgeon, except for the 
orthopedist and urologist, is often forgotten as a 
contributing member of the rehabilitation team. 
This may mean losing skills which are of great ad¬ 
vantage to the patient. 

Effect of the Center Program 

^Vhen the Respiratory and Rehabilitation Center 
u'as established, there was considerable emphasis 
on the importance of freeing patients from any 
respiratory aid. Weaning programs were set up with 
this specifically as a goal. As the staff gained ex¬ 
perience, it became apparent that one should sacri¬ 
fice weaning speed when necessary to allow neuro¬ 
muscular rehabilitation to proceed concomitantly. 
It is obviously more desirable to have a well-ad¬ 
justed, clear-thinking individual using respiratory 
aid than to have a chronically underventilated, 
tired, stressed, and irritable patient who breathes 
unaided. 



MARKED IMPROVEMENT 


Fig. 3.—Effect of center’s program of treatment on ability 
(100 patients). 

Riley and Batson have pointed out tliat success 
in weaning from respiratory aids is dependent on 
many factors, most important being the degree, 
extent, and distribution of paralysis. They noted 
that only 1 of 13 patients with more than 90% 
paralysis was completely freed of respiratory aid. 

In the present series of patients, only 16% were 
freed of all respiratory aid. Ten per cent had their 
status unchanged. In 37% of the patients, the re¬ 
spiratory aid consisted only of a rocking bed at 
night. This was usually the case in the patient who 
had 25-30% predicted vital capacity but whose 
diaphragmatic paralysis was nearly complete. Some 
of the studies on such patients during sleep sug¬ 
gested that the arterial oxygen saturation declined 
and the carbon dio.xide levels increased significant¬ 
ly, thereby placing the patient in a deficit from 
which he had to recover during the daytime. 

Most striking, however, is the fact that 98% of the 
patients were freed of a tank respirator—an impor¬ 
tant gain, since it was often unsatisfactory to plan 
home care programs when tank respirators would 
be required in the home. Those patients who re¬ 
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quired more respiratory aid than was provided 
alone by the chest respirator or rocking bed could 
be managed with a rocking bed which was syn- 
chronized with a chest respirator. Only hvo of the 
patients required this special equipment. 

The effect of the center’s program on lessening 
disability or, conversely, the improvement of abil¬ 
ity was more difficult to quantitate. Although use 
of a personal care rating scale and vocational rat¬ 
ing scale, such as advocated by Hoberman and 
Springer,” would have been preferred, it was felt 
that the uniformity of the disability of the present 
series of patients was such as to not lend itsell 
readily to such scales. Therefore, the improvement 
of ability was graded in terms of slight, moderate, 
marked, and complete recovery. It should be noted 
that figure 3 refers to the effect bn ability. The les¬ 
sening in physical impairment was in most in¬ 
stances slight, in some moderate; but where such 
factors as ability to perform some activities of daily 
living, use of adaptive devices, psychosocial adjust¬ 
ment, and a sense of a realistic goal were taken 
into consideration, the improvement in ability may 
be listed as is reported here. Thirty-one of the pa¬ 
tients showed slight improvement, 39 moderate, 
and 25 marked. 'There were no complete recoveries. 

In this group of patients, five died at the center. 
One patient died of pyelonephritis and hyperten¬ 
sive encephalopathy. A second patient died after 
resection of the iliotibial band. This deatlr was due 
to cardiac arrest at the time of surgery. A third 
patient died after acute gastric dilation, despite all 
attempts to correct the severe distenb'on and elec¬ 
trolyte imbalance created by this complication. A 
fourth patient had previously had a nephrectomy 
and subsequently developed pyelonephritis and a 
perinephritic abscess in the remaining kidney. The 
fiftlr patient was brought into the center in the last 
month of pregnancy with toxemia and congestive 
heart failure. This case was unusual in that a post¬ 
mortem cesarean section was performed and, de¬ 
spite the severe hypo.via to which the patient had 
been subjected during the last trimester of her 
pregnancy, a live, normal infant was delivered who 
now, two years later, gives no evidence of any 
prenatal injury. 

Disposition of Patients 

Figure 4 indicates that, even with patients as 
severely paralyzed as this particular group, it is 
possible to return 80% of them to private home care 
programs. This point will be mentioned again, but 
the enormous saving in patient care costs which 
has resulted from the change from a hospital per 
diem cost to a home care program cost more tlian 
justifies the efforts of a specialized center. As 
Landauer “ has pointed out, the best available pa¬ 
tient care is the most economical in the long run 
and inadequate care is wastefol and expensive. The 
economics of the Respiratory and Rehabilitation 
Center are important considerations, but a detailed 
review of the 100 patients and specific case his- 
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torics would be nece.s.savy lo f'ive the full picture 
of the luuuauitariau values that can he accom¬ 
plished hy this type of rehabilitation program. 

Home Carr. Programs.—U was recognized from 
the onset that medical social service would he of 
great importance in coping with discharge plans of 
patients with severe, complex disabilities. Further¬ 
more, the varied locations of the patients admitted 
to this center required that a medical social worker 
spend much time in tra\’cl. Prior to the discharge 
of each patient, the medical social worker sur¬ 
veyed the local resources of the community, the 
family, and the available medical facilities. Her 
visits did much to prepare a sound home care pro¬ 
gram. In a previous surx'ey of 35 patients, the 
manner and ease with which sc\'crcly disabled 
patients could he integrated into home care situa¬ 
tions, at much reduced cost to society, were im¬ 
pressive. Furthermore, an analysis of the day hy 
day activities of that group of patients revealed 
that they were leading not onh’ active lives hut 
useful ones. 

The stability of home care programs depends on 
three factors: 1. The degree of self-acceptance 
and acceptance of others which the patient is able 
to attain. The stay in the center, week-ends spent 
in the home environment, and local trips to shows, 
games, and other activities prepare the patient for 
the time when he must go home. 2. Acceptance of 
the patient by the family. Tin's is achieved hy un¬ 
limited visiting hours, regular counseling sessions 
with members of the family, and periodic home 
visits before final disposition. 3. Adequacy of the 
home facilities. This factor requires preliminary 
visits by the medical social worker, the securing of 
an attendant, if needed, and the training of an 
attendant and members of the family concerning 
the use of respirator equipment. 

In a recent questionnaire survey of this group of 
patients, which was supplemented by data in the 
medical social service files, it was noted that 44% 
of this group of patients had no attendant at home 
but were cared for completely by the family. 
Thirty-si.v per cent required full-time attendants 
and 20% part-time attendants. The staff at this cen¬ 
ter feels that it is important that the home care 
situation be not so difficult as to jeopardize the 
integrity of the family. This point is carefully 
checked on subsequent readmissions of the patient 
for short evaluations. Tire staff is also kept in¬ 
formed by the regional medical social workers of 
the National Foundation for Infantile Paralysis, 
who make periodic visits to these patients through¬ 
out the United States. 

In this recent survey, it was found that 88% of 
these patients in home situations still receive aid 
from the National Foundation for Infantile Paraly¬ 
sis. This primarily consisted of payment of salaries 
for tile attendants, maintenance of respiratory 
equipment, and local medical care for minor super¬ 
vision that would be needed. Occasionally, how¬ 
ever, short periods of hospitalization have become 


necessary to tide the patient over an upper re¬ 
spiratory infection. Likewise, patients may be 
readmitted to the center for short periods of re- 
cvaluation, usually one or two weeks long, depend¬ 
ing on the distance the patient lives from the cen¬ 
ter. Those in the immediate vicinity are seen on an 
outpatient basis at shorter intervals. How success¬ 
ful is such a home care program? The recent survey 
indicates that such programs have remained stable 
in 80% of cases. As was stated before, the reduction 
in cost to society more than justifies the economic 
expenditure on the program of rehabilitation. Tlie 
gain in human dignity, the example of courage for 
others, and the maintenance of family strength for 
unity can only be documented by individual case 
histories. 

Vocafionnl Goals.—The success in attaining 
proper vocational goals is determined by a number 
of factors: (1) the natural and educational endow¬ 
ments of the individual; (2) motivation; and (3) vo¬ 
cational opportunity. In the survey of this group of 
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Fig. 4.—Disposition of 100 p.iticnts from center (9 died 
after disposition to private homes). 


patients, it has been found that 10% are employed 
full time. Among these are a corporation lawyer 
who completely supports himself and his family, 
farmers who direct the operation of their farms, 
insurance salesmen, magazine subscription sales-- 
men, and others in similar occupations. Ten per 
cent of the group are employed in part-time activ¬ 
ities. Tliese usually are of a home-bound nature or 
office practice, such as accounting or reception 
work. Ten per cent of the group could be classified 
in the student category, in that they are pursuing 
their academic work in either high school or col¬ 
lege. A group that has been of particular interest is 
the housewives, comprising 16%. They have con¬ 
tinued in the role of the dominant central figure 
in the home situation, despite the fact that they 
have residual severe paralysis and require respira¬ 
tory aid. 

In 54% of tire patients, no vocational goal was 
realized. That was attributed to a lack of the three 
factors enumerated. It is unrealistic to assume a 
vocational goal for a person who has quadriplegla, 
who requires respiratory aid, and who has an IQ 
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of 75. In a small percentage, the lack of motivation 
may have hindered realization of a vocational goal. 
More frequently, however, the lack of vocational 
opportunity was responsible. Many of the patients 
came from small communities scattered throughout 
many states. Although an excellent liaison was 
maintained ^^dth those state departments of voca¬ 
tional rehabilitation which were satisfactorily or¬ 
ganized and as many of the patients were referred 
to such departments as was possible, experience 
has indicated that most of these departments were 
reluctant to undertake responsibility for the se¬ 
verely disabled patients. This was based on the 
difficulties that occurred in securing proper voca¬ 
tional opportunities for home-bound patients in 
agricultural areas. As time has gone b^)% there is 
improvement in this direction, particularly in some 
of these states. The placement of a severely dis¬ 
abled patient in a small agricultural community 
need not be more complex than similar placement 
in a large urban, industrial area. Considerable edu¬ 
cation of communities will be needed, however, 
before this can be accomplished. Emphasis is 
placed here on vocational goals not because it is 
believed that they are logical goals for these pa¬ 
tients but because they represent the need of every 
human being to live a useful and productive life. 
This need should not be destroyed. 

Comment 

Subsequent readmissions of earlier patients has 
shoum that rehabilitation goals are relative, de¬ 
pending on a number of factors. These are (1) re¬ 
habilitation readiness, (2) the growth of skills and 
competence in the team, and (3) untoward or un¬ 
expected complications. In the matter of rehabili¬ 
tation readiness, it was often noted that the patient 
had been ill-prepared for the possibility of long¬ 
term disability, even tlrough the onset of his dis¬ 
ease had been many months prior to his admission 
to the center. When unrealistic goals had been 
given the patient, it was found tliat the rehabilita¬ 
tion process was greatly retarded. This occuiTed so 
regularly that most of the staff could predict its 
occurrence soon after die patient was admitted. 
This ex^perience emphasizes that nearly all patients 
faced with the prospect of catastrophic disability 
react widi severe depression at some phase in their 
illness. This depression may be manifested in differ¬ 
ent ways, depending on the personality stracture 
present prior to the onset of tire catastrophe. There 
is no simple rule of timing which enables one to 
predict the development of self-acceptance. 

The second factor, namely, growth in compe¬ 
tence and teamwork of the staff, was accomplished 
by the spirit of interchange and collaboration that 
has e.xisted between the various centers. This was 
fostered by annual conferences on physiological, 
clinical, and psychological research on patient care 
and administrative problems. 
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The third factor, untoward or unexpected com¬ 
plications, continually plagued the Respiratory and 
Rehabilitation Center staff. Tliis was particulailv 
true during the winter months, with the attendant 
respiratory complications, and during the hot sum¬ 
mer months, with the genitourinary and gastro¬ 
intestinal complieations. During the past winter, 
the Asian influenza epidemic resulted in problems 
of management for a few patients, although the 
center’s population, as well as those who had been 
previously released, were protected by vaccination. 

Summary 

Although the Salk poliomyelitis vaccine has 
greatly reduced the incidence of poliomyelitis with 
respiratory involvement, there remains a group of 
respirator patients with long-term disability who 
will constitute the residue of epidemics for some 
years yet to come. A program of comprehensive 
care and rehabilitation for this type of patient is 
economically feasible and desirable. 

A group of 100 respirator patients with long-term 
disability were studied to ascertain the value of 
a specialized center for the care of this type of 
patient. Vocational goals and home care programs 
may be realistically planned for the rehabilitation 
of such patients. The teamwork and skills required 
for the management of the patient with long-term 
respiratory paralysis are transferable to the care of 
those u'ith lesser disabilities. 

407 S. 16th St. (2). 
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THE PATIENT AND PHYSICIAN IN CARDIAC SYMPTOM FORMATION 

ANGINAL SYNDROME 

William N, Chambers, M.D., Hanover, N. H., Joseph L. Grant, M.D., White River Junction, Vt. 

and 

Kerr L. White, M.D., Chapel Hill, N. C. 


In the past 15 years there have been numerous 
articles concerning the role of tlie physician in caus¬ 
ing sjmptoms and disability, particularly in rela¬ 
tion to the heart.' The term “iatrogenic disease” is 
common. It has been stated that physicians may 
be potent mobilizers of an.xiety in patients and 
may often initiate disabling illness by poorly con¬ 
sidered remarks, acts, or unjustified restrictions. 
Physicians are warned to be cautious in what they 
say or do before patient.s and are admonished to 
avoid the slightest misunderstanding, lest they set 
in motion the progression of symptoms wdiich will 
eventually result in the invalidism of a previously 
healthy person.- 

This study is an attempt to evaluate the part of 
both patient and physician in the formation of 
symptoms suggestive of angina pectoris, especially 
in patients with normal hearts. Our interpretation 
indicates that the majority of such patients have 
neurotic patterns well established and that exces¬ 
sive concern with their hearts already has taken 
place by the time a physician is consulted. How¬ 
ever, the doctor may fail to recognize that the 
symptoms are primarily related to anxiety and, as 
a result, may misinterpret them. In a surprisingly 
large number of instances, the diagnoses of angina 
pectoris and even myocardial infarction are made 
when in reality there is no heart disease. The physi- 

Stuff member in Internal Medicine, Hitchcock Clinic, Mary Hitch¬ 
cock Hospital; Assistant Professor in Medicine, Dartmouth Medical 
School, Hanover, N. H.; and attending physician in Internal Medicine, 
Veterans Administration Hospital, White River Junction, Vt. (Dr. 
Chambers); Chief of Medicine, Veterans Administration Hospital, 
While River Junction, Vt.; and Instructor in Medicine, Dartmouth 
Medical School, Hanover, N. H, (Dr. Grant); and Associate Professor 
of Medicine, University of North Carolina (Dr. ^Vh^le). 


This study is on affempf to evaluate the 
part of both patient and physician in the 
formation of symptoms suggestive of angina 
pectoris, especially in patients with normal 
hearts. The data indicate that the majority of 
such potients hove neurotic patterns well 
established and that excessive concern with 
their hearts already has taken place by the 
time o physician is consulted. However, the 
doctor may fail to recognize that the symp¬ 
toms are primarily reloted to anxiety ond as 
a result may misinterpret them, making a 
diagnosis of angina pectoris or myocardial 
infarction, when in reality there is no heart 
disease. 


cian erroneously confirms the patients’ fears about 
their hearts and makes the task of dislodging these 
fears more difficult. On the other hand, the physi¬ 
cian may fail to make the diagnosis of coronary 
artery disease, when it is present, because of the 
bizarre nature of symptoms which do not fit tlic 
rigid clinical criteria for the syndrome. 

■ Method 

Fifty-five consecutive patients with chest pain 
were studied and followed during a six-year period. 
Earlier observations on this group of patients have 
been published.’' Each patient had a thorough liis- 
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tory and physical examination, routine laboratory 
studies, and x-rays of the chest, gallbladder, and 
upper gastrointestinal tract. Masters two-step test 
was performed on all patients who did not have 
electrocardiographic evidence of myocardial in¬ 
farction. Other studies were obtained when indi¬ 
cated. Social and personal data were secured from 
the patient, his relatives, social workers, and hos¬ 
pital records. Because the community is rural and 
the population relatively stable, in many instances 
the medical records of the patients’ entire lives 
were available for study. Psychological evaluation 
was carried out by psychodynamically oriented 
interviews. A minimum of two hours and, in most 
cases, more than four were spent with each pa¬ 
tient, in addition to time required for the medical 
aspects of diagnosis, treatment, and follow-up. The 
factors resulting in the development of symptoms 
interpreted as “heart disease” and the attitude of 
the patient and his doctors toward his condition 
were carefully recorded. An attempt was made to 
evaluate the patient’s and the physician’s part in 
the development of these cardiac symptoms. 

There were tlmee groups: 1. Twenty-five patients 
had classic angina pectoris for at least six months 
followed by a well-documented myocardial infarc¬ 
tion. 2. Twenty-seven patients had cardiac neu¬ 
rosis; they complained of chest discomfort and other 
symptoms which they referred to the heart, but 
clinically there was no evidence of angina pectoris 
or other heart disease. 3. A third group of three 
patients had chest pain suggesting one of the first 
two diagnoses but not completely fulfilling the cri¬ 
teria for either. This paper will consider the pa¬ 
tients in the first two groups. 

The original stud 3 ^ was completed six years ago. 
At that time there were 20 patients in the angina 
pectoris group, 20 in the cardiac neurosis group, 
and 15 in the tliird group. It has since been pos¬ 
sible through follow-up studies to clarify die cause 
of chest pain in 12 of the 15 patients in the third 
group. Seven of these patients have been put in 
the cardiac neurosis group and five in the angina 
pectoris group. None of the patients originally 
classified as having cardiac neurosis or angina pec¬ 
toris were changed. Eleven of the patients with 
angina pectoris have died. No patients in the car¬ 
diac neurosis group have died. 

Results—Cardiac Neurosis 

The Patient’s Role in Cardiac Symptom Forma¬ 
tion.—Direct reference to the heart was made by 
19 of the 27 patients in the cardiac neurosis group 
on first consulting the physician. These patients 
were convinced that they had heart disease despite 
no previous contact with a doctor. Although the 
other eight patients did not refer directly to their 
hearts, they complained of chest pain and further 
questioning showed that they also had long-stand¬ 
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ing and excessive fear of heart disease. When these 
patients with cardiac neurosis were seen later in 
consultation, 15 who had never been told they had 
heart disease by their referring dqctors were as 
convinced that they had heart disease as the 12 
patients who had repeatedly been told erroneoush" 
that they had heart disease. Six patients inferred 
from their physician’s comments that they had heart 
disease. Eight patients made statements which 
careful documentation has established as extreme 
exaggerations concerning what their physicians had 
told them about their hearts, and four patients 
definitely misrepresented facts. 

The average number of doctors consulted by 
each patient in the cardiac neurosis. group was 4.7 
compared to only 1.5 for each patient with angina 
pectoris. The patients in the former group went 
from doctor to doctor seeking satisfactory' explana¬ 
tions of their symptoms and attempting to obtain 
confirmation of their beliefs that they had heart 
disease. Many of these patients had heen referred 
to the investigators for further medical consulta¬ 
tion because they had not been satisfied with the 
original opinion that they' had normal hearts or 
because their physicians were uncertain of the diag¬ 
nosis. Eight patients had been seen by six or more 
physicians concerning their heart complaints. Sev¬ 
enteen patients had been referred one or more 
times by their own physician for further opinion. 
Fourteen patients sought other opinions by going 
from doctor to doctor without being referred. It 
was not unusual for these patients to be consulting 
a number of physicians simultaneously for opinions 
and treatment, apparently deriving different satis¬ 
factions from each. Several patients in the group 
maintained a balance between their family physi¬ 
cians, who treated them with cardiac drugs, and 
the consultants, who did not agree that they had 
heart disease. One of these patients, who had been 
seen by one consultant for several years, changed 
to anotlier consultant who accepted her need for 
believing that she had heart trouble, when the first 
phy'sician became insistent that she did not have 
heart disease. It was apparent that, if a patient had 
been studied a number of times with varying diag¬ 
noses, the positive diagnosis usually was given by 
the patient. If the final opinion was that the pa¬ 
tient’s heart was normal, these patients insisted all 
the more that they did have heart disease despite 
attempts at reassurance. 

Ninety per cent of the patients in the cardiac 
neurosis group had a strong tendency to dramatize 
their symptoms. They described these graphically 
and referred to their “heart disease” or “heart pain. 
This was in striking conti-ast to the patients with 
angina pectoris, who often tended to deny their 
complaints and seldom talked directly about their 
hearts. The phobic, hysterical, and hy'pochondriacal 
tendencies observed in the former group of patients 
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were marked. It M’as also apparent that tliey liad 
experienced intense anxiety throughout their lives. 
Tlie anxiety was focused witli varying degrees of 
intensity on the heart. In some patients, under cer¬ 
tain circumstances this w'oidd shift from the heart 
to other organ .systems. Such patients tended to 
identify witli relatis’cs, close friends, associates, or 
public figures who had, or who were thouglit to 
ha\'c had, heart disease. These relationships often 
were not close. 

The onset of chest pain in every patient with 
eardiac neurosis was preceded by increasing emo¬ 
tional tension and was often associated with de¬ 
terioration in the life situation. Usually, there was 
a superimposed threat to his interpersonal securitx' 
at the time tlie symptoms dcx'elopcd. In 17 of the 
27 patients with cardiac neurosis, 18 definite or¬ 
ganic conditions not related to the heart contributed 
to the chest pain. Similar organic lesions failed to 
produce pain in six other patients in the group. In 
10 of these patients with cardiac neurosis, no ana¬ 
tomic disease was found by the diagnostic means 
employed. It was apparent that a consideration of 
organic pathology alone was inadequate to under¬ 
stand completely some of the patients’ “anginal” 
pains and their anxieties. 

The patients with cardiac neurosis showed a high 
degree of secondary gain. In some, the pain repre¬ 
sented a mechanism for setting limits to their ac- 
tiWties and freed them temporarily from intense 
pressures or responsibilities. It seemed to act as a 
means of getting attention and of controlling im¬ 
mediate members of the family. In others, the 
pain represented an acceptable “excuse” for failing 
to attain life objectives. Monetarj' compensation 
played a large part in six patients who had been 
discharged from military service xvith an incorrect 
diagnosis of angina pectoris and in one patient in 
civilian life. All of these patients had regressed to 
markedly dependent states of e.xistence. 'Wdien the 
diagnosis of heart disease was not confirmed and 
withdrawal of compensation became imminent, 
these patients uniformly became resentful and con¬ 
tinued to insist on the presence of heart disease. 
One patient in this group collected testimonial 
statements from his friends, many of tliem sworn 
and notarized, to prove the presence and the se¬ 
verity of his chest pain. A second patient, a 25- 
year-old steamfitter who had received 60% com¬ 
pensation for four years, was evaluated completely 
at a Veterans Administration hospital; the diagnosis 
of coronary artery disease was not confirmed, and 
his compensation was revoked. Being dissatisfied, 
he gained admission to another VA hospital, where 
the diagnosis of angina pectoris was made, and 
the compensation was reinstituted. A 50-year-old 
conductor and morphine addict had received com¬ 


pensation for coronary artery disease for 10 years. 
On review of the problem, the diagnosis was not 
confirmed and his compensation was revoked. Two 
days later, while on leave from the hospital, he 
committed suicide. 

The Physician’s Role in Cardiac Symptom For- 
Hiflfion.—Four of the 27 patients in the cardiac 
neurosis group developed abnormal anxiety con¬ 
cerning their hearts only after being told by their 
original physicians that heart disease was present 
or suspected. In these patients, the physicians’ atti¬ 
tudes were considered the primary factors in mobil¬ 
izing anxiety and aggravating symptoms, either by 
excessive concern over the complaints or by evident 
doubts about the diagnoses. 

The remaining 23 patients in the cardiac neu¬ 
rosis group had an abnormal degree of anxiety 
concerning their hearts before visiting their doc¬ 
tors. In 12 of these patients the fears were con¬ 
firmed and increased when they learned that heart 
disease was, indeed, present or suspected. With 
each of these patients it is considered that the 
physician’s role was of secondary importance in 
mobilizing anxiety and symptoms related by the 
patient to his heart. 

In the 23 patients with angina pectoris, none 
were found in whom a physician was considered 
to be a irrimaiy factor in the production of symp¬ 
toms, but in 4 patients it was considered that physi¬ 
cians did augment the patients’ fears by their 
attitudes. 

Although abnormal an.xiety about heart disease 
appeared to have originated within the patients, it 
was unwittingly encouraged and augmented by 
physicians. Of the 27 patients with cardiac neu¬ 
roses, 12 had been told previously, by txvo or more. 
physicians, that tliey had 'lieart trouble.” A diag¬ 
nosis of myocardial infarction had been made in 
eight of these patients, and tliey all had been ti'eated 
for this condition one or more times in civilian or 
VA hospitals. 

In reviewing the past records, it was noted that 
in the same patient the diagnosis of coronary artery 
disease was made repeatedly by some physicians 
and denied by others. The family physicians had 
made a diagnosis of coronary artery disease 12 
times in these eight patients, whereas a diagnosis 
of no heart disease was made only once. The con¬ 
sultants made diagnoses of coronary artery disease 
three times and of no heart disease five times. 
Physicians in the armed forces diagnosed coronary 
artery disease four times in tliese patients, although 
they diagnosed no heart disease six times. Physi- 
dans in the VA hospitals made a diagnosis of coro¬ 
nary artery disease eight times. No evidence of 
heart disease was found in any of tliese patients 
during the final evaluations. 
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Case L—In a 50-year-old loom fixer, a diagnosis of coronarj’ 
arter>- disease had originally been made during militarj' 
service in M'orld War II but was dera'ed during the same 
year at two different mibtary hospitals. The followong year 
a diagnosis of coronary arterj' disease was made by the 
family physician. Subsequently, a diagnosis of heart disease 
was made by the consulting cardiologist. The same patient 
presented himself in 1947 and 1951 at ^'■A hospitals with the 
same complaint, but no exidence of coronary artery disease 
was found on eitlier occasion. 

Case 2.—A 42-year-old accountant was treated for acute 
myocardial infarction in 1951. Review of his record showed 
that he was studied at a military hospital during his service 
three different times between 1942 and 1945 for complaints 
referred to tlie heart but no heart disease was found during 
eacli of these three periods of study. Subsequently, tliis pa¬ 
tient was studied at tlie VA hospital on two separate occa¬ 
sions in 1956 for the same complaints, and again no evidence 
of heart disease was found. 

Case 3.—A 52-year-old public relations expert was origin¬ 
ally told by his family physician that he had coronary arterv- 
disease in 1941. This diagnosis was later confirmed at a VA 
hospital five times in 10 years. A diagnosis of angina pectoris 
was made at a large medical clinic in 1946. However, no 
evidence of heart disease was found in the same patient in 
another large clinic in 1952, as well as at the VA Iiospital in 
1950, 1955, and 1957. 

Results—Angina Pectoris 

Although there w'as less confusion concerning 
diagnosis in the 25 patients with organic heart 
disease, many difficulties w'ere encountered here 
also. This w'as often because of the e.\-treme degree 
of denial, insistence on continuing physical activity, 
atx'pical nature of s\Tnptoms, and, frequently, the 
patient’s failure to consult the physician for some 
time after the onset of svunptoms. Incorrect inter¬ 
pretation of the electrocardiogram was a further 
source of mistaken diagnoses. 

The need for careful evaluation of symptoms and 
findings and for other consultations often accentu¬ 
ated tlie concern of patients w'ho originally had not 
focused on their hearts but had even denied their 
simiptoms. As time w'ent on, these patients fre¬ 
quently came to observ'e every minor bodily sen¬ 
sation. One patient w'ho originally had completely 
denied his sjmiptoms gradually became e.xcessiv'ely 
concerned during several wrecks of indecision and 
study by the pltysician. Waking himself at night 
to record sj-mptoms in a diarx', he also kept elab¬ 
orate charts indicating episodes of pain, all care¬ 
fully marked with red and black pencils. Finally, 
W’ith clarification of tlie diagnosis and the outlining 
of a specific program, his an.xiety decreased and he 
returned to more normal actmtj’. 

Other patients with coronary' artery disease were 
overtly terrified and behaved as though any physi¬ 
cal or emotional strain W'as too great for them. They 
seemed to have wTapped themselves in cotton 
wool.” Three patients in the group manifested an 
exaggerated form of this behavior. No encourage¬ 


ment or reassurance was of any avail in freeing 
them from their fears or helping tliem to return 
to more normal and productive lives. These three 
men all assumed passiv'e roles in their households, 
managing some of the domestic duties while their 
wives W'ent out to work. Even though they were 
preoccupied wdtli their extreme disabilities, they 
continued to deny' that their pains w'ere due to 
heart disease and insisted that they were due to 
indigestion or some otlier noncardiac cause. In con¬ 
trast, many patients continued heavq' physical ac¬ 
tivity after their initial episodes of coronary' tlirom- 
bosis despite the urgent advice of the physicians 
to the contraiy. 

Many of these patients seemed to work tlirough 
various stages of inability' to adjust to their diseases 
as manifested by' either denial or inv'alidism, but 
then they finally accepted it and lived constructively 
within their newly' imposed limits. 

The sev'erity' of angina pectoris definitely ap¬ 
peared to be altered in many' instances by' the 
phy’sician’s attitude and by supportive psychother¬ 
apy. This W'as particularly apparent in tliree pa¬ 
tients W’ho W'ere originally' incapacitated more by- 
fear than by pain but w’ho gradually w'ere emanci¬ 
pated through careful management and finally were 
able to caiTy on active lives. 

Aty’pical chest yrains and other symptoms in pa¬ 
tients with know'n angina pectoris presented diffi¬ 
cult and confusing problems. Striking differences 
often occurred in ability' to perform phy'sical ac- 
tiv'ity'. At times, a patient w'as able to plow an entire 
field with no pain, w'hereas, on other day's, merely 
bending ov'er induced an attack of angina. The 
atypical chest pain often misled the physician in 
the management of the patient. There w'as often 
failure to recognize that patients w'itli angina pec¬ 
toris may' also have severe degrees of cardiac neu¬ 
rosis w'ith e.xcessive concern about their hearts. 
Another source of difficulty in diagnosis w'as the 
presence of otlier organic lesions w’hich could also 
be associated w'ith chest pain. One patient w'as con- 
x'inced he had angina pectoris. His physician re¬ 
fused to make this diagnosis and insisted that the 
pain W'as due to a hiatus hernia. The patient then 
went to a large clinic w'here a definite diagnosis 
of coronary' artery' disease w'ith angina pectoris 
W'as made. The patient returned to his original 
phy'sician w'ho angrily denounced the clinic and 
its opinion and stated, “I am still convinced that 
y'ou do not have heart disease.” The patient then 
changed to a physician w’ho agreed with the diag¬ 
nosis of angina pectoris. 

Comment 

From this study of 55 consecutive patients with 
chest pain, it is apparent that many are convinced 
that they have heart disease even though it is not 
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present. These patients have a well-developed 
group of symptoms which they refer to the heart 
despite the fact that they have had no previous 
contact with a physician concerning this problem. 
Tliey have a tendency to consider that any discom¬ 
fort or pain in the chest denotes heart disease. They 
dramatize their symptoms and identify with other 
people with heart disease. Their fears are aug¬ 
mented when they are under increased emotional 
tension, particularly when there are threats to inter¬ 
personal security. The degree of incapacity resvdt- 
ing from such ‘lieart disease” varies, depending on 
the personality of the individual and his needs at 
the specific time. Some are totally incapacitated, 
whereas others are able to lead an active and con¬ 
structive life in spite of their symptoms. Patients 
who have received various types of compensation 
because of their heart disease often regress to a 
complete state of invalidism. If this compensation 
or the need for invalidism is questioned, they be¬ 
come angry and defensive and use many methods 
to insure continuation of the compensation. Once 
an individual has allowed himself to regress to this 
stage of dependency, it is difficult or impossible 
for him to relinquish this way of life even though 
the diagnosis of heart disease has been disproved. 
Their eventual incapacity’ equals the most serious 
tj'pes of heart disease. Sudden witlidrawal of long- 
continued compensation may be disastrous. It seems 
highly probable that the conviction that they have 
heart disease may be essential for the functioning 
of some patients in life at certain times. It may 
represent a necessary defense against potentially 
overwhelming anxiety'. Under these circumstances 
it is often advisable to allow the patient to main¬ 
tain his cardiac neurosis even to the point of con¬ 
tinuing some form of cardiac regimen. 

The concept of iatrogenic heart disease stresses 
the culpability' of the physician in the initiation 
of the cardiac neurosis. Our data suggest that only 
rarely does the doctor actually provoke the earliest 
symptoms of this disorder. We are aware of the 
potential role of the physician’s remarks and atti¬ 
tudes in the formation of symaptoms and in increas¬ 
ing fears and disability in patients. However, during 
this study we became aware of the frequency with 
which patients’ excessive fears and convictions con¬ 
cerning their heart disease occurred before there 
had been any contact with a physician. We have 
no intention of justifying the physician or condon¬ 
ing his errors in diagnoses, but we do believe it is 
important to recognize that the source of the car¬ 
diac neurosis lies in the patient’s, not the doctor’s, 
personality. There appears little basis for the un¬ 
critical acceptance of the prevalent concept of 
iatrogenic heart disease. We are in agreement with 


Hart,"' who stated that, in cardiac neurosis, heart 
symptoms are present long before the allegedly 
iatrogenic statement or suggestion. 

The physician is often responsible for serious 
mistakes in diagnosis and treatment of patients 
with chest pain, frequently making a diagnosis of 
angina pectoris and even myocardial infarction 
when no heart disease is present. He may also ag¬ 
gravate preexisting abnormal anxiety about the 
heart by evident doubt about the diagnosis or ex- 
eessive concern over the patient’s symptoms. Fur¬ 
thermore, the physician must recognize that his 
opinion concerning the diagnosis may be only one 
of many to which the patient is exposed. This may 
be either because the patient voluntarily changes 
physician or because of the nature of modem medi¬ 
cine in which tlie patient’s medical care is frag¬ 
mented and responsibility is divided between the 
family physician, several consultants, diagnostic 
centers, and civilian, military, and VA hospitals. 
The emphasis is primarily on establishing a diag¬ 
nosis and not in understanding the patient and his 
symptoms. In this way there may be repeated 
changes of diagnoses. In a VA hospital it is not 
unusual to find that one physician has made a 
diagnosis of angina pectoris and the patient has 
been given full disability. On a later hospitaliza¬ 
tion, another physician, having studied the problem 
thoroughly, finds no evidence of heart disease and 
all compensation is withdrawn. Under these cir¬ 
cumstances the patient, not satisfied witli a diag¬ 
nosis in one hospital, may gain admission to an¬ 
other where the diagnosis he is seeking is confirmed. 

Because of the subtle problems often involved in 
the diagnosis of angina pectoris, the patient’s em¬ 
phasis on his chest pain and preoccupation with 
other cardiac symptoms are potent factors which 
encourage unwary physicians to make the diagnosis 
of heart disease. Every physician is aware of the 
difficulty of making a specific diagnosis of heart 
disease in a patient whose sjTnptoms are not clear- 
cut and in whom laboratorj' findings are equivocal. 
If the physician is not convinced of the diagnosis, 
it is often difficult for him to convince the patient. 
We beheve that it may be harmful to positively 
tell tlie patient that he has no disease when there 
is doubt If the patient is anxious already, further 
anxiety may be mobilized by unwarranted and 
superficial “reassurance" by the physician. The 
emphasis must be on a more fundamental under¬ 
standing of the underlying sources of the patient’s 
anxiety and his conflicts. 

The diagnosis of angina pectoris is frequently 
difficult to make because of either the atypical 
nature of many of the symptoms or the patient’s 
tendency to deny the presence of pain. Other pa- 
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tients with angim pectoris accentuate their symp¬ 
toms and become incapacitated because of their 
excessive concern about themselves. The severity 
of angina pectoris and the degree of incapacity 
can be influenced in some instances by the physi¬ 
cians’ and patients' attitudes and by psychotherapy. 
The patient with angina pectoris often has a cardiac 
neurosis which is equally severe. Such patients may 
have excessive reactions to their disease and to their 
physical sensations. The anxiety in turn may aug¬ 
ment the frequency and severity of the anginal 
ittack. 

It often is thought that a dignosis of cardiac 
neurosis excludes the diagnosis of angina pectoris 
or that if angina pectoris is present cardiac neu¬ 
rosis does not complicate the problem. Actually, it 
is impossible to divide a patient's response in this 
way. Diagnosis by exclusion is usually diflScult and 
frequently wrong. The real problem is to determine 
how many of the patient’s symptoms are related 
to coronary artery disease and how many are due 
to the cardiac neurosis. If the physician can realize 
that the patient’s symptoms are manifestations of 
his reactions, whether due to coronary artery dis¬ 
ease or to neurotic anxiety about his heart, then he 
will be able to help the patient to make a more 
satisfactory adjustment. This will not necessarily 
“cure” the heart disease or the neurosis, but it will 
help the patient to understand his symptoms and 
how he can live with them. 

Summary and Conclusions 

Fifty-five patients with chest pain of anginal 
type have been studied comprehensively and fol¬ 
lowed for six years. Twenty-seven of these patients 
had no evidence of heart disease but were con¬ 
vinced of its presence. The neurotic pattern was 
well established and the cardiac fixation had al¬ 
ready taken place by the time they came to the 
physician. They tended to dramatize their symp¬ 
toms and often would refer to their ‘flieart pain.” 
They were all intensely anxious people whose neu¬ 
rotic behavior was readily apparent. In 17 of these 
patients organic conditions not related to the heart 
contributed to the pain. Monetary and other forms 
of compensation were strong forces in prolonging 
and aggravating the incapacity. They consulted 
many different physicians, occasionally receiving 
independent treatment from two doctors at once. 
All patients were convinced that they had heart 
disease whether or not they had had previous con¬ 
tact with the physician. These patients often misin¬ 
terpreted and exaggerated the physician’s remarks. 

The physician was found primarily culpable in 
precipitating tire cardiac neurosis in four of the 
patients. The physician confirmed and aggravated 
preexisting fears in 12 patients. In the remaining 


11 patients he was considered to have had no 
direct eflfect. The physician often failed to recog¬ 
nize that the symptoms were due to anxiety and, 
as a result, misinterpreted them. A diagnosis of 
angina pectoris had been made one or more times 
in these 12 patients in whom no evidence of heart 
disease could be demonstrated. Eight patients with¬ 
out evidence of heart disease had been diagnosed 
as having myocardial infarction 27 rimes. They 
were said to have had normal hearts 22 times dur¬ 
ing the same interval of time. A misdiagnosis in 
favor of organic heart disease was made most fre¬ 
quently fay the family physician. On the other 
hand, the physician often dismissed the diagnosis 
of coronary artery disease when in reality it was 
present because of the bizarre nature of symptoms 
that did not fit rigid clinical criteria for the sjm- 
drome. 

The patient with cardiac neurosis has a well- 
developed group of symptoms which he refers to 
his heart. He is frequently convinced he has heart 
disease before consulting tire physician. 'The 
physician may aggravate the patient’s fears by 
his indecision, incorrect diagnosis, and failure to 
understand the cause of the patient’s anxiety. The 
physician is often unable to be certain about the 
differential diagnosis between angina pectoris and 
cardiac neurosis and is frequently culpable of mis¬ 
diagnosis in favor of organic heart disease. 

The diagnosis of lieart disease is often dismissed 
when actual disease is present because of the pa¬ 
tient’s behavior and the atypical nature of his symp¬ 
toms. This confusion is greatly increased when the 
patient is e.xposed to several physicians over a 
number of years, each of whom may have varying 
opinions concerning the diagnosis. The criteria for 
the diagnosis of angina pectoris and cardiac neuro¬ 
sis must be reevaluated in the direction of the total 
individual response and not simply of the disease 
entity itself. 

2 Maynard St. (Dr. Chambers). 
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Loss of consciousness presents a serious problem 
to modern aviation and in critical areas of industry. 
Syncope is commonly seen at the blood bank, dur¬ 
ing inoculations, in the dentist's chair, and during 
moments of stress. Although its occurrence is well 
known, little information is available concerning the 
likelihood of its rceurrcncc in an\' individual or its 
actual relationship to experimental syncope. It is 
common practice to stud\’ the problem of ssmeope 
with orthostatic measures utilizing the tilt-table or 
eliciting u'cll-known reflexes such as the reflex 
resulting from carotid sinus massage. 

Interest in this problem began with the discovery 
of significant cardiac arrhvthmias occurring with 
simple respiratory maneuvers." Some of these were 
associated with syncope. The respiratory system 
must make constant adaptations to changes in the 
environment associated with flight and altitude ex¬ 
posure. This facet of information as related to sjm- 
cope seemed worthy of further exploration. Eighty- 
two apparently healthy \rcrsons engaged in flying 
activiri’ who had exnericnced swicope were studied,® 
55 of these with special procedures. It was impres¬ 
sive to note the number of cardiac arrhythmias that 
occurred in this series, and it was equally impres¬ 
sive to note the relation of cardiac arrhythmias to 
the experimental production of sjmeope. Of the 
group studied, by experimental procedures, breath¬ 
ing maneuvers such as breath-holding at the height 
of inspiration and breath-holding after hvjrerx'enti- 
lation were most rewarding in illustrating the prob¬ 
lem of cardiac arrhythmia as related to syncope. 

In the previous study, the subjects eviluated all 
had admitted to episodes of sjmeope for which their 
future flying careers were placed in jeopardy. It was 
felt that it would he informative to study, by a sim¬ 
ilar battery of tests, a group of young flying person¬ 
nel who had previously denied syncope. This also 
provided an opportunity to more carefully evaluate 
the role of atropine in both creating and preventing 
syncope in such a group. Atropine was used in only 
a few instances in the previous study. This report 
is based on the studies of this group. 

Methods and Materials 

Fifty healthy cadets in preflight training were 
brought to the School of Aviation Medicine for 
syncope evaluation. They were volunteers who were 
told only that they would serve as experimental 
subjects for tests at the School of Aviation Medi¬ 
cine. The nature and purpose of the tests was not 

From the School of Aviation Medicine, Randolph Air Force Base, 
Texas. 


The frequency with which a history of one 
or more syncopal episodes is elicited among 
aviation cadets in a flying training program 
was found to depend on the circumstances 
of the questioning. When anonymity seemed 
to be assured, 15 out of 50 admitted having 
had previously undisclosed syncope. Carotid 
sinus massage and certain breathing maneu¬ 
vers were used to induce experimental 
syncope. During these procedures 21 of the 
SO had one or more syncopal episodes. 
Arrhythmias were seen in 15 of the 21 who 
fainted and in 22 of the 29 who did not 
faint. Cardiac arrhythmias were not induced 
in any case by respiratory maneuvers after 
administration of atropine. The experimental 
procedures were not able to identify the sub¬ 
jects who had previously experienced syn¬ 
cope. The results argue against the sup¬ 
position that syncope itself indicates an 
underlying disease state. 


disclosed in advance. As an incentive, each was 
guaranteed extra time off from duty. The cadets 
represented a relati%'ely young age group. Their age 
span was from 19 to 27 years, and their average age 
was 21.1 years. 

-All of these individuals had denied previous syn¬ 
copal episodes in order to gain admittance to die 
aviation cadet flying training program. All subjects 
had been previously examined. Tliey were subjected 
to a batter}' of special procedures to test the cardio¬ 
vascular system. This included observation of the 
patient's blood pressure, pulse, and symptoms and 
signs at rest and on a tilt-table. The subjects per¬ 
formed breathing maneuvers which included (1) 
breath-holding at the height of maximum inspira¬ 
tion without bearing down, (2) prolonged breath¬ 
holding, (3) h}'perventiIation, and (4) breath-hold¬ 
ing after hyperx'entilation. These were repeated in 
the standing and recumbent positions. The carotid 
sinuses were massaged for 15 seconds’ duration, and 
the subject underwent a 15-minute orthostatic toler¬ 
ance test on the tilt-table. After these procedures, 
the subject received atropine, 1/50 grain (1.2 mg.), 
and the respiratory maneuvers were repeated. 

Each subject was assigned a number which he. 
selected from a hat. He was not identified by name 
and was assured that no further attempts would be 
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Clinical Findings in Fifty Persons Subjected to Study for Syncope 


Case 


No. 

Age 

Clinical History 

1 

20 

None 

2 

20 

Syncope after 
bilateral carotid 
occlusion 

Syncope 3 hr. after 
immunization 

3 

22 

None 

4 

22 

None 

5 

23 

At age 13 fainted 
after breaking 
finger 

G 

23 

None 

7 

20 

None 

8 

20 

None 

9 

20 

Syncope at age 12 
induced by chest 
squeeze during 
breath-holding 
after period of 
hyperventilation 

10 

20 

Syncope at age 18 
during chest 
squeeze In full 
inspiration after 
hyperventilation 

11 

20 

None 

12 

22 

None 

13 

21 

At age IG was 
sitting with 
feet on stove; 
got up, yawned, 
and passed out 

14 

20 

None 

15 

22 

At age 20 years, 
syncope associated 
with orthostatic 
hypertension 

16 

21 

None 


17 

19 

None 

18 

21 

Syncope at age 18 
while marching in 
sun p’hile ill 
with intluenza 

19 

20 

Syncope at 8 yr., 
after injection 

20 

23 

None 

21 

21 

None 

<>2 

21 

None 

23 

21 

None 

24 

21 

None 

2r> 

20 

None 


Experimental FlndinKS 

Breath^holdine caused shift of pnceinnker to atrial focus; subsequent to atropini:!ation * breath 
failed to produce shift ‘ ““u'uju. 

Breath-holdinK caused shift in pacemaker to atrial focus; once precipitated, other respiratory macfUTf! 
could produce shift; two atrial premature contractions were noted; after atropinization, no arrhrthmii 
was noted ^ 


Breath-holdinp resulted in sinus bradycardia; carotid sinus massufie caused marked slowing to as heabj^r 
minute associated with near syncopal episode; two min. after carotid sinus massage, rhythm change<lto 
nodal rhythm, then to normal sinus rhythm, then to A-V dlssoc’ation; hyperventilation followed by bteath 
holding Induced atrial rhythm; after atropinizatlon no changes in pacemaker or cardiac rhythm could U 
induced 
No findings 

During hasc-linc studies, when first placed on tilt-table experienced 3 sec. of asystole followed by escape, 
followed by another G-sec. period of asystole and escape; after recurrent episodes of asystole, patient 
developed nodal rhythm, and syncope occurred 

Immediately after left carotid sinus massage, felt weak and faint; 2 min. later developed period ot asystole 
followed by syncope; asystole terminated by ventricular escape beat, short period of atrial flutter, and, 
finally, resumption of normal sinus rhythm; after breath-holding, A-V dissociation with nodal rhythm 
occurred; after atroplnl/allon no arrhythmia could be elicited l>y breathing maneuvers 
No findings 

After prolonged breath-holding, change in PR interval to 0.08 sec. with upright T waves in all leads; alter 
atropinizntlon breath-holding produced no changes from normal sinus rhythm 
Prolonged breath-holding caused change to atrial focus; at height-of inspiration with breath-holding, period 
of scoond-degroe A-V block: prolonged breath-holding followed by episodes of second-degree A-V bbet 
and syncope; after atropinixatlon breath-holding produced no changes from normal sinus rhythm 


Breath-holding caused shift to atrial focus and atrial rhythm; breath-holding after hyperventilation In¬ 
duced one ventricular premature contraction; after adequate ntroplnization, no arrhythmias couW H 
induced by brcatblng maneuvers 


After breath-holding, atrial rhythm appeared; after atropinizntlon no arrhythmia could be induced 
After breath-holding there was shift in pacemaker to atrial focus followed by bradycardia which persUteil 
for 2H min., then A-V dissociation, nodal rhythm, and syncope; after Dtropinization no a lUythmla couM 
be induced by breathing maneuvers 
Breath-holding caused a shUl In pacemaker to secondary atrial focus 


Right carotid sinus massage caused change in pacemaker to secondary site; 2 min. after massage, patient 
had near syncopal episode; brenth-holUIng caused shift in pacemaker to secondary atrial focus; after 
atropinization no arrhythmia could be induced by breathing maneuvers. 

On release of breath after prolonged breath-bolding, one ventricular premature contraction noted: during 
hyperventilation, one ventricular prematurity noted and after tilt to the horizontal position, one atrial 
premature contraction occurred; after adequate atropinization no arrhythmias were noted 

Right carotid sinus massage caused change in pacemaker to secondary atrial focus; after breath-holdinp, 
atrial rhythm and atrial fusion beats noted; breath-holding after hyperventilation produced atrial rhytbin 
with second-degree A-V block, and A-V dissociation with syncope; bieath-holding with patient in recumbent 
position also produced atrial rhythm; after atropinization, breath-holding produced no changes 
normal sinus rhythm 

With patient first placed on tilt-tabic to obtain baseline blood piessuvcs and studies, A-V dissociation with 
nodal rhythm occurred and was associated with syncope 

Breath-holding after hyperventilation caused drop in blood pressure with progressive slowing of cardiac 
rate and syncope 


After prolonged breath-holding, A-V dissociation and nodal rhythm (rate 40/min.), followed by syncope, 
after atropinization, breath-holding produced no changes from normal sinus rhythm 

Breath-holding caused shift in pacemaker to secondary atrial focus; after atropinization, breath-holdini: 
produced no changes from normal sinus rhythm 

Breath-holding produced immediate slowing of pacemaker and change to atrial rhythm; this was succe^Pi\fiy 
repeated with breath-holding; after atropinization. breath-holding produced no changes from nonnnl 
sinus rhythm 

Occasional ventricular premature contractions throughout study 

Breath-holding resulted in shift in pacemaker to secondary atrial focus; after atropinization, breath-holdiap 
produced no changes from normal sinus rhythm 

No findings 

Breath-holding caused shift in pacemaker to secondary site; after atropinization. breath-holding produced 
no changes from normal sinus rhythm 
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Clinical I'indifif,'.? in Fifty Persons Suhiected to Study for Syncope—continued 



CO None 

Left carotid sinus massage followed by sinus arrest with modal escape beat; breath^holdlng caused sinus 
brandycardia with A*V Idoek and nodal escape associated with drop In blood pressure and syncope; 
thereafter every breath-holding episode could cause change In pacemaker to atrial focus; after ntroplnlz.n- 
tlnn dl.ssoelation nnd clmnge.s In pacemaker noted; after adequate time for complete atroplnizatlon, 
patient entered normal .•‘inns rhythm which peral.sted despite breathing maneuvers. 

rt- 

22 None 

Urcnthdioldlng resulted In shift In pacemaker to .secondary atrial focu.s; after atroplnlzation, breath-holding 
produced no changes from normal sinus rhythm 


24 None 

During brentli-holdlng patient developed A*V dis.«oc!nt!on, felt weak, but recovered; after atroplnlzation, 
l»teath l\oUllug vroiUiecd uo cUanges from normal sinus rhythm 

'20 

21 None 

No flndlng.s 

SO 

cr> None 

Droathdioldlng resulted in shift In pacemaker to secondary .site In atria; after atroplnlzation, shlft.s could 
not he imiueeil 

n 

20 None 

llreath-holiUng was associated with cardiac slowing and In recovery period A-V dissociation nnd nodal 
rhythm occurred, cardiac rate dropping to 44/mln.; syncope resulted; patient rested In recumbent position, 
was then tilled to the vertical podtlon, resulting In progressive cardiac slowing, short period of asystole 
followed hy nodal escape, and syncope; atroplnlzation not followed sufllclently long for evaluation of 
atropine elTect 

:u 

21 None 

No findings 


21 None 

Uroalli-tioliilnK rp,«uUPil In cnrilliio .“InwIitK, A-V ili.«.'<oclutlon, iiodiil rhytlim: Ijrcath-holdini; after byperventl- 
liitloii rosiiltnl In loner noiliil rtiytlini, A-V (ll..«oclntlon; after «troi>lnlziitlon, l.renth-holdlnff produced 
no clmnups from normnf f»Imis rhythm 


21 At nKe.*! Ifi «nd 17, 
patient had 
epi'sodc? ol 
syncope nftcr lonu 
))er]o(is of reading? 
or watchintr 
lelevislon 

llriMith hnldlng after hyperventilation resulted In shift In pacemaker to .secondary atrial focu.s, also noted 
with hrcath-holdlng without hyperventilation: after atroplnlzation, breath-holding produced no changes 
from normal sinus rhythm 

3.) 

21 None 

At onset of ba'-e lino }-tu»iic'» with patient first assuming position on tilt-table, there was shift In pacemaker 
to ntuliil rhythm (oUa\\c«I by a 5-sec. period of asystole and syncope; after recovery period, breuth-holding 
would produce A-V dissociation and nodal rhythm; near syncope occurred dtiriog recovery period alter 
lircatb-boldlng; after atropinization. normal sinus rhythm developed and no further arrhythmias or 
syncope could be induced 


22 None 

1 min, after right carotid sinus inav«age, sinus bradycardia followed by .shift in pacemaker to atrial, then 
nodal, focus, associated with near syncopal episode; after recovery, Ijrcath-holding alone was associated 
with murkc<l cardiac slowing and near syncope; after ulroplnlzatlon, brcath-boldlng produced no changes 
from normal .'-inu.- rhythm 

37 

22 .None 

No findings 

It'S 

2;i None 

After right carotid simi'- ma^-age, marked decrease in blooil jvro^'-urc with sinus bradycardia (rate 47/min.) 
and syncope 

3‘) 

21 Syncope occvirrc‘i 
while douatin;; 
hlond 

brcuth hohllnn rc-iiltocl In vnr.lluv s-towini: with shift In piiicmukcr to sccnmliiry iitrin) site; during prolonged 
hrcnth hohllng, timrv nils ii imriod ol ii.si-.-itolc iis.«odnlvd nlth innrked decrease in blood pressure 

and near syneope: after iiiroplnlzatlon, hreath holding produced no ehange.s from normal sinus rhythm 

40 

20 Syncope occurred 
followint; Injection 
ol procftlnc 

Breath-bolding rc.-?ulted In two atrial premature contractions; breath-holding nftcr hyperventilation re¬ 
sulted In A-V dNsociutlon, nodal rhythm, and occasional atrial premature contractions; after atropiniza¬ 
tion, lircuth-hohllng produced no changCN from normal slmi'* rhythm 

41 

27 Syncope induccil by 
^lilowinK' uunlust 
thumb after 
period of 
hs'PcrvcntHatiou 

Breuth-holding resulted in .W dl<*ociatlon with nodal rhythm; breath-holding after hyperventilation again 
n'SuUod In A-V dU-^oeiatlon with nodal rhythm; upon expiration, nodal tachycardia ensued associated 
with near syncopal cpl'?odc; after atroplnlzation, broath-ht>ldIng produced no changes from normal sinus 
rhythm 

4*2 

22 None 

Breath-hoMIng rc-^ulted in shift in pacemaker to secondary i\triul focus; after atropinization, breath-holding 
produced no changes from normal >inu< rhythm 

4.3 

20 None 

Breath-holding resulted in A-V dissociation and nodal rhythm; after utropinization, breath-holding pro- 
tiuced no changes from normal sinus rhythm 

44 

20 None 

Left carotid sinus mus-iugc resulted in cardiac slowing with shift in pacemuker to secondary focus, atrial 
rhythm, nodul bent, and asystole followed by syncope; thereafter repeated episodes of breath-holding 
resulted in shift of pacemaker to secondary atrial focus with atrial rhythm, .\-V dissociation, and nodal 
rhythm; after atroplnlzation, breath-holding produced no changes from normal sinus rhythm 

45 

21 None 

Two minutes after right carotid sinus ma.««age, first-degree A-V block occurred followed by second-degree 
A-V block, with an 6-scc. period t*f n<» ventricular response followed by syncope 

40 

20 Self-initiated 
.«j’ncope 

On every occasion Immediately after release of breath, patient developed A-V dl«socintion with block; this 
did not recur after administration of atropine 

47 

19 Syncope at age 14 
while laceration 
was beliiK sutured 
and, on another 
occasion, after 
venipuncture 

At onset of ipusc-llne studies when patient first assumed position on tilt-table, A-V dissociation with nodal 
rhythm occurred followed by syncope; 41 see. after right carotid sinus mn.*?snge, period of asystole 
followed by syncope; breath-bolding was not ilone in th»« person 

48 

21 None 

Breuth-holding resulted In shift of pacemaker to secondary ntiial focus; 30 sec. after left carotid sinus 
niussage, marked cardiac slowing with nodal rhythm nnd syncope; thereafter hreath-holdlng produced 
nodal rhythm with syncope; after atropinization, Iprcath-holdlng produced no ohange.s from normal sinus 
rhythm 

49 

21 None 

No findings 

50 

19 Syncope while 

running 2-inile race 
at 1.75-miIe mark 

No findings 


‘Frequent arrhythmias (e. g., A-V dissociation) were noted linmcdiately after injection of atropine due to initial atropine effect. All maneuvers 
to test full atroplnlzation were performed at 0 min. or more after Intravenous adininl.stration to avoid confusion of early tran.s!torv effects of 
atropine with the syncope procedure.*?. 
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made to identify the number with the subject’s 
name. He was then asked to report whether he had 
truly had any syncopal episodes in the past and 
what the circumstances surrounding these were. 
The purpose of this was to detect, if possible, an 
index of the number of individuals entering a flying 
training program who intentionally suppressed in¬ 
formation relative to previous syncopal episodes in 
order to be accepted in the program. 


■ "? ’ 



Pig. 1 (case 31).—Continuous lead 2 shows progre.ssivc 
slowing, with eventual sinus arrest and nodal escape. This 
was result of orthostatic influences. 


Results 

One of the most interesting facets of this study 
was learning the true incidence of syncope in such 
a group. Of the 50 aviation cadets, 15 (30%) ad¬ 
mitted to previous undisclosed syncope. 

During the experimental procedures, 21 (42%) of 
the subjects had one or more syncopal episodes, or 
near enough to syncope to stop the precipitating 
cause. Of the group having experimental syncope, 
15 (71%) had significant cardiac arrhythmias 
associated with the syncopal episode. Two of 
the subjects having cardiac arrhythmias associated 
mth syncope also had significant drop in blood 


, J'A.M.A., Nov. 22, 153 S 

pressure at the onset of the arrhythmia. In seven 
subjects, breath-holding produced syncope will) 
arrhythmia. One subject had syncope with anhytl). 
mia secondary to breath-holding after hyperventila¬ 
tion. In five subjects, carotid sinus stimulation pro¬ 
duced arrhythmia associated with syncope. Five of 
the 15 subjects had syncope associated with arrhyft- 
mia due to orthostatic influences. This represented 
all cases of syncope due to orthostatic influences. 
The apparent discrepancy in numbers is due to the 
fact that a few subjects had syncope from more 
than one precipitating factor. 

Syncope may occur with breathing maneuvers in 
the absence of apparent significant cardiac arrhyth¬ 
mia. There were 11 subjects (22%) in all who had 
syncope with breath-holding maneuvers and an 
additional subject who had syncope with breath- 
holding after hyperventilation. Often tire syncopal 
episode occurred during the recovery phase after 
breath-holding. The true incidence of syncopal epi¬ 
sodes which might be precipitated by such breath¬ 
ing maneuvers is slightly higher tlian this, as those 
individuals who had strong ortliostatic influenees 
were not always subjected to the remainder of the 
experimental protocol. Tliis decision was made 
since these individuals could not be properly evalu¬ 
ated concerning tlieir response to specific stimuli. In 
9 of the 21 subjects, symcope could be induced svith 
carotid sinus massage (five associated with cardiac 
arrhythmia and four without arrhythmia). Syncope 
commonly occurred after rather than during mas¬ 
sage. In five of the subjects symcope could he in¬ 
duced by orthostatic influences (all five were asso¬ 
ciated with arrhythmia). 
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Fig. 2 (case 5).—Continuous lead 3 taken within three 
minutes after patient had been standing on tilt-table (up¬ 
right 90 degrees). Sinus arrest with escape beats occurred 
and syncope followed. Artifact of muscle tremor is present. 
Subject was tilted to recumbent position and recovered. 

Of the 15 cadets who admitted to previous syn¬ 
copal episodes that had not been previously dh' 
closed, 7 developed experimental syncope during 
the procedure. This, of course, means that eight 
other subjects who had previous clinical syncope 
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lincl no syncopal episodes dviring the c.vpcnmcntal 
procedures. Fourteen subjects wbo e.xpcricnccd syn- 
copc under cxpcriiucnlal conditions denied any 
previous episode of clinical syncope. 

In all the examples of syncoire in this series, none 
were induced by brealh-holdinj' at the height 
of inspiration. All syncopal episodes secondary to 
breathing maneuvers were due to prolonged breath¬ 
holding and/or breath-holding after a period of 
hyperventilation. Breath-holding after liyperventila- 
tion commonb' produced effects similar to pro¬ 
longed breath-holding. Therefore, it is listed in a 
separate category only when it alone, as an addi¬ 
tional stress mechanism, induced a syncopal episode. 

Of the 50 subjects undergoing the experimental 
sjTicopc procedures, 37 ( 74%) demonstrated some 
form of cardiac arrhythmia. In 22 instances, the 
cardiac arrhythmia occurred without subsequent 
sjmcopc. More than one form of stress was capable 
of producing arrhythmia in a number of the indi¬ 
viduals. In 26 subjects (52%), cardiac arrhydimia 
of some type could be induced by breath-holding 
and by breath-holding after hyperventilation. In 
two additional cases, cardiac arrhythmia was in¬ 
duced only by breath-holding after hyperv'entila- 



Fig. 3 (case 35).—Top strip demonstrates base-line lead 2 
for patient in recumbent position. Remaining tracing is con¬ 
tinuous lead 2 taken witliin three minutes after patient bad 
been tilted to upright (90-degree) po.sition. Sinus arrest 
with nodal escape and slow nodal rhythm is demonstrated. 
Tliis occurred at onset of base-line studies to begin proce¬ 
dures. 

tion. Twenty-eight (56%) of the cadets had some 
form of cardiac arrhythmia after one of the respira¬ 
tory maneuvers. Eight cadets (16%) demonstrated 


cardiac arrhythmias after carotid sinus massage. 
Five cadets (10%) developed cardiac arrhythmia 
associated with orthostatic stress. It is interesting to 
note that of the seven subjects who had a previous 
clinical episode of syncope as well as having syn¬ 
cope during he experimental routine, six had syn¬ 
cope secondary to breath-holding and one due to 
orthostatic influences. 



Fig. 4 (case 6).—Above, continuous lead 2 demonstrates 
period of cardiac arrest terminated by escape beats and 
transitory atrial flutter. This episode occurred two minutes 
after carotid sinus massage with patient standing (90 de¬ 
grees) on tilt-table. Below, continuous lead 2 after tilting 
of patient to the horizontal position demon.strates atrial 
rhythm. Second .strip .shows atrial rhythm with A-V dissocia¬ 
tion. Note inverted P wave just emerging before the last 
QRS event. 

In 30 instances in which a cardiac arrhythmia 
was induced by respiratory maneuvers, atropine 
xvas administered. After adequate atropinization 
(approximately six minutes after the injection of 
1/50 grain of atropine), in no instance were any 
cardiac arrhythmias induced by any of the respira¬ 
tory maneuvers. 

A very brief summary of the findings in the indi¬ 
vidual cases is presented in the table. 

Comment 

The incidence of syncope in this group of cadets 
beginning flying training suggests that the reported 
low incidence of syncope in cadets is entirely fic-. 
titious and represents a suppression of information 
by the cadet applicants in order to gain entrance 
into the program. If a similarly high incidence of 
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syncope should exist in all of the individuals ac¬ 
cepted for preflight training, it may be assumed 
that behveen 18 and 42% of all pilots beginning 
flying training have already experienced some form 
of clinical syncope. (The observed proportion of 
30% is a sample estimate of the true proportion in 
the total population of pilots beginning flying train- 



Fig. 5.—A (case 9), A-V block occurs just at the height 
of inspiration and onset of breatli-liolding. B (case 9}, more 
persistent second-degree A-V block during prolonged breath¬ 
holding. C (case 10), continuous lead 2 demonstrates change 
in pacemaker occurring with breath-holding. D (case 3), 
lead 3 demonstrates atrial rhythm and A-V block precipi¬ 
tated by breath-holding after hyperventilation. 

ing. As such, it is subject to sampling variation. Us¬ 
ing a confidence interval of 2o-, it can be expected 
that there is only 1 chance in 20 that the true pro¬ 
portion having an episode of syncope lies below 18 
or above 42%.) Needless to say, a large percentage 
of these individuals complete their flying training 
and carry out to completion a useful flying career. 

Syncope as Underlying Disease State. The rela¬ 
tively high incidence of syncope in a normal avia¬ 
tion cadet preflight group is strong argument against 
the concept that syncope itself presents an under¬ 
lying disease state. It is difficult to assume that 30% 
of our highly selected, apparently healthy young 
men have an underlying disease process or disease 
complex which causes them to be subsequent haz¬ 
ards to flying or otlier crucial industrial situations. 

Cardiac Arrhythmias.-In this series, it was 
impressive to note the high incidence of cardiac 
aj-j-bythmias associated vnth syncopal episodes. Car¬ 
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diac arrhythmias appeared to be important evenm 
the presence of experimental orthostatic syncope. 
While it was previously noted that cardiac ar¬ 
rhythmias were important in syncope induced bv 
respiratory maneuvers, this finding in orthostatic 
syncope suggests their importance in other forms oi 
syncope as well (fig. 1, 2, and 3). Subjects 5,17, 
31, 35, and 47 demonstrated significant cardiac 
arrhythmia in association wdth their syncopal epi¬ 
sodes. 

Carotid sinus massage induced syncope, com¬ 
monly presenting both eardiac arrhythmia and vaso¬ 
depressor response (fig. 4). The respiratory maneu¬ 
vers presented the largest number and the largest 
variety of cardiac arrhythmias. Passive rhythms, in¬ 
cluding atrial rhythm, A-V dissociation with nodal 
rhythm, and lower nodal rhythm were commonly 
noted (fig. 5, 6, and 7). One episode of nodal 
tachy’cardia was also observed (fig. 8). 

In some instances cardiac arrhythmias were dis¬ 
tinctly obvious as the major factor jirecipitating a 
syncopal episode. In the presence of cardiac arrest 
\wth no cardiac beat, no alternative explanation 
seems feasible. In those cardiac arrhythmias which 
resulted in marked depression of the cardiac rate, it 
might be assumed that the accompanying cardiac 
arrhythmia in the presence of other factors was 
sufficient to create syncope. In the event that any 
degree of vasodepressor syncope is present svith 
peripheral arteriolar dilatation, progressive depres¬ 
sion of the cardiac rate further compromises cardiac 
output. This in turn can be expected to lead to 
cerebral ischemia and present as a syncopal epi¬ 
sode. As indicated in a previous paper,° the respira¬ 
tory reflexes which originate from stretch receptors 
within the lungs stimulate the same efferent reflex 



Fig. 6 (case 19).-Continuous lead 2 demonstrates onset 
of nodal rhythm with breath-holding. 


pathway's that are stimulated by the carotid sinus 
afferent nerves. Thus, one should expect both vaso¬ 
depressor and cardiac arrhytlimia responses when 
the respiratory stretch reflex is stimulated. In tliis 
series, the cardiac arrhythmias seeih to be a major 
factor. 
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Effect of Atropine Aclministration; Another inter¬ 
esting finding was that cardiac arrhythmias were 
not induced in any case by respiratory maneuvers 
after the administration of atropine. This strongly 
suggests that adequate atropinization provides a 
protective mechanism against developing cardiac 
arrhythmias by stress procedures. It follows that 
previous experimentationwhich has utilized ortho¬ 
static tests with the concomitant administration of 
atropine has protected the experimental subject 
from demonstrating cardiac arrhythmias. It seems 
that not only may atroi^ine act to produce s^mcope 
by creating visceral pooling but also it may prevent 
swcope by abolishing vagal reflexes which cause 
cardiac inhibition and result in cardiac arrhythmia. 
Impending syncopal episodes were prevented on 
se^'eral occasions in subjects of this series by the 
intravenous administration of atropine. 

Changes in Electrolyte Pattern: One might ask 
what role shifts in electrolytes might play in the 
cardiac arrhythmias precipitated by respiratory ma- 
neuv'ers. It is pertinent to point out that cardiac 
arrhythmias were induced in subjects by prolonged 
breath-holding and also by breath-holding at tire 
height of inspiration after hyperventilation. In the 
former instance with prolonged breath-holding, car¬ 
bon dioxide retention should result in a tendency 
toward respiratory acidosis. In the latter instance, 
hjTrerx'entilation should tend toward respiratory 
alkalosis. Regardless of these two extremes in tire 
assumed change in electrolyte pattern, cardiac 
arrhythmia was induced. 
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Fig. 7 (case 33).-Continuous lead 2 demonstrates lower 
nodal rhytlun induced by breath-bolding after hyperventila¬ 
tion. 


A point of some interest in this series was the 
absence of syncope occurring immediately with 
breath-holding at the height of inspiration. Two 
subjects in the previous reported series of syncope 
patients “ did present this finding. 


Effect of Age: This particular group of subjects 
is not entirely comparable to' those previousl)' 
studied as they obviously represent a somewhat 
younger age group. It is well knorni that differ¬ 
ences in vagotonia occur with different age groups. 
Marked sinus arrhythmia is more prone to occur in 
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Fig. 8 (case 41).—Lead 2 demonstrates nodal rhj’tbm and 
burst of nodal tach)’cardia induced by breath-holding after 
hyperventilation. 

tlie younger individual. Wiether this is a significant 
difference in the two groups studied to date is not 
knoum. 

It is apparent from tlie study of this small group 
of aviation cadets that the incidence of clinical 
syncope in cadet applicants is considerably higher 
than has been previously supposed. Much needs to 
be done before any statement can be made concern¬ 
ing selection techniques to predict the future occur¬ 
rence of syncope in any individual. It is highly 
significant that 14 individuals who presented experi¬ 
mental syncope by currently used procedures had 
apparently never e.xperienced sjmeope on any other 
occasion. On the other hand, tire experimental pro¬ 
cedures were not able to identify the subjects who 
had previously e.xperienced syncope. An individual 
may be syncope prone at one period of his life due 
to temporary circumstances (e. g., recent excessive 
rapid weight loss) and not be s>'ncope prone on 
subsequent occasions. 

Summary 

Fifty young, apparently healtliy aviation cadets 
in preflight training were evaluated in regard to 
syncope. Thirty per cent of these subjects admitted 
to previous, undisclosed syncope when they were 
not in fear of detection or removal from the train- 
ing program. Twenty-one of the cadets experienced 
experimental syncope during the syncope proce- 
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dures. Cardiac arrhythmia was frequently associated 
with the syncopal episode and cardiac arrhythmia 
was frequently induced by respiratory maneuvers 
without syncope. Intravenously given atropine ap¬ 
parently prevented recurrence of cardiac arrhyth¬ 
mia induced by respiratory maneuvers. Significant 
cardiac arrhythmia was also noted in simple ortho¬ 
static syncope. 
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EXPERIENCE WITH MEDICARE 


Paul I. Robinson, M.D,, New York 


Last year at this time, it was only possible to 
report that the Dependents’ Medical Care Program 
(Medicare), for wives and children and dependent 
husbands of active duty personnel of the uniformed 
services, had been placed in being. The program 
had been in eSect barely six months. Now, de¬ 
pendents have been receiving care from civilian 
physicians in civilian hospitals for 18 months. By 
March, 1958, $35,957,020 had been paid to physi¬ 
cians and $35,154,621 to hospitals, and these 
amounts were reimbursed to Blue Cross, Blue 
Shield, state medical associations, and insurance 
companies who are acting as fiscal administrators 
under contract. These remarks are directed toward 
analysis of two phases of this program; (1) what it 
is dohrg for the uniformed services and (2) what it 
is doing for the profession of medicine. 

As of March 1, 1958, physicians of all states, the 
District of Columbia, the territories of Hawaii and 
Alaska, and the Commonwealth of Puerto Rico par¬ 
ticipated in the program. Four states reported 34.8% 
of all physicians’ claims; California, reporting 79,831 
(18.2%) physicians’ claims, led, and Texas followed 
with 35,700 (8.1%). Next were Virginia, reporting 
19,876 (4.5%), and Florida, with 17,572 (4.0%). Nordi 
Dakota had the fewest claims and Alaska next few¬ 
est. By geographical area, the Pacific states led with 
21.9% and next came the South Atlantic states with 
21.6%. The New England states had the fewest 
(5.5%). Sample studies in several states indicate that 
from 30% to 40% of registered physicians have cared 
for one or more patients. These same studies indicate 
that 77.3% of the participating physicians had been 
paid less than $500 each, and only 0.2% had re¬ 
ceived $10,000 or more. It is evident that the patients 
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Wives, children, and dependent husbands 
of active duty personnel of the seven uni¬ 
formed services have been receiving care 
from civilian physicians in civilian hospitals 
under the Medicare program. An analysis of 
results after 18 months of operation indicates 
the value of this program. Sample studies 
show that 41.4% of the care rendered has 
been obstetrical and that initiation of the 
program was followed by a marked drop of 
deliveries in uniformed services facilities and 
o marked increase of deliveries in the civilian 
facilities. A comparison of average daily pa¬ 
tient loads showed that an average of 54% 
more dependents a day received medical 
care at government expense in 1 957 (under 
the Medicare program) than in 1956 but 
that the number receiving such care in uni¬ 
formed services facilities decreased by 
11.6%. Additional evidence that Medicare 
is acceptable fa uniformed personnel was 
obtained by questionnaire. Allegations that 
it had inflationary effects and influenced 
physicians to overcharge lack cogent proof, 
and it is believed, rather, that physicians 
themselves can control those few who charge 
unreasonably. The program has brought 
medical care to many people who apparently 
would not have gone to the hospitals of the 
uniformed services. It represents a challenge 
to the facilities of the uniformed services to 
adjust their methods of affording medical 
care to dependents, but it also represents a 
challenge to local medical associations in 
the areas of schedules of allowances and 
their utilization. 
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arc being ciuccl for in grealc.sl numbers in those 
states with the largest hoop concentrations. As far 
as tbe profession is conccrnccl, the program is a 
small one but it is extremely widespread in its ap¬ 
plication because personnel of the uniformed serv¬ 
ices reside in every hamlet of the United States and 
their dependents many times return to their homes 
when tliey arc unable to accompany tlicir sponsors. 
Tliis is well illustrated h)- the fact that 88% of all 
of the dependents cared for in West Virginia were 
residing apart from their sponsors and 43% of all 
patients in the program were residing apart from 
their sponsors because of the exigencies of the uni¬ 
formed service. 

Effect on Physicians’ Fees 

At the inception of the irrogram, the Office for 
Dependents’ Medical Care depended a great deal 
on the experience and wisdom of the state medical 
associations in many aspects of the program. Nota¬ 
ble in this regard was the determination as to 
whether or not the schedules of allowances would 
or would not be published to the physicians of the 
state. There was, and still is, a great difference in 
philosophy of state medical associations as to phy¬ 
sicians charges. Some, our experience would indi¬ 
cate, believe that irhysicians should be entitled to 
a fixed fee, regardless of tj-pe of practice or state of 
training. These states published their schedules of 
allowances, and, with few exceptions, physicians 
charges conform therewith. Others were of the 
opinion that every physician should know the maxi¬ 
mum negotiated allowance but that he should 
charge his usual fee. These states also published 
their schedules but encouraged physicians to charge 
their usual charges. Our experience in these areas 
indicates that there are a considerable number of 
physicians who do charge below the maximum of 
the schedule but by far the greater majority charge 
the amount published in the schedule. A third 
group of states feels that physicians should deter¬ 
mine their charges in each individual case, consid¬ 
ering all factors. They have not published their 
schedules but have assured their physicians that a 
fair and equitable amount has been negotiated and 
have instructed them to charge an amount equal to 
their ordinary charge for patients in like circum¬ 
stances. Our experience in this group of states 
indicates that the physicians charges conform, in 
general, to normal civilian practice, a considerably 
greater number being below the modal amount and 
a few being higher than the schedule. 

It is not considered to be within the scope of the 
Office for Dependents’ Medical Care to express an 
opinion on this great problem of physicians’ remu¬ 
neration. We are aware of the allegations that in¬ 
surance, Blue Shield, and other similar programs 
are having inflationary effects and influence physi¬ 
cians to “overcharge.” Our experience does not dic¬ 
tate that we subscribe to this allegation. We believe 
that the vast majority of physicians’ charges in our 
program are reasonable and not seriously out of 


line with those in civilian life. We believe that 
physicians themselves can control those few who 
charge unreasonably, and we have in our files many 
examples of just such actions on the part of Medi¬ 
care committees within the states. The physicians 
of the nation have a challenge in this program in 
that they have a distinct opportunity to control 
many features of its operation. 

Type of Care Rendered 

Sample studies have indicated that 41.4% of the 
care rendered in the program is for obstetric serv¬ 
ice. While the figures are not exactly comparable 
because of different definitions of stillbirths used in 
uniformed services facilities and in some of the 
states in civilian life, it is appropriate that this field 
be discussed. In 1956 (January through August), 
there were 114,129 deliveries in uniformed services 
hospitals in the United States, Alaska, Hawaii, and 
Puerto Rico; in the same months for 1957, there 
were 82,805 births in these facilities. In civilian 
facilities, under the Dependents’ Medical Care Pro¬ 
gram during the same period of time (1957), there 
were approximately 77,910 deliveries. 

In other words, there had been a reduction in 
uniformed services facilities of 31,324 deliveries in 
the same period from 1956 to 1957. If the civilian 
program was responsible for all of this reduction, 
it had also taken care of 46,586 additional deliver¬ 
ies. It was impossible to e.xtend this study further 
into 1957 and 1958 because of incomplete informa¬ 
tion in the Dependents’ Medical Care Program. If 
this had been possible, it is likely that a still greater 
drop of deliveries in uniformed services facilities 
would have been noted and an increase in the 
civilian program. This is understandable. Expectant 
mothers desire personal attention by one physician, 
they like privacy, they like to discuss the tj’pe of 
anesthesia they will be given, and they dislike 
long waiting periods. They feel they have a better 
chance of getting all of this in the civilian program, 
and the uniformed services may have to make some 
changes in many of their installations if they desire 
to continue active and large obstetric services. 

On the basis of an average daily patient load 
study made in the same comparative period (Janu¬ 
ary through August, 1956-1957), while obstetric and 
gynecologic care given in uniformed services fa¬ 
cilities dropped 19.7%, all other care for dependents 
dropped only 5.8%. It is known that there was a 
considerable backlog of tonsillectomies in many 
uniformed services clinics and that scores of these 
operations were accomplished in the eaidy months 
of the civilian program. There has been a reduction 
of approximately 2% in troop strength. Certain 
uniformed services facilities are not staffed and 
equipped to accomplish all procedures of a medical 
nature. In view of these considerations, the drop of 
5.8% in all care except that in obstetrics and gyne¬ 
cology may not be more than e.xpected or desired 
by the uniformed services. 
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Choice of Government and Civilian Facilities 

Since the hearings before the Appropriations 
Committee of the House of Representatives in 
April, 1957, there has been considerable discussion 
in the Defense Department and in civilian medical 
and hospital forums of the policy of permitting the 
patient to have “free choice” between uniformed 
service and civilian facilities and physicians. You 
are aware of the fact that the law affords an op¬ 
portunity for restriction of those dependents who 
reside with their sponsors (approximately 57% of 
dependents who have participated in the program). 
Sincere attempts have been made to compare costs 
of medical care in uniformed services facilities with 
those in civilian communities. At this time, no valid 
comparison has been made. It is our opinion that 
much more detailed studies will have to be con¬ 
ducted before any conclusions can be drawn. There 
are many other factors which must be given thought 
when restrictions of “free choice” are considered. 

Hospital admissions are cheaper to the de¬ 
pendent in uniformed service facilities, because for 
civilian care they must pay $25 for any period in 
the hospital of 14 days or less whereas in uniformed 
services hospitals they pay only $1.75 per day. 

A small number of state medical associations sin¬ 
cerely feel that the Dependents’ Medical Care Pro¬ 
gram should be operated on an indemm'ty basis. 
A great many more, however, are just as sincere in 
their beliefs that the program would not be success¬ 
ful if operated on an indemnity basis. The adminis¬ 
tration of the program, part indemnity and part full 
coverage, insofar as physicians’ service is concerned 
would be most difficult, if not impossible. To the 
services this would mean that physicians in the in¬ 
demnity states could charge patients additionally 
whereas in other states they could not. Insofar as 
hospitalized dependents are concerned, physicians’ 
charges are on a full service basis. But hospital 
charges are on a deductible basis, as are physicians’ 
charges for authorized outpatient care. Tlie Medi¬ 
care plan is an individual plan designed to furnish 
medical care specifically to dependents of uni¬ 
formed services personnel. Continued efforts are 
being made to acquaint everyone with the plan in 
its proper perspective. This difference of opinion 
among state medical associations as to the type of 
program is perhaps a reflection of a continuing issue 
in the acceptance of voluntary health insurance. A 
change in the method of operation of the Depend¬ 
ents’ Medical Care Program would probably have 
very little influence on the ultimate''solution of the 
problems in the health planning field which con¬ 
front physicians of the nation, the health insurance 
industry, and the government. 

The average daily patient load of dependents in 
uniformed services facilities in the United States, 
Alaska, Hawaii, and Puerto Rico during the period 
of January through August, 1956, was 6,876, where¬ 
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as in the same period of 1957 it was 6,075, a de¬ 
crease of 11.6%. In the same period and area the 
average daily patient load in civilian facilities un¬ 
der the Dependents' Medical Care Program was 
4,531. In both uniformed service and civilian facili¬ 
ties, an average of 10,606 dependents each day re¬ 
ceived medical care in 1957, as against 6,876 in 
1956. In other words, an average of 54,27c more 
dependents a day received medical care at govern¬ 
ment expense in 1957 than in 1956. 

Since September, 1957, 750 questionnaires have 
been sent to sponsors whose dependents have re¬ 
ceived care in civilian facilities under the program. 
In answer to a question as to why they chose to use 
the civilian program rather than a uniformed serv¬ 
ice facility, 43.6% said they resided too far from a 
uniformed service hospital; 14.9% stated that the 
type of care required was not available at uniformed 
service hospital; 13.8% preferred civilian facilities 
for diverse reasons; 12.8% said the uniformed seiv- 
ice hospital was inadequate or overcrowded; 7.07o 
preferred the services of a particular physician or 
hospital; 5.0% received emergency care; and 2.9% 
stated the civilian facility was more convenient. 

In an open section for general comments on the 
program, 25% gave gratuitous praise to the pro¬ 
gram, 48% had no comment, and the remaining 27% 
commented that they thought the program should 
be extended to include outpatient care, dental care, 
drugs, and other items or made comments on costs 
to them being rather high or information being 
difficult to find. In general, the replies to these 
questionnaires lead us to believe that the program 
has a high degree of acceptance among uniformed 
services personnel. 

Summary and Conclusions 

Evidence is available substantiating the -belief 
that the Dependents’ Medical Care Program is ren¬ 
dering medical care to those who could not reason¬ 
ably obtain this service in hospitals of the uniformed 
services. In general, the program has had excellent 
reception by the physicians of the United States. 
However, it presents a distinct challenge to local 
medical associations in their own operational re¬ 
sponsibilities in the areas of schedules of allow¬ 
ances and their utilization. It also presents a real 
challenge to the uniformed services medical facili¬ 
ties in improving care for dependent patients. The 
Office for Dependents’ Medical Care desires to 
recognize the invaluable assistance which has been 
given to it over the past year by tlie surgeons general 
of the U. S. Army, Navy, Air Force, and Public 
Health Service, by the advisory committees of the 
American Medical Association, the American Hos¬ 
pital Association, and the Secretary of Defense, and 
by the state medical associations and their fiscal 
administrators, who have always been considerate 
and helpful in arriving at solutions to perplexing 
problems. The personal interest and unfailing sup- 
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port of the Secretary of the Army, as e.xecutivc 
agent for the program, has been one of the great 
contributing factors to the suecess of the program 
during these trial months, The Office for Depend¬ 
ents’ Medical Care will continue to try to admin¬ 
ister the program with the interests of all the uni¬ 


formed services and all the physicians and hospitals 
of the nation in mind in an endeavor to render 
medical service to dependents of the active mem¬ 
bers of the seven uniformed services in conformance 
with the desires of Congress. 

1 Madison Ave. (10). 




HEMATURIA IN BOXERS 

Aaron H. Klciman, M.D., New York 


Significant hematuria, defined in this study as 
six or more red blood cells per high-power field, is 
generally regarded as a serious symptom for which 
a complete urologic investigation is indicated. Little 
mention is made in the literature, however, of such 
surveys in groups of athletes. After exercise or 
training, blood is commonly found in the urine of 
atliletes engaged in all contact sports, including 
bo.xing.' In such men exercise may be considered 
as a provocative test demonstrating hematuria 
which may not be present at rest. Such hematuria, 
while usually innocent, transient, and painless, 
may also be indicative of prodromal states in the 
kidney which require careful investigation and 
treatment. 

The present report is based on a three-year uro¬ 
logic study of 764 professional boxers participating 
in 150 events at Madison Square Carden and St. 
Nicholas Arena in New York. A series of investiga¬ 
tions was conducted which demonstrated a correla¬ 
tion between boxing hematuria and morphologic 
and physiological changes in the upper urinar>' 
tract. These observations suggest that boxing hema¬ 
turia is usually of traumatic and mechanical origin. 
It is hoped that these studies will help to supple¬ 
ment existing knowledge concerning the nature of 
renal trauma. 

Methods 

The investigation included (1) clinical and lab¬ 
oratory examinations during tlie day of the bout, 
(2) observations of boxers in the ring, (3) roent- 
genographic examinations of the urinary tract in 
100 boxers with significant hematuria, and (4) 
supplemental clinical studies of boxers, other ath¬ 
letes, and groups of nonathletes for control ob¬ 
servations. 

Clinical Examination During Day of Bout.—The 
mid-day examination was conducted in tlie medical 
oSices of the New York State Athletic Commission 
prior to the weighing-in of the pugilists. Complete 
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Disturbances of renal and vesical function 
were studied in 764 professional boxers 
participating in 150 events during a three- 
year period. A urologic history was obtained 
from each subject, and altogether 2,200 
specimens of urine were obtained before 
bouts for comparison with specimens ob¬ 
tained after bouts. 'Comparisons were also 
possible between 132 substitutes who were 
prepared to box but not called upon to do 
so and pugilists who did box. Only 1,518 
urine specimens were obtained immediately 
after bouts because 550 boxers were unable 
to urinate for several hours after the bout. 
Significant hematuria (6 or more red blood 
cells per high-power field) was found in 415 
(27% of 1,518) postbout specimens of 
urine; 30 specimens were salmon pink, 8 
were bright red, and 4 were dark red. A 
significant number of boxers showed con¬ 
sistently normal urinalyses even after four 
or more bouts. Roentgenographic studies re¬ 
vealed structural adnormalities of the kidneys 
in many cases of hematuria and suggested 
that such defects render the kidneys more 
susceptible to the trauma of boxing as 
demonstrated by the high incidence of re¬ 
current prebout hematuria. 


physical examinations were made by Drs. Alexander 
Schiff, Vincent Nardiello, and Samuel Swetnick. I 
obtained a urologic history from each subject and 
collected samples of tu-ine by the two-glass method. 
Urinalyses were then performed, and clinical and 
laboratory data were recorded. In all, 2,200 prebout 
urine specimens were collected. 

Before his scheduled bout, I reexamined each 
boxer in the dressing room. Temperature, blood 
pressure, pulse rate, and respiration rate were noted 
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for comparison with earlier and later records. From 
12 to 16 pugilists were examined for each ring 
event, and all but a few of these actually boxed. 
The others were substitute boxers (emergency 
bouts) who remained available in case of the early 
knockout of a featured boxer. There were 132 such 
men examined. 



Fig. 1.—Boxer in crouch position. Repeated trauma is re¬ 
ceived in arched position. Action of diaphragm and abdom¬ 
inal muscles plays role in renal trauma and ptosis. 


Immediately after participating in a contest, each 
pugilist was given a special urologic examination. 
Emphasis was placed on areas of tenderness over 
the loin or abdomen. Blood pressure, pulse rate, 
temperature, and respiration rate were again re¬ 
corded. Whenever possible, the urine was collected 
by the two-glass method. Since 550 boxers were 
unable to void for several hours after the bout, and 
the 132 substitutes did not box, only 1,518 post¬ 
bout urine specimens were available for analysis. 

Ring Observations.—The boxing performances of 
most of the subjects under study were witnessed 
personally. Thus, evaluation of boxing styles, "kid¬ 
ney punches,” knockdowns, and lacerations about 
the face and head was possible. 

The typical boxer assumes a modified crouch 
position when facing his opponent (fig. 1). For 
better balance in the ring, his left foot is placed 
about 15 in. in front of his right and at a 90-degree 
angle. His extended left upper extremity is used for 
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oflFensive tactics and his flexed right upper ex-treraih- 
for defense against blows to the face or body. h\ 
precise opportune intervals, the stronger right fist 
is used to deliver the most damaging blows. 

During an attack, many boxers emit a loud grunt 
which is timed with the delivery of a punch (“grunt 
reflex”). This grunt is produced by combined ac¬ 
tion of the diaphragm and abdominal muscles, and 
it causes the diaphragm to contract against the 
kidney with possible renal displacement as a conse¬ 
quence. Both the grunt reflex and blows received 
directly to the abdomen in the semicrouched.posi- 
■tion are prominent etiological factors in hematuria, 
renal trauma, and excessive renal mobility. Such 
blows to the abdominal and kidney regions are far 
fewer than those directed to the head and face, 
which comprise about 85% of all blows delivered 
in the average contest. Many abdominal punches 
are blocked or slipped. Loin blows are usually 
received by the left kidney (fig. 2), but since these 
are indirect tlieir force is attenuated. The left renal 
trauma is usually not as pronounced as when a blow 
is delivered directly to the right upper quadrant 
of the abdomen, witli right renal injury more fre¬ 
quent as a consequence (fig. 3). 

Roentgenographic Sfirdies.—Intravenous urog¬ 
raphy was performed in 100 volunteers out of 415 
men found to have significant boxing hematuria. 



quadrant. 

The studies were made at the medical offices of 
the New York State Athletic Commission xvithin 
three days after a bout. Findings on urinalyses 
were usually normal at this time. 
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After a preliminary scout-film study, 20 cc. of 
diatrizoatc (Hypaque) sodium was slowly injected 
into a vein of the forearm. Roentgcnographic ex¬ 
posures were made with the subjeet in the supine 
position at intervals of 5 minutes and 30 minutes. A 
film with the subject standing was taken within 15 
minutes after injection. Excretory urography was 
well tolerated, with no local reactions and only five 
minor gastrointestinal disturbances observed. In 12 
boxers cystoscopic and retrograde pyelographic 
studies were necessary to substantiate urographic 
findings. Follow-up intrax'enous urograms were 
done within three years in 74 eases. 

Supplemental Inocsfi'gnfions.—Additional studies 
were made to help determine whether postbout 
hematuria is a consequence of the activities in¬ 
volved in boxing or characteristic of all vigorous 
exercise. 



Fig. 3.—Force of direct blow to right upper abdominal 
quadrant shown transmitted to right kidney. 


There were 132 “emergency bout” or stand-by 
boxers who were given standard prebout physical 
and laboratory examinations but who were dien not 
called on to participate in an event. Findings in 
these boxers are used for comparison. 

Gymnasium training for boxers consists of at 
least 30 minutes of strenuous exercise, including 
rope jumping, “shadow” boxing, and light and heavy 
bag punching. In order to study the effects of heavy 
exercise as compared with ring boxing, 100 of die 
boxers were chosen at random to present two-glass 
samples of urine immediately after such exercise. 
These urinary findings were charted for comparison 
with specimens obtained from the same subject 
before and after a boxing match. 


A group of 20 middle-aged, retired bo.xers, which 
included 14 world champions, was carefully exam¬ 
ined for residual urologic findings. The men had 
fought a minimum of 100 professional bouts during 
their boxing careers, with one veteran having cam¬ 
paigned through 527 bouts. Clinical observations 
included urologic history, physical examination. 

Table l.-^Jncidence of Hetnaturia in Pro/c5&i‘ona? Boxers 

PreflKht (2,200 PostflKht (1,01B 
Specimens) Specimens) 

^ ___A._■ 

Rc<l blooil coUs/hlKh'Power flcld No. % No. % 


1 to .. 100 7.2 571 37.0 

G to Innumerable. 15 0.7 415 27.4 

Totnl . 175 7.9 9SG 05.0 

None . 2,02.5 92.1 532 35.0 


urinalysis, and intravenous urography. None of 
these men had any complaints referable to the 
urinary tract. 

A sample of 27 men who showed consistently 
normal urinalyses after four or more bouts was 
selected for intravenous urography in order to de¬ 
termine whether any significant differences in 
morphology could be found between the men who 
did not bleed and those who often developed 
hematuria after a bout. 

One hundred nonathletes, veterans of the Ko¬ 
rean war, volunteered to participate in a study 
designed to filter out important factors in boxing 
hematuria and to determine their relative impor¬ 
tance. Physical examination and urinalysis were per¬ 
formed on all the men to determine renal status. 
They were then divided into two groups of 50, each 
comprising 25 men with urinary abnormalities and 
25 men with essentially negative findings on uri¬ 
nalysis. Each group of 50 was tlien subjected to 
strenuous jumping and bending exercises to a point 
of physical exliaustion for a mean exercise time of 
12 minutes. In addition, the men in the second 
group were also subjected to 20 blows of moderate 

Table 2.—Incidence of Significant Fostbout Hematuria 
According to Rounds 

Significant 




Urine 

Hematuria* 



Specimens, 

-- 



Bounds, No. 

No. 

No. 

% 

4 . 


. 902 

156 

17 

6-S ....... 


. 340 

137 

40 

10 or more . 



122 

44 

Total _ 


. 1,518 

415 

27 (nv.) 


• 6 or more red blood cells per hlgb-power flcld. 


severity over the loin and abdomen. After these 
stresses, urinalyses and intravenous urograms were 
again performed on all the men. 

Results 

Clinical Ohsercations.—Blood pressure, pulse rate, 
and temperature all rose substantially shortly before 
the pugilists entered the ring. The mean pulse rate 
was 84 per minute, the mean body temperature 
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100.4 F (38 C), and the mean rise in blood pres¬ 
sure 20 mm. Hg systolic and 8 mm. Hg diastolic. 
These changes were transient and unrelated to 
subsequent hematuria. A small percentage of the 
men also showed significant microhematuria before 
a bout (table 1). The emergency bout substitutes 
who did not box showed the same physiological 
elevations in the evening but had no increase in 
hematuria on voiding. 


Table 3.—Results of Introvenoiis Urography in 100 Boxers 
with Significant Hematuria 


Incidence, Ko. 


HcDfll Abnonnnlity 

Excessive renal mobility . 

Hydronephrosis ... 

Impaired outline of upper calyx . 

Impaired outline of middle calyx . 

Impaired outline of lower calyx . 

Impaired outline of all calyces . 

Contracted kidney . 

Congenital roduplieatiou of kitliicy and ureter 

Bifid renal pelvis . 

Absent kiilucy ... 

Ectopic (pelvic) kidney . 


RiKht Side Left Side 

• 2-2 1 « 

18 0 

18 ).”i 

8 10 

7 10 

8 I 

1 1 

1 1 

1 2 

1 

1 


Total . no ftO 

Ureteral Almonnallty 

Scar at urctcropclvlc junction. n 0 

Tortuous ureter . 1 

Hydrourcter (coni?cnital) . 1 

Ureterocele . 1 

Ureteritis cystica . l l 

Reduplication of uietcr . 2 1 

Total . 17 8 


Laboratory Findings.—Significant hematuria (6 or 
more red blood cells per high-power field with or 
without albumin or casts) was demonstrated in 
415 (27%) of the 1,518 postbout urinalyses obtained 
(table 1). This high incidence of hematuria re¬ 
flected a tendency to recurrence in 237 of the 764 
boxers participating in the study. No correlation 
was found between the presence of erythrocytes in 
the urine and the age of the boxers (range, 18 to 
39 years). Boxing experience was likewise not a 
factor. The postbout hematuria rapidly disappeared. 
It was gone within 24 hours in 92% and within 48 
hours in virtually all instances. 

Gross hematuria was recorded 42 times: 30 speci¬ 
mens were salmon pink, 8 were bright red, and 4 
were dark red. In eight cases postbout gross hema¬ 
turia recurred. This symptom was more commonly 
found in the heavyweight than in the featherweight 
divisions and followed bouts of 10 rounds or moi'e. 

A marked racial difference was one of the most 
striking findings. Although the ratio of nonwhite to 
white boxers was approximately 2:1 (513 to 251), 
the incidence of significant hematuria was twice as 
high in the white as in the nonwhite boxers. It was 
found in approximately one of two white boxers, but 
in only one of four of the nonwhite pugilists. 

More according to expectation was the finding 
that increased time in the ring increased the ten¬ 
dency toward significant hematuria: 44% of the 
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boxers who fought 10 to 15 rounds and 40%of tte{ 
who boxed 6 to 8 rounds, but only 17% of those po- 
ing 4 rounds showed this finding (table 2), ^ 

Trauma was found to be the usual cause of hema- 
tura, albuminuria, or cylindruria. In serial studies 
of individual boxers with hematuria, abnormal eh 
ments were usually found after a difficult bout 
although they were absent when body trauma had 
been at a minimum. In most instances, the abnormal 
elements were found to be coexisting; that is, al¬ 
buminuria and cylindruria rarely occurred without 
hematuria. 

Roentgenographic Findmgs.-The intravenous 
urograms revealed achitectural changes within the 
kidney which correlated with the frequent presence 
of hematuria (table 3). None of these morphologic 
changes, however, was sufficiently serious to re¬ 
quire surgical intervention. The disorders most fre¬ 
quently diagnosed were hydronephrosis and mov¬ 
able kidney. In many instances, congenital renal 
anomalies were associated with significant hema¬ 
turia aggravated by trauma. 

Hydronephrosis (fig. 4) was demonstrated in 26 
of 100 boxers with significant hematuria and 
occurred twice as frequently on the right side as 
on the left. Indeed, the preponderance of all lesions 
involved the right side, especially in the region of 
the upper calyces of the right kidney. In figure 5, 
urograms of a light-heavyweight bo.xer, witli blood 
pressure of 128/78 mm. Hg, illustrate this. Exces¬ 
sive mobility involved the right kidney 22 times and 



Fig. 4.—Five-minute urogram (supine position) of retired 
middleweight boxer who developed left renal colic during 
bout at 22 years of age. Note congenital bilateral liyaro- 
nephrosis. Lower left major calyx is shaggy and indistinct. 


the left kidney 10 times. In one case, that of a light- 
heavyweight boxer with gross postbout hematuria 
and a blood pressure of 128/80 mm. Hg, a second 
urogram disclosed a ptosed left kidney not dis¬ 
cernible six months earlier. 
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A racial cliffcvcncc was again noted-, excessive 
mobility occurred three times as frequently in the 
white as in the nonwhitc boxers. The impression 
was gained that the perirenal fascial support is 
stiudier in nonwhitc than in white persons, but 
anatomic studies are needed to substantiate this 
opinion. 

Many of the characteristic pericalyceal deformi' 
ties which arc seen in urograms of both active and 
retired boxers arc the result of a progressive process 
arising from repeated traumatization. The charac¬ 
teristic architectural deformity is the “athletic 
kidney.” This most often invob'es the upper calyx 
of the right kidney and, to a lesser degree, the 
middle and lower calyces of both kidneys. In an 
extensive case, the entire upper calyx may be in¬ 
volved by distortion (fig. 6). The various types of 
calyceal distortion may range from scar compres¬ 
sion with almost complete obliteration of the fornix 
to marked dilatation secondary to scarring at the 
junction of the calyx u’ith the pelvis. 

Although these urographic changes appear to 
he permanent, function tests with indigo carmine 
showed only mild impairment of renal concentration 
power. Fortunately, these conditions do not handi¬ 
cap the athlete unless accompanied by obstructing 
lesions. Successive urographic studies are manda¬ 
tory in studying progressive deformity. They are 
the most accurate method employed in barring an 
athlete from further competitis'e sport. 



Fig. 5.—Urograms of bo.xer with gross hematuria after 
bout: Left, 15-minute urogram (supine position), showing 
dilation of right renal pelvis and upper calyx. Right, 15- 
minute urogram (upright position), showing dye trapped in 
upper right renal calyx. 

Congenital renal anomaly (fig. 7) accounted for 
about one-fourtli of the urinary abnormalities found. 
Tile correlation between renal anomaly, ptosis, and 
presence of significant hematuria was striking. I 
have found that these anomalous kidneys are more 


prone to trauma than are normal kidneys. The pos¬ 
sible mechanism of these changes is discussed 
below. 

A more puzzling observation was the frequent 
association of boxing hematuria with bleeding from 
other tissues. For example, 60% of the subjects who 
suffered postbout lacerations of the eyelid, face, or 


As, 

Fig. 6.—Right retrograde pyelogram, confirming irregular 
pericalyceal compression of stalk of superior calyx. Appear¬ 
ance time of indigo carmine from right kidney was eight 
minutes. Boxer was hospitalized because of gross, painless, 
postbout hematuria; he was subsequently retired. 

head showed significant hematuria. Tire possible 
factors producing tliis correlation are also discussed 
below. 

Infections of the lower urinary tract, such as 
chronic cystitis, prostatitis, and posterior urethritis, 
were not important etiological agents in producing 
significant boxing hematuria. Similarly, passive 
congestion was of secondary importance. There 
were five instances of hemospermia, a condition 
which tends to recur in certain individuals. 

Supplemental Observations.—Data for control 
groups confii-med tire impressions obtained in the 
pugilists themselves that bo.xing hematuria is the 
result of the specific bodily contact and strenuous 
exercise characteristic of the sport, superimposed 
on a susceptible renal parenchyma. 

Hematuria is not ordinarily elicited by the emo¬ 
tional stress of the competitive situation. Thus, the 
132 stand-by boxers who were in readiness for 
competition but did not actually box had the same 
evening elevations in blood pressure, pulse rate, and 
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temperature as the boxers who went into the ring. 
Results of urinalyses in the former group remained 
normal, while those in one-fourth of Ae over-all 
group indicated significant hematuria. 

Similarly, exercise alone does not usually account 
for significant hematuria in the professional bo.xer. 
Strenuous gymnasium exercises performed by 100 
professional bo.vers resulted in an incidence of 
significant hematuria of only 4%. This is in contrast 
to the incidence of 27% obtained in the same men 
after they had been in the ring. 

The findings in tire 100 nonathlete conti'ols also 
indicate that exercise alone will not cause significant 
hematuria in a normal kidney. In the 25 men with 
completely normal urine specimens who were sub- 
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the susceptible person seemed to be slightly in 
creased. Again, none of tlie 25 men witli nonna! 
urine specimens before exercise and trauma showed 
gross hematuria after the stress procedure. But, in 
the group of 25 with urinary pathology, incluin" 
13 men with significant hematuria, exercise plus 
trauma was followed by significant hematuria in 21, 
A puzzling finding, however, was that the number 
of erythrocytes actually decreased in hvo subjects. 

None of the 100 laymen showed the characteristic 
degenerative renal changes in their intravenous 
urograms which have been described in tire pro¬ 
fessional boxers. Instead, the renal abnormalities 
were tumor, papillitis, pyelonephritis, essential 
hematuria, excessive renal mobility, and renal cwt. 



Fig. 7.—Examples of congenital renal anomaly with postbout hematuria: Left, urogram of featherweight boxer with con¬ 
genital hydronephrosis and hydroureter on right side. Note blood clot in ureter. Athlete responded favorably to sympto¬ 
matic care. Right, five-minute urogram (supine position) of retired heavy'weight boxer, aged 23, with prebout micro¬ 
hematuria. Congenital absence of right kidney was confirmed by cystoscopy and aortography. 


jected to exercise alone, there were no instances of 
significant poste-xercise hematuria and onljr slight 
microhematuria in five. In the group of 25 non¬ 
boxers with urinary abnormalities tliere were 11 
pree.xercise instances of significant hematuria. After 
exercise, 17 veterans showed tliis symiptom. This 
increase confirms the obvious clinical impression 
that a preexisting patliological state greatly in¬ 
creases tire chance that postexercise hematuria will 
be found. 

^^^hen trauma, consisting of 20 mild to moderate 
blows to the loins and abdomen, was added to 
QXGrcisG as a provocation, the risk of hematuria m 


In tire 27 boxers with consistently normal post¬ 
fight urinalyses who were subjected to intravenous 
urography, fully 63% proved to have normal renal 
structures. In the other 37% only minimal degenera¬ 
tive changes of calyces or renal pelves were found, 
and, even in these, concentration and elimination 
of dye were normal. 

Tliese observations would indicate that boxing in 
itself does not usually produce serious renal dam¬ 
age. As previously mentioned, almost every instance 
of significant hematuria cleared within 48 hours. 
Observations in the 20 retired, middle-aged boxers 
xvho had fought hundreds of bouts confirm this 
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impression. In of tlicsc men, findings on uri- 
nalj'sis were nonnul. All the c\-boxcrs had normal 
pulse rates and blood pressures. Results of intra¬ 
venous urograms were normal in 50% and indicated 
mild changes in another 30%; in only 207o were the 
changes considered significant. These consisted of 
excessive renal mobility in two eases, mild to mod¬ 
erate atrophy of the kidney in one, and pyelo¬ 
nephritis after removal of a Calculus in one. 

The data on the nonhoxcr athletes currently un¬ 
der study are still insufficient for formal report. 
Preliminary review would indicate that the findings 
applicable to boxing hematuria apply to a lesser 
degree to most otlier contact sports. Apparently, 
more cases of significant hematuria arc found in 
football players, boxei's, wrestlers, and basketball 
players tlian in hockey players. 

Treatment 

Trauma to the kidney should be given no less 
consideration in treatment than a laceration of an 
eyelid, for example. Boxing authorities rule that an 
atldete is not permitted to participate in ring ac- 
tixnt)' if his eyelid shows a scar which is not suffi¬ 
ciently healed. Although renal tissue heals remark¬ 
ably well, it seems that the required healing time of 
a kidney is not unlike that of the laceration of the 
eyelid. For tliis reason, a minimum rest period of 
30 days is recommended for those boxers in whom 
significant microhematuria tends to recur. When 
gross hematuria occurs, a urologic investigation, 
including intravenous urography, is indicated. The 
atlilete should also have successive urine rechecks, 
particularly after exercise. It is recommended that 
permission for return to ring activity be xvithheld 
until findings on urinalysis are normal. For this 
reason, urinalysis is performed as a standard pro¬ 
cedure before each professional boxing match at the 
New York State Athletic Commission. 

The physical well-being of the boxer must be con¬ 
sidered not only for the moment but for the distant 
future. The physician in charge should not hesitate 
to bar an athlete from activity if there is any sug¬ 
gestion of renal pathology. Demonstration of serious 
renal lesions should result in tlie retirement of the 
pugilist. 

Comment 

Trauma to the kidney, often superimposed on 
congenital malformations, such as hydronephrosis, 
bifid kidney, and ptosis, was the most important 
factor in the production of boxing hematuria. It is 
my impression that boxing trauma may result in 
rupture of delicate veins within the renal papillae 
or pyramids." The resulting hemorrhage may cause 
intercapillary compression about the nephrons. 
Later, there may be organization of a clot xvitli 
proliferation of connective tissue cells.“ The process 


becomes progressive if the athlete is subjected to 
further renal trauma without an adequate period 
of rest and healing. It is probable tliat areas of scar 
tissue result, thus producing the characteristic 
pericalyceal deformities of “atliletic kidney.” 

As previously mentioned, this type of deformity 
most often involves the upper calyces of the right 
kidney, with the middle and lower calyces of both 
kidneys less frequently involved. This preference 
for the upper tliird of the kidney may result from 
the combined effect of repeated trauma to tire 
flank and anterior abdominal wall, the action of tlie 
diaphragm and abdominal muscles, and the crouch 
position associated with the “grunt” reflex. 

Tire frequency with which excessive mobility 
was found suggests that the techniques embodied in 
the sport of boxing may be contributing factors in 
this condition. The crouch position which is taken 
by many professional boxers in the ring predisposes 
to anterior displacement of the kidney. This ab- 



Fig. 8.—Fifteen-minute right lateral urogram of boxer in 
crouch position, showing anterior displacement of kidney. 


normal position may tend to dislocate the kidney 
from its fossa, causing excessive strain on its fascial 
envelope (fig. 8). The “grunt” reflex employed by 
many boxers in delivering a blow causes the dia¬ 
phragm to contract against the kidney. This is an 
additional factor in renal displacement. The loss of 
perirenal fat may be a predisposing factor to atli- 
letes in training. The superficial and deep abdom¬ 
inal muscles also contribute to displacement by 
producing reflex changes in intra-abdominal pres¬ 
sure. Excessive renal mobility may result in 
interference witli venous return, producing venous 
stasis. The delicate distended veins in the pyramids 
become more easily prone to trauma. The secon- 
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darily congested nephron may develop impaired 
function, permitting die passage of erythrocytes and 
protein. 

In the observation of boxers in the study, I was 
impressed with the fact that 60% of tlie subjects 
who suffered postbout lacerations of the eyelid, 
face, or head showed significant hematuria. Many 
seasoned veterans go through an entire career with 
little or no history of laceration. Other individuals 
“cut” easily regardless of boxing experience or the 
number of rounds boxed. It is possible that this 
correlation exists purely by chance and that a badly 
beaten athlete is more prone to lacerations and 
renal trauma. It is my theory, however, that ab¬ 
dominal trauma may have a direct or indirect effect 
on the adrenal gland or liver. As a result of trauma 
to these organs, a toxic, enzymatic, or hormonal 
product may develop within the blood stream. Dur¬ 
ing the stress of activity this abnormal circulatory 
agent may prolong the prothrombin time or affect 
capillary fragility. With rest the circulatory picture 
rapidly returns to normal. 

The data collected in this investigation may be 
applicable to the study of renal trauma not only in 
the field of sports but in accidental renal injuries 
as well. There is a striking degree of correlation 
between congenital renal anomaly, ptosis, and sig¬ 
nificant boxing hematuria. Because of inherent 
weakness of parenchymal vessels and fascia, die 
architecture of the kidney with congenital anomaly 
is more prone to trauma than is the normal kidney. 
Apparently, rupture of delicate pyramidal veins 
frequently results from renal trauma, initiating 
hematuria. Therefore, congenital anomalies of the 
kidney may induce a weakening of not only the 
supporting tissues but the more delicate vascular 
tissues as well. This theory should be confirmed 
with serial section studies of the renal tissue, a 
task not easy to accomplish. An appeal is therefore 
made to the profession in general, and to urologists 
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and pathologists in particular, to make special serial 
sections of traumatic renal tissue of athletes in the 
operating room or on the autopsy table. 

Summary 

Boxing hematuria is usually an innocent, transi¬ 
ent, and painless symptom. \\^en it tends to recur, 
urologic survey is mandatory. Chronic renal trauma 
is die most important factor in hematuria in boxers. 
This condition is common in congenital anomalies 
and ptosis. Renal trauma does not handicap the 
athlete unless it is accompanied by obstructing 
lesions. 

The incidence of boxing hematuria, renal mo¬ 
bility, and “athletic” kidney is higher in white than 
in nonwhite boxers. Further studies, including 
serial section of renal tissue and hematological ob¬ 
servation, are indicated. Withdrawal from activity 
is paramount in the treatment of hematuria in 
boxers. Rest period is variable. 

32E. e4th St. ( 21 ). 
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S URGICAL TREATMENT OF TRIGENONAL NEURALGIA.-It is our opinion 
that the extradural, preganglionic neurotomy as originally advocated by 
Frazier and Spiller, and later improved by Adson, is the most effective surgical 
procedure for the treatment of trigeminal neuralgia. Properly performed, the opera¬ 
tion is an anatomical one which gives relief from excruciating pain. Properly pre¬ 
pared psychologically before operation for the loss of sensation which must be in¬ 
curred for the permanent relief of pain, the majority of patients do not suffer from 
paresthesias which interfere with their lives or the peace of the surgeon. Corneal 
ulceration occurs only after direct trauma to an insensitive cornea and is not the 
result of a trophic loss, independent of injury. Facial weakness arid herpes labialis 
which occur immediately following operation are caused by excessive and unneces¬ 
sary handling of the ganglion in the latter instance, and to elevation of the dura 
mater from the floor of the middle fossa too far posteriorly, in the first instance.- 
Daniel Ruge, M.D., Ruben Brochner, M.D., and Loyal Davis, M.D., A study of the 
Treatment of 637 Patients with Trigeminal Neuralgia, Journal of Neurosurgery, 
September, 1958. 
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SURPRISING GROV^^TH OF VOLUNTARY HEALTH INSURANCE IN 

GREAT BRITAIN 

J. F. Follmann Jr., New York 


It is a matter of interest to American physicians 
and surgeons, as well as others, to know that 10 
years after the advent of the National Health Serv¬ 
ice voluntary health insurance is being purchased 
by the jieople of Great Britain at an increasing rate. 
Not onl)' has the ad\'ent of the National Health 
Service failed to eliminate the various forms of vol¬ 
untary health insurance, as had been expected gen¬ 
erally, but the years since its inception have borne 
witness to an increasing need, and hence a demand, 
for privately puchased insurance. 

Prior to 194S, when the National Health Service 
became efFccti\'e, insurance against the costs of 
medical care was provided principally b)' nonprofit 
plans known as hospital contributory schemes. 
These organizations, which grew out of the Vic¬ 
torian Saturday funds, have distinct points of simi¬ 
larity to Blue Cross plans in tlie United States and, 
in fact, some consider them as the progenitor of 
Blue Cross.' Under tliese schemes, small amounts 
were collected weekly in return for which the 
breadwinner and his dependents were admitted to 
a voluntar)' hospital without having to make further 
pajment. If admitted to a local authority hospital, 
tlie scheme made "some payment,” thereby avoiding 
for tlie patient the required “means” test. Gradually 
supplementary benefits w'ere added, such as ambu¬ 
lance conveyance, convalescent home treatment, 
loan of sick room equipment, dentures, and optical 
and surgical appliances.' 

By 1947, diere were some 450 hospital contribu¬ 
tory schemes covering about 10 million, mostly low 
income, contributors and their dependents, this be¬ 
ing about half the population of England and 
Wales.' 

Protection was also made available prior to 1948 
by nonprofit organizations called provident associa¬ 
tions, their principal coverages being hospital and 
nursing home (private hospital) care and the costs 
of surgery, consultation, and specialists. Many of 
these associations were aflSliates of the hospital 
contributory schemes, and consequently there were 
many points of similarity between tire two. 

The insurance companies in Great Britain, on the 
other hand, and unlike their counterparts in the 
United States, for the most part limited their cover¬ 
ages in respect to accidents and illnesses to loss of 
income, writing little in the way of hospital or medi¬ 
cal cost insurance." 


Director of Information and Research, Health Insurance Association 
of America. 


Volunfary health insurance is being pur¬ 
chased by the people of Great Britain at an 
increasing rate. The schemes that have sur¬ 
vived since 1948, when the National Health 
Service became effective, are generally in¬ 
dependent legal entities serving groups of 
hospitals; the principal and most costly bene¬ 
fit now offered is a cash payment to the 
confribufor, and in many cases to his wife, 
while hospitalized. Treatment in convalescent 
homes is the most widely provided benefit. 
In addition to these hospital contributory 
schemes, there are provident associations 
whose principal coverage is against the cost 
of maintenance in hospital private wards and 
nursing homes and toward the private fees 
of consultants, specialists, and surgeons. One 
such organization has increased the number 
of its contributors from 34,000 in 1949 to 
283,000 in 1957. Analysis of the reasons 
for such growth reveals no reasons why it 
should not continue. Similar analysis of the 
health insurance mechanisms operating in 
the United States leads to the conclusion 
that a government approach on a broad 
population basis is neither necessary nor 
desirable. 


The National Health Service 

In 1948, the National Health Service became 
effective. Its purpose was to provide comprehensive 
medical care and services to all the people of Great 
Britain, the costs to be borne by funds derived from 
taxation. The services provided include hospital 
care, medical care provided by the physician—gen¬ 
eral practitioner, the specialist—or through public 
health agencies, dental care, ophthalmic care, and 
drugs and appliances. However, certain charges are 
made for certain forms of care or for certain medi¬ 
cations or appliances. In subsequent years, the inci¬ 
dences for which these charges were made and the 
amounts of these charges have been increased, par¬ 
ticularly with respect to dental care, drugs, and 
optical appliances. These charges, it seems, have 
been occasioned by a realistic endeavor to maintain 
the costs of the NHS within reason in relationship 
to the national income and the national budget and 
to limit abuse or excess usage. In addition, certain 
forms of care, such as that in nursing or convales- 
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cent homes, are not readily provided by the scheme, 
and, if private hospital accommodations are chosen, 
no benefits at all then derive from the NHS in re¬ 
gard to hospital care.® These elements of the NHS 
are mentioned here because they have direct rela¬ 
tionship to voluntary insurance in Great Britain as 
it has redeveloped and grown since 1948. 

Hospital Contributory Schemes 

Since the advent of the NHS, the insurance com¬ 
panies in Great Britain do not appear to have made 
any appreciable changes in their practices in respect 
to protection against the costs of medical care. The 
coverages written appear to be the same as those 
extant prior to 1948, namely, protection against loss 
of income. In addition to this, most of the hospital 
contributory schemes, which were part and parcel 
of the voluntary hospitals, had their assets taken 
over under the National Health Act and went out 
of existence. This action of the government paral¬ 
leled the absorption of most of the voluntary hos¬ 
pitals under the NHS. 

However, those schemes which survived were, for 
the most part, the larger schemes which were inde¬ 
pendent legal entities serving groups of hospitals. 
These determined to offer specific benefits to their 
contributors supplementary and ancillary to those 
obtainable under the National Insurance and Health 
Service acts. Two main approaches were taken. 
Some schemes preferred to tie tlie benefits closely 
to the hospital service. Others regarded extra hos¬ 
pital benefits, such as assistance toward the cost of 
dentures, spectacles, and surgical appliances as im¬ 
portant objectives, these being some of the services 
for which charges were made under the NHS.‘ 

The principal and most costly benefit now offered 
is a cash payment to the contributor, and in many 
cases his wife, while hospitalized. The purpose of 
this benefit is to help make good the loss of wages 
of the breadwinner resulting from being hospital¬ 
ized and the added expenses when the \vife is hos¬ 
pitalized. Convalescent home treatment is, however, 
the most widely provided benefit. Seven of the 
schemes own convalescent homes, 27 such homes 
being so owned. The other schemes contract -vvith 
private convalescent homes. Since, under the NHS, 
convalescent home care is provided only if a pa¬ 
tient needs medical treatment and nursing during 
coiivalescence, the interest in this benefit proxdded 
by the contributory schemes can be understood. 
Two large schemes provide only convalescent home 
benefits.' 

The charges under the NHS for dentures, dental 
care, optical appliances, surgical appliances, and 
drugs have been mentioned. As these were estab¬ 
lished or increased, some of the voluntary schemes 
provided coverage to the extent of one-half the gov¬ 
ernment charge. Full coverage of the charges is not 
provided, since this would result in abuse. Dental 
care benefits are limited to the partial cost of den¬ 
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tures, and no coverage is provided for general den¬ 
tal care. Many schemes had provided similar bene¬ 
fits prior to institution of the NHS.* 

Contributions or premiums for the benefits are 
collected as economically as possible, usually on a 
payroll deduction basis, with some employers as¬ 
sisting in these payments. Another method used for 
the collection of contributions is the purchase of 
stamps on a weekly basis from tobacconists, chem¬ 
ists, and news agents. The government also permits 
its employees to have payroll deduction for the pay¬ 
ment of contributions. Schemes operating in agricul¬ 
tural areas experience higher administrative costs, 
since individual collections, requiring the establish¬ 
ment of branch offices, are necessary.* 

In 1953, there were more than 39 such hospital 
contributory schemes.. Their total income in that 
year was over 2,225,000 pounds. In 1953, these 
schemes had 3,612,798 contributors and coverage 
included eligible dependents in addition.'* 

Provident Associations 

The provident associations also managed to sur¬ 
vive. The principal coverage provided by them to¬ 
day is against the cost of maintenance in hospital 
private wards and nursing homes and toward the 
cost of fees of surgeons, anesthetic services, con¬ 
sultants, specialists, home nursing care, therapy, and 
diagnostic services. This coverage is more easily 
understandable in the United States, since it has 
points of similarity to the hospital, surgical, and 
medical coverages written by insurance companies. 
The benefits are directed at the costs of the more 
serious illnesses rather than at those of minor ail¬ 
ments. There is an upper limit of indemnity under 
the coverage within each year. No benefits are 
available for treatment by general practitioners. 
Normal maternity care is excluded, and drugs, ap¬ 
pliances, hearing aids, and spectacles are not paid 
for. There is a waiting period of three months for 
new individual subscribers but not for groups. 
Outpatient services are subject to certain limitations 
as to amounts payable, and certain types of illnesses 
are excluded, such as normal dental treatment, 
mental disease, and chronic illness. All covered care 
must be on recommendation of the family doctor.’ 

Die provident associations are reported to cater 
to those members of the public who want to make 
mutual provision for the high cost of maintenance 
in hospital private wards and nursing homes and 
for the private fees of consultants, specialists, and 
surgeons.® 

The exact extent of this growth of voluntary 
health insurance in Great Britain is not known. 
One recent estimate, however, places the number 
at 4 million contributors who, with their dependents, 
are estimated to constitute one-quarter of the popu¬ 
lation of England and Wales.* While.this estimate 
is by no means as great as the extent of voluntary 
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coverage prior to 1948, being about onc-half, it 
is nonetlilcss remarkable in the face of the Na¬ 
tional Health Service. 

Of more significance is the rate of growth of this 
coverage in recent years. Enrollment in the British 
United Provident Association alone has increased 
from 34,000 contributors in 1949 to over 300,000 
today." Since the BUPA is the most prominent 
writer of coverage in Britain, this growth rate is 
significant. To these figures, of course, must be 
added the dependents of the contributors, the total, 
therefore, being about double the figures shoum 
here. It is particularly to be noted that this rate of 
growth for the BUPA has accelerated most par¬ 
ticularly in the past few years, as is e.xemplified in 
the table. 

Over one-half of the present enrollment is now on 
a group basis. 

Reasons for Growth of A^oluntary Coverage 

Several reasons are attributed to this growth of 
voluntar)’ coverage. One, as has been stated, is the 
element of charges and the means or needs tests 
under certain aspects of the National Health Ser\'- 
ice. Another is die desire of a patient for privacy 
when ill. Still another arises out of the fact that 
some persons cannot afford to wait for beds in the 
goi'emment general wards, these waits being, ap¬ 
parently, a real problem of some magnitude. For 
e.\ample, at the end of 1956, 431,000 persons were 
reported to comprise the waiting list for hospital 
beds. Tlie length of the waiting period varied by 
type of hospital and nature of illness. Hence, for 
general surgical cases the wait varied from 53 days 
in nonteaching hospitals to 70 days in the provincial 
teaching hospitals. For patients with ear, nose, and 
throat diseases, the wait ranged from 87.6 days in 
the London teaching hospitals to 135 days in non¬ 
teaching hospitals. A still furtlier reason is assist¬ 
ance in affording private specialist treatment; there 
seems to be a desire for freedom of choice in tlie 
selection of surgeons, specialists, and consultants. 

Not too much seems to be known about the land 
of persons who are purchasing the protection. Con¬ 
tributors to the provident associations appear to be 
mainly of the middle class. Wiether this is true of 
the contributory schemes is not known, since these 
contributors pay their premiums on a weekly basis 
and, hence, might have direct similarity to indus¬ 
trial or weekly premium policyholders in the United 
States. One opinion expressed to me was that an 
element of snob appeal is present in this growth of 
voluntary coverage. It is questionable, however, 
that this factor alone, or even mainly, could account 
for the appreciable growth of coverage since the 
NHS was started. 

While the reasons for the growth of voluntary 
insurance stated here are in the realm of impression 
or speculation, they find substantiation in a seven- 
month study made in 1956 by Paul F. Gemmill, pro¬ 


fessor of economics at the University of Pennsyl¬ 
vania. As part of his study, Dr. Gemmill conducted 
a questionnaire survey of a segment of the British 
public and the medical profession. One question 
asked was this: “Do you now have, in addition to 
the National Health Service and National Insur¬ 
ance, membership in any societies or insurance 
schemes which, in case of illness, would pay part 
or all of your hospital or doctor’s bills? If so, why 
do you feel that you need such additional ‘protec¬ 
tion’ since NHS promises to provide for all health 
needs?’’ The response to this question showed that 
29.8% of those questioned had such additional pro¬ 
tection. The reasons for having the additional pro-: 
tection varied, but, in general, they were as follows; 
“extra illness cash,’’ “subscription small and worth 
paying,” “for private room,” “for emergencies,” “for 
extras,” “for semi-luxuries,” “for home help,” “for 
private ward,” “for convalescent home,” “for added 
comforts,” and “was previously a member” {this one 
was often repeated).’’ Certain differences in these 
responses might be accounted for by the differing 
types of coverages made available. 

Rate of Growth of British United Provident Association 
Contributors, No. Net Incrense, No. 


I'JtO. 34,000 

1050. 35,000 1,000 

1951 ... 44,000 9,000 

1952 . R9,000 25,000 

1953 . 105,000 SC,000 

1954 . 162,000 57,000 

1955 . 214,000 52,000 

19.VJ. 253,000 33,000* 

1957. 233,000 31,000 


•Decrease In rate ol growth In 1950 re.snlted from Imposition of 
upper nge limit of 05 on new enrollees. 

Trends for the Future 

’There appears nothing in the picture of the fore¬ 
seeable future which would indicate other than that 
this growth of voluntary insurance will continue. 
'This growth might, in fact, be reasonably e,xpected 
to accelerate, provided the economy remains stable. 
Obviously, certain changes in the nature or extent 
of the services provided by the NHS could affect 
this either way, but these do not appear to be in 
tlie ofling. 

There are two developments, however, which 
should he mentioned, since they could have.marked 
effect on the future. One of these is a study to be 
made by the British Medical Association. Dr. J. 
Leslie McCallum, a member of the Council of the 
British Medical Association, has described the sit¬ 
uation thus ®: 

There is still a good deal of private practice and . . . there 
is a good deal of room for insurance-assisted private practice 
in the United Kingdom. . . . The British Medical Associa¬ 
tions have decided to set up a committee of their own to 
investigate the workings of the National Health Service. . . . 
Should such a committee conclude that insurance should 
play a bigger part than it does now in the public service and 
the government accept its findings, then the situation would 
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be vastly different, botli for the public economy of Great 
Britain and for tlie insurance world and, of course, tlie 
doctors. 

For private hospital facilities there are already three or 
four companies who are catering for a real need for a small 
annual premium, and several of us on our side are drawing 
up schemes for grants-in-aid on insurance principles to help 
keep alive private practice. . . . Some of us will go on in¬ 
vestigating such schemes as contracting out of Goveriunent 
National Insurance and insurance plus government cover for 
sickness, on the lines of the Australian scheme, with suitable 
tax reliefs for premiums, because we feel that there must 
be an alternative to govem-controlled Medicine. 

Tlie other development to which reference has 
been made is an outgrowth of a movement called 
Fellowship for Freedom in Medicine. This move¬ 
ment, which has no ties to the British Medical Asso¬ 
ciation, appears to have as its general purpose the 
promotion of the private practice of medicine and 
the development of a scheme as an alternative to 
that of the NHS. Such a scheme would be based on 
“real insurance principles under which doctors and 
hospitals will charge fees for services rendered, 
and the bulk of these fees will be covered by in¬ 
surance supported by a state subsidy; the states 
contribution will be less than 50% of the charges 
incurred; those who cannot afford to pay insurance 
premiums will not be required to do so; the state 
will bear full responsibility for them and their de¬ 
pendents; and provision will also be made for re¬ 
ducing the heavy cost to the taxpayers of drugs and 
appliances.” ® 

Among the purposes of the proposed scheme are 
that of putting more responsibility for his health 
on the patient, of giving him a greater influence on 
the quality of the services he receives, and of restor¬ 
ing the principles of private practice for all in¬ 
sured patients.® 

It is noted that the functioning of this proposed 
scheme is restricted to “non-profit-making” organi¬ 
zations. This, presumably, would eliminate from die 
picture the insurance companies. The fact that no 
objection appears to be registered on this score is 
probably due to the fact, as has been noted, that the 
insurance companies in Great Britain have not been 
active in ivriting insurance against the costs of 
medical care. 

In addition to these two developments, a further 
factor has begun to manifest itself which is of direct 
interest here. As voluntary health insurance has 
expanded, so has the demand for private hospital 
accommodations. However, there has been virtually 
no increase in the number of private beds in hos¬ 
pitals available to satisfy this demand, and from 
time to time existing private nursing homes (private 
hospitals) are finding themselves forced to close 
doivn entirely for financial reasons. Such a develop¬ 
ment, naturally, could eventually serve to retard 
the further growth of volimtary insurance somewhat 
unless corrected. Accordingly, the BUPA is sponsor¬ 
ing the financing of the Nursing Homes Charitable 
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Trust, the object of which is to maintain and in¬ 
crease the number of existing private accommoda¬ 
tions. 

Comparison of Trends in Great Britain 
and the United States 

One is impelled to strike comparison between the 
situation in Great Britain prior to 1948 and that in 
the United States in 1958. Despite obvious differ¬ 
ences in the economy, the effects produced by two 
long wars, and certain differences in traditions and 
outlook, there appear to be certain other variances 
worthy of note. 

One of tliese is what appears to have been the 
marked reticence of the well-established insurance 
companies in Great Britain to xvrite coverages which 
would serve to spread the costs of medical care. 
This reticence had its counterpart in the United 
States until about txvo decades ago but by no means 
can be considered as existing today. To the contrar)', 
the majority of Americans having voluntary health 
insurance protection today are covered by the in¬ 
surance companies. 

Another is the failure of the insuring mechanisms 
in Britain prior to the inception of the NHS to pro¬ 
tect more than half of the population. Here it is 
recognized that in 1948 less than half of the United 
States population had some known protection. In 
the intervening years, however, this coverage has 
grown to about 70% in the United States and is 
still growing. 

A third factor, somewhat related to the preceding 
one, was the apparent hesitancy on the part of the 
British mechanisms to use the group approaches on 
a large scale in writing their coverages. This ap¬ 
proach is largely accountable for the rapid growth 
of coverage in the United States and, in fact, seems 
accountable for a good bit of the recent growth in 
the United Kingdom now that it is being advanced 
on a broader scale. Here, of course, the attitude of 
employers and labor unions plays an important role. 

A final point appears to be in the quality' of the 
insurance benefits made available. For the most 
part, the benefits offered in Great Britain prior to 
the advent of tlie NHS appear to have been small in 
amount and limited in scope, pitiably so in some 
cases. While they certainly offered some protection, 
they do not seem to have even reasonably ap¬ 
proached offering real assistance in cases of serious 
illness. In the United States today', on the otlier 
hand, appreciable assistance is rendered by all types 
of mechanisms, particularly since the innovation and 
advancement of the insurance companies of major 
and comprehensive medical expense coverages. 
While the actual degree of coverage in the United 
States can be disputed because it is not clearly 
known, and while the optimum protection as a 
desideratum is unresolved in a maze of varying 
philosophies, it would seem a truism that voluntary' 
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Iicalfli insurance protection in tiie United States 
today is on much firmer ground than was the case 
in Great Britain prior to functioning of the NHS. 
It is believed tliat this fact is often too little under¬ 
stood. 

A\'hcn one considers that health insurance in the 
United States is still growing rapidly, that many 
differing means are being einplo>'ed, and that it is 
vital with experimentation and evolutionary de¬ 
velopment, the respective situations—the United 
Kingdom in 1948 and the United States in 1958—do 
not appear to be at all comparable. The remarkable 
response of the various tj^pes of health insurance 
mechanisms in the United States to the marked 
changes which have occurred in the field of medical 
economics would seem to stand as a clear indica¬ 
tion that a government approach on a broad popula¬ 
tion basis is neither necessary nor desirable. 

750Tliird Ave. (17). 
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CLINICAL NOTES 


EFFECT OF PREDNISONE IN THE TREATMENT OF 
MALIGNANT EFFUSIONS 

Jorge Franco, M.D., Byron E. Hall, M.D. 

and 

Donald R. Hales, M.D., San Francisco 


About 30% of tlie patients with metastatic malig¬ 
nancy develop significant effusions in the pleural, 
peritoneal, or pericardial eaxaties.' Rarely, the fluid 
has the characteristics of a transudate, as in some 
cases of mediastinal adenopathy, or a high content 
of fats, as in chylous effusions. More commonly, its 
physical properties resemble those of an exudate, 
with a specific gravity in the neighborhood of 
1.016, a protein content higher than 3.5 Gm.%, and 
■a high number of cells in the sediment. It was for 
the latter type of e.xudative effusions that the intra- 
caMtar)' administration of radioisotopes and alky¬ 
lating agents was proposed; it was presumed that 
the effectiveness of this form of therapy was due 
to liigh local concentration of the cancerocidal 
agent coming into direct contact witli the malig¬ 
nant tumor implants on the serosa surfaces.^ 

In general, it is estimated that with either radio¬ 
isotopes or chemotherapeutic agents it is possible 
to achieve control of the effusions in about 60% 
of the cases; this therapy is contraindicated in pa¬ 
tients with severe bone marrow depression and in 
those with loculated effusions with multiple ad¬ 
hesions.^ 

From the Department of Medicine, Stanford University School of 
Medicine. 


Since it has been shown that corticosteroids will 
inhibit tuberculosus effusions^ and experimentally 
induced ascites,’ it was felt that the steroids might 
delay the reaccumulation of fluid in malignant ef¬ 
fusions, should an inflammatory component be 
present. 

Material and Methods 

Dosages comparable to those used for tuber¬ 
culous exudates (30 mg. of prednisone per day in 
three dmded doses) were given to 26 patients 
writh pleural effusions (17 cases) or ascites (11 
cases) secondary to carcinoma of the ovarj', breast, 
and lung, lymphosarcoma, osteosarcoma, melanoma, 
adenocarcinoma of the gallbladder, Hodgkin’s dis¬ 
ease, and fibrosarcoma (neurofibrosarcoma). In all 
the patients the fluid had characteristics resem¬ 
bling those of an e.xudate. Malignant cells were 
found in the fluid of 24 patients. After what was 
considered the ma.ximum effect was obtained (gen¬ 
erally in about four weeks), the dose of prednisone 
was gradually decreased to reach a smaller main¬ 
tenance dose, which usually was around 15 mg. 
a day. 

Comparison of tlie total volume of fluid removed 
and number of aspirations performed over com¬ 
parable periods of time, before and during steroid 
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therapy, were the criteria used to determine the 
effect of therapy. Jhe results were considered (1) 
good when there was no need for additional para¬ 
centesis; (2) fair when the need for paracentesis 
and the volume of fluid removed were decreased 
by more than 50%; (3) undetermined when the 
patient died during the first month of therapy; and 
(4) failure. 

Results 

In favorable cases, the clinical improvement was 
evident within three to five days. Roentgenologic 
evidence of improvement occurred within the first 
three weeks. 

In 14 of the 26 patients, it was possible to control 
the reaccumulation of fluid during the administra¬ 
tion of prednisone for periods of up to 11 months. 
These results are expressed in relation to the type 
of neoplasia and the site of effusion in the table. 
Rapid reaccumulation of fluid occurred in two pa¬ 
tients on sudden discontinuation of steroid therapy. 
One of them responded to a second course of pred- 


Results of Prednisone Treatment in Malignant Effusions in 
Relation to Tumor Type and Localization of Effusion 


Primary Tumor 

Breast . 

Ovarian . 

Lymphosarcoma 
Other . 


Results 

Uncle- 
tcr* Fall- 

Good Fair mined ure Totals 

41 4 ... 9 

3 ... 1 ... 4 

4 . 2 6 

3 3 ... 1 7 


Total . 14 4 5 3 26 

Effusion* 

Pleural . 9 3 2 3 17 

Peritoneal . 7 1 3 ... 31 


* Two of 26 patients had ascites and pleural effusion simultaneously. 


nisone therapy; the other died before treatment 
could be evaluated. No evidence of tumor regres¬ 
sion was observed in these patients. 

Complications.—In one patient there occurred a 
reactivation of pyelitis, due to Escherichia coli, 
which was responsive to therapy with chloram¬ 
phenicol. Oral moniliasis occurred in Uvo other pa¬ 
tients. Two patients who had histories of peptic 
ulcer showed no evidence of reactivation of the 
ulcer while receiving steroid therapy. However, 
they were maintained on ulcer diets and given 
aluminum gel prophylactically. Moderate sodium 
restriction and intermittent use of oral diuretics 
were necessary in one patient to control sudden 
weight gains of up to 6 lb. (2.7 kg.). 

Comment 

In this limited series of patients with malignant 
effusions, the response to prednisone therapy did 
not appear to depend on known sensitivity of the 
tumor to cortisone therapy, such as has been re¬ 
ported in breast carcinoma and lymphosarcoma. 
This, plus the lack of tumor regression, suggests 
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that the effect was not due to direct tumor suppres¬ 
sion. Patients in terminal condition frequently ex¬ 
perienced varying degrees of relief of dyspnea and 
improvement in their general condition. 

At present, it seems that the results of steroid 
therapy in neoplastic effusions do not depend ex¬ 
clusively on anti-inflammatory action. Recently, 
Fraisse and co-workers,® Riemer,’ and Fabre' have 
independently reported favorable results with pred¬ 
nisone in the treatment of cirrhotic ascites and car¬ 
diac edema, conditions in which no inflammator)' 
factor has been demonstrated. Similar effects in 
apparently such different situations (tuberculous 
effusion, malignant effusions, cirrhotic ascites, and 
cardiac edema) could well be related to adrenal 
inhibition with decrease in the utilization of al¬ 
dosterone. This, however, does not seem to be the 
only factor, because we have followed some pa¬ 
tients with breast carcinoma who developed proved 
malignant effusions several months after bilateral 
adrenalectomy. 

The action of the steroids is probably the result 
of multiple mechanisms: neutralization of e.xudate 
at the site of the inflammatory response °; decrease 
in capillary permeability; changes in the electrolyte 
and protein balance; improvement of hematopoiesis; 
and possibly other factors about which little is 
known at present. 

Summary 

The most common type of neoplastic effusion 
occurs as a result of tumor implantation on tlie 
serosa membranes; it usually has the characteristics 
of an exudate; and it can be effectively controlled 
in about 60% of cases by means of tire intracavitar)’ 
administration of cancerocidal agents (radioactive 
isotopes and alkylating agents). 

An attempt to modify the inflammatory' reaction 
of tlie serosa membranes xvas made by means of the 
administration of prednisone. Txventy-six patients 
with neoplastic effusions were treated for periods 
of 1 to 11 montlis. The initial dose of prednisone 
was 30 mg. a day. After the first month it was grad¬ 
ually reduced to reach the smallest maintenance 
dose possible. Effective and rapid control of fluid 
was attained in 9 of 17 patients with pleural effu¬ 
sions, and in 7 of 11 patients with ascites. 

Stanford University School of Medicine, Clay and Webster 
streets (15) (Dr. Hall). 

This study was supported by a grant from the National 
Cancer Institute, National Institutes of Health, U. S. Public 
Health Service. 

References 

1. Clarke, T. H.: Radioactive Colloidal Gold Auin 
Treatment of Neoplastic Effusions, Quart. Bull. Northwest¬ 
ern Univ. M. School 26:98-104, 1952. 

2. Muller, J. H.; Zur medizinisch-tlierapeutischen Ver- 
wendung der kiinstlichen Radioaktivitat, Bull, schweiz- 
Akad. med. Wissensch. 5:484-510, 1949. Weisberger, A. 
Levine, B.; and Storaasli, J. P.: Use of Nitrogen Mustard 
in Treatment of Serous Effusions of Neoplastic Origin, 
J. A. M. A. 150:1704-1707 (Dec. 31)'1955. 









Vol. JCS, No. 12 


MOVABLE FOOTREST-FOX 


1047 


3. Chang, C. 11.; Jniizon, A. II.; .Skonicck, A. B.; and 
Bo-s'cnbatim, P. J.: Trentinent of Malignant Effusions by 
Intracavi!ar>' Injection of Radioactive Colloidal Gold, Am. 
J. Roentgenol 77x480-492 (Marcli) 1957. 

4. Even, R., and Sors, G.: Indications et resultats du 
traitcinenl dc,s tuberculoses des scrcuscs ct do ccrtnincs 
tuberculoses pulmonairc.s par I’ACTH a.ssocio aux antibi- 
oliQues, Seinaine blip. Paris ;iO:2852-2859 (July 26-30) 
1954. 

5. Franco, J., and Hales, D. H.: Anti-inflammatory Sub¬ 
stances in Malignant Effusions, Clin. Res. «:C1 (Jan.) 1958. 
Goldie, H.; \V:illcer, M.; Jones, A. M.; and Ross, D. E.: 
Inhibition of Serous E.vudation and Ttmior Cell Proliferation 


in Peritoneal Cavities of Mice Given Cortisone, Proc. Soc. 
E.vper. Biol. & Med. IWtSTS-SSl (April) 1954. 

6. Fraisse; Plan; and Brondell: Action de la delta-corti- 
.sone dans les cirrhoses etbyliques avec ascite. Arch. mal. 
app. digest. 40:535-554 (June) 1957. 

7. Riemer, A. D.: Effect of Prednisone in Treatment of 
Refractory Cardiac Edema, Bull. Johns Hopkins Hosp. 
»«t445.453 (June) 1956. 

8. Fabre, J.: Le traitenient des oedemes, Helvet. med. 
Acta 23x381-413 (Nov.) 1956. 

9. Menkin, V.: Direct Effect of Corticotropin (ACTH) 
on Capillary Penneability in Inflammation, Am. J. Physiol. 
I«!»:98-104 (April) 1957. 




UNIQUE MOVABLE FOOTREST FOR ELEVATION OF THE 

LOWER EXTREMITY 

J. DeWitt Fox, M.D., Detroit 


The danger of prolonged sitting without eleva¬ 
tion of the lower e.xtremities or movement of the 
legs has been stressed as a cause of venous and 
arterial thrombosis of the leg vessels. Homans' 
emphasized the frequenc)' of thrombosis of the 
deep leg veins as a result of prolonged sitting, espe¬ 
cially in automobiles. Tall men are peculiarly sus¬ 
ceptible to venous thrombosis after long motor 
trips.' During World War II, Simpson^ noted 21 
sudden deaths from pulmonary embolism in per¬ 
sons in or leaving air-raid shelters. The cause was 
noted to be venous thrombosis of tlie legs, result¬ 
ing from long periods of sitting on chairs or benches 
with the edges compressing the veins. 

An additional modem hazard has been added to 
the sedentarj' American—prolonged television view¬ 
ing, which favors venous stasis. Naide “ has pointed 
out that prolonged television viewing may cause 
venous and arterial thrombosis in the legs and 
reports three cases in point. 

The need for a device to prevent such occurrence 
prompted me to investigate various t)'pes of foot¬ 
rests. Tlie one presented here is unique in design, 
in that it offers relaxation yet favors gentle motion 
of the lower extremities. One disadvantage of the 
ordinary footstool or hassock is compression of the 
calf veins. In persons with poor venous circulation, 
prolonged sitting without elevation of the leg or 
with the calves compressed against a hassock may 
predispose to venous thrombosis. 

The need for the prevention of venous stasis 
while sitting is vital not only to healthy individuals 
with normal circulation but also to patients with a 
wide variety of lower-extremity maladies that re¬ 
quire elevation of the limb. These may range from 
fractures of the bones of the foot, ankle, or leg to 
gout. 


Not long ago, I had occasion to visit a friend who 
had thrombophlebitis. I found him sitting in the 
living room watching television with his affected 
leg elevated on a unique footrest. This device 
favored frequent movement of his toes and feet 
and prevented pressure on the calf while encourag¬ 
ing good venous return by the milking action of 
the calf muscles on bis veins. The device was so 



Movable footrest wliich tiks to the position preferred. 
Note that it does not hook to cliair or compress calf. 


lightweight, simple, and readily available that it is 
reported here as a valuable aid to patients requir¬ 
ing leg elevation or persons in good health who do 
prolonged standing and need a better venous re¬ 
turn at the end of the day. 

The device is a portable folding footrest (see 
figure) that would be valuable to anyone needing 
elevation of the lower limb and a comfort to the 
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person viewing television. It helps prevent venous 
stasis and thrombosis, since its construction favors 
movement of the foot and leg. It can be rocked 
back and forth readily while the toes of the feet 
are dorsiflexed and plantar fle.xed, thus milking tire 
calf veins frequently and keeping quite active the 
circulation of the blood in the lower extremities. It 
does not compress the calf or popliteal area. 

The rest may be moved readily. It fits any chair 
height or length of leg. Because it is portable it 
can readily be folded and carried to the office, ball- 
game, or picnic. This adaptability encourages the 
patient having a need for elevation of the leg to 
keep active and enjoy life to the full while caring 
for his leg. 

If padding is desired, a pillow may be placed on 
the footrest for comfort. The rest is so light and is 
set at such an angle that it favors relaxation, yet 
moderate movement of the feet, in contrast to the 
conventional footstool or hassock, which are sta¬ 
tionary. 

Some of the conditions in which such a foob'est 
would be of value in beatment are as follows: 
tlirombophlebitis, phlebothrombosis (after hospital¬ 
ization), varicose veins, stasis ulcer, fracture of the 
leg bones, ankle, and foot, cardiac or renal de¬ 
pendent edema, l)'mphangibs, contusions or in¬ 
juries to lower extremities or feet, diabetic ulcer of 
tlie foot, arthritis, and after lower-extremity sur¬ 
gery (i. e., bunionectomy). 


J.A.M.A., Nov. 22, 193S 

Prophylactically, the footrest would be appre¬ 
ciated by barbers, surgeons, sales persons, or 
one on his feet all day. Because it favors genile 
calf motion by dorsiflexion and plantar flexion of 
the feet, it favors a return of normal circulation 
in a person having a tendency to venous pooling in 
the feet during the day. 

Summary 

A unique folding footrest favors gentle foot mo¬ 
tion. It is an aid in the treatment of patients need¬ 
ing elevabon of the lower extremity. It also is a 
comfort to persons doing prolonged sitting or tele¬ 
vision viewing to prevent venous stasis and throm¬ 
bosis. 

540 N. Central Ave., Glendale 3, Calif. 

The footrest reported in this study is manufactured by 
Hamilton O. Cornwall Co., South Paris, Maine, and distrib¬ 
uted by Breck’s, Boston. 
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AN OVERWHELMING STRONGYLOIDES INFECTION 

Harold W. Brown, M.D. 
and 

Vincent P. Pema, M.D., New York 


Although infections witli Strongyloides stercoralis 
are usually mild, they can be severe * and some¬ 
times fatal." Tlie patient reported in this paper is of 
interest for several reasons. First, she had a massive 
Strongyloides infection, complicated by a terminal 
Escherichia coli septicemia and meningibs. Second, 
there was a lag of at least 36 years between the 
rime of first infection with the parasite and the 
appearance of severe symptoms. Third, at autopsy, 
there was evidence of an overwhelming internal 
autoinfecbon. 

Obviously, tlie disease must have been present 
for many years in a subclinical state. The intensifica¬ 
tion of her infection followed several abdominal 
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operative procedures, but there must have been 
other less obvious factors also responsible for the 
development of the severe autoinfection. 

It w-ill be recalled that the life cycle of this para¬ 
site usually involves the passage of rhabditiform lar¬ 
vae in the stool. These mature outside the body into 
infective filariform larvae. Ordinarily they then 
penetrate the skin of another host, migrate to the 
lungs, and eventually reach the gastrointestinal 
tract, where they develop into the mature worms. 
In some cases, however, the rhabditiform larvae de¬ 
velop into filariform larvae before they leave the 
gastrointestinal tract. These filariform larvae may 
then invade the wall of the lower intestinal tract 
and migrate by the blood stream and lymphatics 
to the lungs. This is referred to as the autoinfection 
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or » hypcrinfcction phusc of the life cycle. Auto- 
infection, ns in this ease, may eventually be asso¬ 
ciated with severe syniptonis and death. 

Report of a Case 

llie p.iticnt, .1 58-ycar-oltl woman, was first admitted to 
the liospilal in I'cbniar)’, 1954, with niiissi\.c ga-strointe-stinal 
hicctling. SIic was born in Panama and moved to New York 
City 36 years ago. Since then .she bad \i’orkcd as a beautieian. 
An .\-ray examination of the gastrointestin;iI tract indicated 
extensive diverticnlosis withont evidence of divertienlitis or 
Ollier apparent cause for her bleeding. Her hemoglobin 
level at this time was 11.0 Cm. !f, and licr white blood cell 
count was 7,300 per cubic millimeter, with 767 ncntropliils 
and 27 co.sinophils. An c.vplorator}’ ccliotonn' was perfonned. 
Extensive diverticnlosis of the large intestine was found. 
A partial sigmoidectomy was done, accompanied by a trans¬ 
verse colostomj'. E.vamination of the surgical specimen re¬ 
vealed only diverticnlosis and chronic mesenteric lympha¬ 
denitis. 

In April, 1934, the patient was readmitted for closure of 
her transverse colo.stomy. Tlic hemoglobin Icx’cl at this time 
was 12.3 Gin. 7, and white blood cell count showed 87 
co.sinophil.s. In June, 1954, the patient had diarrhea for a 
day or two, accompanied by the passage of bright red blood. 
Her hemoglobin level at this time xs’as 12.4 Gm. 7. She had 
no further bleeding, but there was a continuous lo.ss of 
weight from 131 Ib. (59.4 kg.) to 102 Ib. (46.3 kg.). In 
December, 1954, the patient entered the hospital for the 
repair of an .abdominal hernia at the site of her colostomy 
incision. At this time her hemoglobin level was 13.4 Gm. 7, 
and her white blood cell count was 6,050 per cubic milli¬ 
meter, with 637 polxanorphonuclcar cells and 97 eosinophils. 

Soon after her discharge from the hospital in December, 
the patient had episodes of vomiting, which increased in 
frequency. On readmission to the hospital on Feb. 3, 1955, 
she was vomiting four or five times a day. The vomitus, 
Hsimlly stained green, frcqucntlj' contained recently ingested 
food, but not recognizable blood. On physical examination 
the patient weight 90 lb. (40.8 kg.). Tlie abdomen xx’as 
not distended, and there were no abdominal ma.sses. Four 
positional .v-ray films of the abdomen indicated gas in the 
small intestine and numerous barium-filled diverticula of 
the colon. She xs'as thought to have a partial obstruction in 
the niidportion or lower part of the small intestine, A Millcr- 
Abbott tube was passed. Her hemoglobin level was 13.5 
Gm. 7. She was reliydratcd. On tlie day after her admission 
her scrum sodium level ss'as 121 mEq. per liter, serum 
potassium level 5.1 mEq. per liter, serum cliloride level 
94 mEq. per liter, blood urea nitrogen 25 mg. 7, and senim 
bicarbonate lex’el 21.6 mEq. per liter. 

On Feb. 6 there was an unexplained rise in the white 
blood cell count from 13,000 to 23,000 per cubic millimeter. 
O.xytetracycline (Terramycin), streptomycin, and penicillin 
were given. E.arly on Feb. 9 she complained of a chilly 
sensation with her temperature rising to 100 F (38 C). She 
complained of bcadache but was completely rational. Later 
in the day .she was found unresponsive, her neck was stiff, 
and she had a positive Kernig sign, a definite Babinski .sign 
on the left, and questionable signs of a left-sided hemi- 
paresis. A lumbar puncture revealed a cloudy spinal fluid 
with 8,000 white blood cells per cubic millimeter, 887 of 
which were polymorphonuclear leukocytes. Blood, urine, 
spinal fluid, and throat cultures all revealed gram-negative, 
extracellular, rod-shaped organisms. The patient appeared 
to be in shock with a blood pressure of 100/40 mm. Hg, 
temperature 100 F, pulse 120 per minute, and respirations 
24 per minute. Tlie abdomen xvas soft; no organs or mas.ses 
were palpable. Later in the day tliere was a marked peri¬ 
pheral edema, and tlie white blood cell count was 30,000 
per cubic millimeter, with 847 neutrophils. The erythrocyte 
sedimentation rate was 7 mm. per hour. 


The organism in the blood .stream and spinal fluid was 
identified as Escherichia coli, and, accordingly, penicillin 
therapy was discontinued and chloramphcnical and sulfa¬ 
diazine were added to her antibiotic therapy. She required 
Icvartcrcnol (Levophed) bitartratc for maintenance of blood 
prc.ssiire level, and therapy with hydrocortisone (Hydro- 
cortonc) was started. On Feb. 10 tlie patient became more 
re.s'pon.sivc; .she could answer simple questions and was 
aware of her environment. On Feb. 11 she was in shock, 
her blood pressure became unobtainable, and there was 
evidence of pulmonary edema. She was rapidly digitalized 
and also given streptomycin intrafhccally. Sire died the 
s.ame day. 

The clinical diagnoses were (1) Escli. coli meningitis, 
(2) Escli. coli septicemia, (3) terminal pulmonary edema, 
(4) possible brain abscess of tire right cerebral liemispltere, 
and (5) diverticnlosis of tlie colon. 

Autopsy 

An autopsy was performed after one and one-half 
hours. Only the relevant pathological findings are 
reported here. 

Gross- Examination.—Each pleural cavity con¬ 
tained about 300 cc. of straw-colored fluid. Tlie left 
lung weighed 750 Gm. and the right 875 Gm. There 
was extensive bilateral pulmonar)' hemorrhage. 
Grossly the small intestine was normal expect for 
dilation and severe edema of the duodenum and the 
proximal one-half of tlie jejunum. There were hun¬ 
dreds of diverticula in the colon. The mesenteric 
lymph nodes w'ere four to five times average size. 
The subaraclinoid space over the convexities of the 
cerebrum and cerebellum contained a profuse 
amount of greenish-yellow purulent material. The 
cistema magnum and cistema ambiens were filled 
with similar appearing material. 

macroscopic Examination.—hi the lungs there was 
extensive recent hemorrhage and scattered foci of 
acute lobular pneumonia associated with acute 
bronchitis and bronchiolitis. In addition, there were 
numerous filariform larx'ae in small branches of 
the pulmonarj' artety, in alveolar capillaries, and in 
the alveoli. Sometimes the larvae appeared coated 
with strands of fibrin, and sometimes they were 
marginated by a few mononuclear cells as the)' pro¬ 
jected into the alveoli. No adult worms were seen 
in tlie lungs. The endothelial cells of the pulmonary 
arteries were moderately hyperplastic. Numerous 
larvae were also found in subpleural lymphatics and 
intrapulmonary lymphatics. They were accompanied 
by a mild to moderate chronic inflammatory re¬ 
sponse consisting of a few mononuclear cells, an 
occasional giant cell, some polymorphonuclear 
neutrophils, and occasional eosinophils. In some 
areas the eosinophilic infiltration was predominant. 

There was severe, generalized fatt)’ metamorpho¬ 
sis of the liver. Throughout the liver there were 
numerous small focal granulomatous lesions in 
which filariform Strong)'loides larvae were found 
(see figure. A). These were in the portal areas, 
adjacent to portal veins, as well as within the 
hepatic lobules. They consisted of rounded collec¬ 
tions of large mononuclear cells, multinucleated 
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giant cells, polymorphonuclear leukocytes, some 
eosinophils, plus cellular debris and larvae. In some, 
the multinucleated giant cells had partially phago- 
cytized the larvae (see figure, B); in others tlie 
mononuclears were surrounding the larvae. Many 
lymphatics in tlie larger portal areas also contained 
larvae associated with a polymorphonuclear, large 
mononuclear inflammatory response. 

There were numerous filariform larvae in lympha¬ 
tics of tlie portal vein, gallbladder, pancreas, adren¬ 
als, and thyroid and parathyroid glands. In die base 


adult female worms were seen also in the stroma of 
the lamina propria. Eggs (see figure, D), most of 
which were undergoing development, were also 
present in tlie glands and in the stroma, although 
some seemed to occupy an intraepithelial posi¬ 
tion. There were no ulcerations of the gastric 
mucosa, although the epithelium was hyperplastic. 
There was a moderately severe chronic iniam- 
mation in the lamina propria. There was no pene¬ 
tration of the adult worms beyond the muscularis 
mucosa. 
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Strongyloides infection. A, larva in liver. B, giant cell about lars’a. C, lar\'a penetrating wall of colon into peritoneal cavity- 
D, eggs developing in stomach mucosa. E, larvae and eggs in duodenal mucosa. F, adult parasitic female and larvae in mucosa 
of duodenum. G, larva in mesenteric lymph node. 


of the gastric glands there were numerous rhabditi- 
form Strongyloides larvae and an occcasional adult 
worm. The larvae were coiled and measured ap¬ 
proximately 15 to 20 /t in diameter. In the bottom of 
the glands the larvae appeared to be surrounded by 
an acellular membrane. The larvae were also found 
in the lamina propria of the mucosa. Portions of 


The changes in the duodenum (see figure, E 
and F) and jejunum were essentially similar to 
those seen in the stomach. In one high-power field 
79 larvae were counted in the contents of ifi® 
jejunum. Numerous larvae penetrated the lamina 
propria, the submucosa, the muscularis, and th® 
subserosal lymphatics of the ileum. Occasionally 
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the liir\’ae in the nniscularis wore surrounded by 
large mononuclear cells, eosinophils, and a few 
polj'inorphomiclcar leukocytes. 

There was e.xtensir’c dir'erliculosis of the colon 
with no c\'idcnce of div'crticulitis. Numerous filari¬ 
form larx'ac w'cre found in the lamina propria, the 
muscularis, and in the subscrosal lymphatics. Tire 
larvae were accompanied b)’ the usual inflammatory 
response seen elserr’herc. In one area larvae had 
penetrated through the serosa of the colon and 
projected into the peritoneal cavity (sec figure C). 
Few larvae were present in the fecal material of 
the colon. 

The lymph sinuses of the mesenteric lymph nodes 
(see figure, G) as well as the lymph node paren- 
clnana contained numerous filariform larvae. 
Large mononuclear cells and multinucleated giant 
cells were marginnting some of the larx'ae. In addi¬ 
tion, some giant cells appeared to be phagocytizing 
the lars’ae. 

The leptomeninges of the medulla, cerebellum, 
and spinal cord contained small numbers of poly¬ 
morphonuclear leukocytes and lymphocytes. A few 
similar cells were seen in the walls of tire lepto- 
meningeal veins. Tlie final diagnoses included se¬ 
vere S. stercoralis infection, Esch. coli septicemia, 
and Esch. coli meningitis. 

Comment 

The immediate cause of the patient’s deatli was 
an overwhelming Esch. coli septicemia and 
meningitis. There was also a massive Strongyloides 
infection. The Strongrdoides infection probably con¬ 
tributed to the patient’s death in several ways. The 
lan’ae migrating in a hj'perinfective cycle from die 
intestinal contents could have repeatedly carried 
Esch. coli on dieir surface or in their intestinal tracts 
into the blood stream. Such bacterial infections 
probably occur frequently in patients with Strongy¬ 
loides infections. However, a robust person can 
probably control these bacteremias; otherwise 
fatalities in persons infected noth Strongyloides 
would be more common. 'This patient, however, 
was debilitated and had lost 41 lb. (18.6 kg.) (30% 
of her weight) in a year, due partially at least to 
the'massive Strongyloides infection. This may have 
been one of die factors increasing her suscepti¬ 
bility to bacterial infection. The massive larval 
invasion of many organs and especially the exten¬ 
sive migration of the larvae through the lungs, 
producing extensive hemorrhage, undoubtedly con¬ 
tributed to her death. 

The patient lived in New York City continuously 
for 36 years prior to her death, and therefore her 
massive Strongyloides infection was, in all prob¬ 
ability, due to the hyperinfeedve cycle of the 
parasite. It is very unlikely that infection from the 
soil occurred during her residence in New York. 
There are cases reported in which the infection has 


persisted for 20, 26, and 30 years, presumably 
without infection from an outside source. Except for 
the last year of her life, this patient was free of 
symptoms. Moreover, careful examination of serial 
sections of large intestine, removed at operation 
a year before her death, failed to reveal any 
Strongyloides in this tissue. However, at autopsy 
larvae ^vere jn'esent in very large numbers. As many 
as 79 were counted per high-power field in the 
contents of the jejunum, and lesser numbers were 
counted in the contents of the colon. These findings 
are consistent with the activation of the hyperin- 
fecHve cycle during the last year of her life after 
the partial sigmoidectomy. In addition, there was 
a gradual increase in tlie eosinophil count from 1% 
to 9% during this time. 'This may have been in 
response to an increasing larval migration. 

Numerous filariform larx'ae were found in various 
tissues, and a number of them were obviously dead 
and undergoing necrosis and phagocytosis. It would 
appear that the entrapment and destruction of lar¬ 
vae in the tissues plays an important role in pre¬ 
venting overwhelming Strongyloides infections due 
to the hsTrerinfective cycle. 

'There hirs been considerable speculation con¬ 
cerning tlie e.xistence of a parasitic male adult worm. 
It has been suggested that the adult male passes 
out of tlie gastrointestinal tract of the host after 
mating is accomplished. However, Kreis “ reported 
the presence of parasitic male adult worms in the 
lungs of dogs. A careful examination of many lung 
sections from this patient failed to reveal adult 
worms of eitlier sex. Over 600 adult parasitic fe¬ 
males were collected from a portion of jejunum, 
yet not a single parasitic male adult worm was 
found. 

600 W. 168tli St. (32) (Dr. Brown). 
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ORAL MEDICATION WITH PREPARATIONS FOR PROLONGED ACTION 

Carl A, Dragstedt, M.D., Chicago 


Historical Background 

Attempts to prevent gastric irritation and vomit¬ 
ing by enclosing irritant drugs within gastro-resis- 
tant coatings are credited to Unna and others more 
than 100 years ago. Some of these early coatings 
consisted of keratin, phenyl salicylate (salol), or 
gelatin hardened in formaldehyde. The prepara¬ 
tions were called enteric, since the objective was 
to have them withstand gastric digestion but, never¬ 
theless, disintegrate and undergo absorption in the 
intestine. These preparations were not uniformly 
successful, with respect to this objective. On the one 
hand, some soluble drugs were found able to dif¬ 
fuse through coatings which were satisfactorily 
insoluble in gastric juice, and, on the other hand, 
some enteric preparations were so resistant to dis¬ 
integration and solution that they traversed the 
entire gastrointestinal tract intact. Nevertlieless, such 
preparations continued in use and served a some¬ 
what useful purpose. Attempts to improve upon the 
enteric coatings were made at sporadic intervals, 
but in a more or less desultory fashion, since the 
reasons for doing so did not appear particularly 
persuasive or rewarding. 

As years went by, an increasing number of drugs 
came to be administered by parenteral injection be¬ 
cause of various sorts of limitations to their oral 
effectiveness. During the era when drugs were ad¬ 
ministered virtually exclusively as oral preparations, 
it was recognized that various drugs varied con¬ 
siderably as to the duration of their effects; how¬ 
ever, parenteral administration emphasized this 
distinguishing characteristic among drugs, since 
the gross variable due to gastrointestinal absorp¬ 
tion presumably was eliminated. Tliis, in turn, 
served to focus attention upon the fate of the drug 
within the body and upon tlie roles played by 
bindings, chemical change, storage in inert depots, 
and excretion in determining the duration of the 
drugs sojourn in the body and the consequent 
duration of its effect. More simply, parenteral ad¬ 
ministration emphasized the importance of learning 
the time-course of this disposal even in the instances 
in which mechanisms were little understood, or 
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conversely of learning the blood levels achieved 
by various drug dosages and the time-course of the 
subsequent declines in these levels. 

It was inevitable, of course, that the duration of 
action of a number of drugs did not coincide with 
the clinical or therapeutic desiderata. ^^Tien the 
action was substantially longer than desired, atten¬ 
tion was directed toward synthesizing shorter acting 
congeners; when the action was substantially short¬ 
er than desired, recourse was made to several de¬ 
vices. Some of these, such as the use of probenecid 
to impair the renal excretion of penicillin, are un¬ 
related to the current topic. More commonly, efforts 
were made to delay, and thus prolong, the absorp¬ 
tion of the drug from tlie injected site. This proved 
e.xceptionally fruitful. The various penicillin and 
insulin preparations may be cited as outstanding 
e.xamples of successes in this direction. 

Tliese successes with injectable preparations re¬ 
awakened interest in the possibility of modifying 
Oral preparations of di'ugs so as to delay and prolong 
the absorption and thereby the action of the active 
ingredients, with die comparable objective of im¬ 
proving tlieir dierapeutic effects. As a result of this 
interest, the market is now more or less deluged 
with preparations purporting to have , delayed ac¬ 
tion, repeat action, and sustained action. The rush 
to prepare all sorts of medicaments in some one of 
the prolonged forms has been so great tliat one 
manufacturer taunted his competitors by preparing 
a long-acting placebo. Before the contagion be¬ 
comes too general, it seems appropriate to survey 
the problem in a general way. 

Preparations for Prolonged Action 

Manufacturing Methods.—The methods for mak¬ 
ing preparations designed for delayed disintegration 
and absorption will be referred to only in generai 
terms since this is a pharmaceutical problem. 
of them fall into two categories: (1) those in which 
the active drug is coated with some agent more or 
less resistant to gastric digestion or which dissolves 
or disintegrates slowly in any fluid (e. g., 
waxes, fatty acids, shellacs, glycerinesters) and (31 
those in which the active drug is adsorbed on an 
ion-e.xchange resin from which it is rather slowly 
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eliitcd. An enormous variety of agents of the first 
category lias been slucliccl, and their \'ery number 
is sometliing of a mute testimonial to the fact that 
none has been found to be uniformly successful. 
Tliey are marketed in the form of tablets, capsules, 
and liquid suspensions. Some of them are made 
after the fashion of the old-time “jaw-breaker” 
candies of our childhood days, the alternating con¬ 
centric rings of assorted colors in the candy having 
their counterpart in alternating rings of coating 
material and dnig. Still others arc prepared by 
incorporating the drug with sugar pellets or other 
nuclei, coating these nuclei with varying thicknesses 
of a selected coating material, and preparing the 
*• ultimate dose-fonn (whether capsule, tablet, or 
liquid) by assembling an appropriate conglomerate 
of coated and uncoated iiellets. The repeat-action 
product is a jireparation (most commonly tablet 
but not necessarily so) in which the two or three 
doses of the acti\’c ingredients that the unit con¬ 
tains are released at t\\’o or three presumably pre¬ 
determined time intervals. Usually the first dose is 
released when the sugar coating dissolves and the 
subsequent portion when the tablet disintegrates. 
The sustained-action product is a preparation (cap¬ 
sule, tablet, or liquid) which purports to release 
a portion of the active ingredient relatively prompt¬ 
ly and subsequent portions more or less uniformly 
throughout tlie ensuing period of 6 to 12 hours. 
Several s'ariants to these patterns (e. g., combined 
tj^pes) are also available. 

Advantages.—The advantages claimed for these 
prolonged forms of medication are obvious, hfedi- 
cation taken once a day instead of hvo, three, or 
four times eliminates tlie inconvenience for the 
ambulator)' patient of taking medication when away 
from home (and thereby forgetting some doses) 
and saves die time of the nurses charged with dis¬ 
tributing medicaments to institutionalized patients. 
A more substantial advantage claimed is that ad¬ 
ministration of these prolonged forms obviates the 
peaks and valleys of drug concentration in blood 
and tissues, which are associated witli intermittent 
administration of ordinar)' preparations, and en¬ 
ables certain drugs to maintain their effectiveness 
" through the bedtime hours. Thus, there are a 
number of areas in which the employment of pro¬ 
longed forms of medication presents opportunities 
for improved therapeutic effects. For example, it 
' is generally agreed that there is an increased 
nocturnal secretion of gastric juice in the average 
j patient with duodenal ulcer and that most 
cholinergic blocking agents usually reduce gastric 
secretion for only two to four hours (if at all), 
i when given in ordinary therapeutic doses. Tliere- 
fore, there would be some merit to a preparation 
i'. which would prolong such an action to eight hours 
or so. Likewise, smoothly sustained blood levels of 
k sulfonamide compounds and antibiotics are to be 
desired, since the chemotherapeutic effectiveness 


of a number of such agents has been closely cor¬ 
related with the steady maintenance of adequate 
blood and tissue levels of drugs. 

Specific Proh/e»?is.—Acknowledging the praise¬ 
worthy objective of prolonged preparations in cer¬ 
tain fields does not, however, necessarily constitute 
an admission that they achieve this objective in 
these fields, nor constitute an encouragement to tlie 
extension of such preparations in a random or wide¬ 
spread manner. Some simple facts must be borne 
in mind, with respect to the problem. Administer¬ 
ing a drug preparation by mouth involves many 
more variables than when it is injected intra¬ 
muscularly or subcutaneously. It may enter a 
stomach with or witliout food, and with or without 
much gastric juice. It may remain there for widely 
variable periods of time and then be emptied into 
an intestinal tract, which also may var)' as to the 
digestive juices witli which it accosts the prepara¬ 
tion and the celerity with which it transports it to 
the outside world. It would be rather a meaningless 
e.xercise to determine the averages of such variables, 
since only a minority of individuals could be ex¬ 
pected to coincide with such averages. It seems 
probable, therefore, that it would be almost futile 
to devise protective coatings which would ensure 
uniform times for disintegration and absorption 
from patient to patient. 

Campbell and co-ivorkers ’ from the Food and 
Drug Laboratories of Canada have studied what 
they call the “physiological availability” of drugs in 
various preparations, by determining the percent¬ 
ages of administered drug that is absorbed. Using 
agents whose absorption could be determined with 
some precision (riboflavin and sodium aminosali¬ 
cylate) and administering the agents by means of 
tablets which had var)'ing disintegration rates when 
tested by a modification of the U. S. P. tablet- 
disintegration method, they found that “to ensure 
complete avaUability, simple tablets should have 
an in vitio disintegration time of less tlian 60 
minutes as determined by tlie official method.” On 
e.xamining 11 commercially available prolonged- 
action preparations, they found that 10 of these 
had in wtro disintegration times of more than 60 
minutes, indicating, by inference, that for all of 
these the physiologically available drug contained 
therein would be something less than tlie labeled 
amounts. 

Tlieir studies are sufficiently convincing to war¬ 
rant the statement that a preparation which actually 
succeeds in delaying the disintegration of the ad¬ 
ministered form, and thereby the absorption of the 
active ingredient to any dependable degree, inevi¬ 
tably does so at the expense of some loss in pre¬ 
cision of dosage. The corollary of this would seem 
to be that no drug for which precision of dosage is 
of paramount importance should be administered 
by a prolonged-t)'pe preparation. This applies to 
a considerable number of drugs of which the digi¬ 
talis glycosides may be cited as e.vamples. 
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There is a second corollary which can be dra\vn 
from their studies. When a drug is normally irregu¬ 
larly or incompletely absorbed after oral administra¬ 
tion as compared with parenteral injection, it seems 
inevitable that this erratic behavior would be ac¬ 
centuated by administering it in one of the pro¬ 
longed-type preparations. Thei'e are quite a number 
of such drugs, and they may be readily recognized 
by noting the marked disparity between the oral 
dose and the parenteral dose when the drugs are 
administered both ways. Several of the ganglionic 
blocking agents used in the management of hyper¬ 
tension illustrate this characteristic. A number of 
published reports support the contention that ad¬ 
ministration of prolonged-type preparations leads 
to (1) a more prolonged effect than that produced 
after administering ordinary preparations and/or 
(2) a more evenly sustained level of drug in the 
blood. Unfortunately the great majority of these 
reports state that 10 mg. of drug “X” given as a 
prolonged-type preparation resulted in a longer 
duration of clinical effects dian did 5 mg. or so of 
drug “X” given as an ordinary preparation. Of 
course it should! So would 10 mg. of drug “X” 
given as an ordinary preparation. Only a few 
drugs (e. g., alcohol) have a more or less fixed rate 
of disposal, so that increasing the dose increases 
the duration of action more or less to an equal 
degree. Nevertheless, for the great majority of 
drugs, whose disposal is patterned along the lines 
of so-called decay curves, an increased dosage re¬ 
sults in a definite increase in the duration of its 
effects, even though this is not a direct relationship. 
In a few studies, determinations of blood levels 
have been adequate enough to establish that there 
is less “peak and valley” rise and fall in such levels 
after administration of prolonged-type preparations 
as compared witli ordinary preparations. These are 
quite convincing, but it should not be forgotten that 
such evidence, which is valid for drug “X,” cannot 
be construed as applying necessarily to drugs “Y” 
or “Z.” 

Contraindications.—Mention was made previously 
of some areas in which prolonged-type prepara¬ 
tions would appear to offer advantages. It is equally 
appropriate to mention some areas or circumstances 
in which they would appear to be contraindicated. 
In addition to the contraindications which stem 
from the behavior of the drug as to characteristics 
of absorption and duration of action, there are clin¬ 
ical considerations which challenge the advisability 
of prolonged-type preparations for certain drugs. 
One may include here, at least as being debatable, 
the employment of prolonged-type preparations for 
the amphetamines and other anorexigenic agents 
used in the treatment of obesity. In view of the 
lack of general agreement as to the mechanism by 
which these drugs have an anorexigenic action and 
the likelihood that drey are not effective without 
some attendant central and cardiovascular stimula¬ 


J.A.M.A., Nov. 22,1935 

tion, their employment for this purpose may be 
more of a price to pay than the trivial villainy 
of eating between meals is worth. 

Still more questionable, in my opinion, is the use 
of prolonged-type preparations of glyceryl trini¬ 
trate (nitroglycerin) in angina pectoris. This agent 
has achieved its deserved reputation because it is 
rapidly absorbed when given sublingually and is 
quickly effective in relieving an anginal attack. The 
value of any of the nitrites as prophylactic agents is 
less firmly established, and the shift to a swallowed 
administration form is a shift to a much more er¬ 
ratic absorption for glyceryl trinitrate, whether 
coated or not. Indeed, in one controlled study, oral 
administration of 2-mg. capsules of the dmg, four 
times daily, was found to be no more effective than 
a placebo for controlling anginal pain." Moreover, 
the currently marketed prolonged-type prepara¬ 
tions of this drug are viewed with grave misgivings. 
They are available as oral tablets containing 2.5 and 
6 mg., which represent from 6 to 15 times what is 
generally considered to be the optimum sublingual 
dose of 0.4 mg. Accordingly, in view of repeated 
reports ® that only minor increments in dosage 
beyond this optimum may produce, in occasional 
patients, the so-called paradoxical effect of a re¬ 
duced coronary flow with attendant collapse (con¬ 
sequent to a venous pooling in the lower extremities 
and diminished venous return to tlie heart), the 
administration of such preparations assumes a de¬ 
gree of precision in their rate of absorption whidi 
strains one’s credulity. Experience may prove that 
misgivings are groundless in both of tliese instances, 
but the reasons for tlrem illustrate the attitude 
with which the substitution of prolonged forms for 
ordinary forms of administration should be viewed. 

Summary 

No drug whose precision of dosage is important 
should be administered by a prolonged-type prepa¬ 
ration, because a bona fide decrease in disintegra¬ 
tion and absorption necessitates an unknowm de¬ 
crease in physiological availability. Drugs whose 
normal absorption from the gastrointestinal tract is 
impaired or erratic should not be administered by 
prolonged-type preparations. The administration of 
drugs in a prolonged-type preparation should be 
viewed with misgiving if the total dose adminis¬ 
tered is more than two or three times the usual 
therapeutic dose, unless the drugs concerned are 
known to have substantially wide margins of safety 
between therapeutic and toxic ranges. Tliese restnc- 
tions leave a substantial area in which there is rea¬ 
son to anticipate that the employment of prolonged- 
type preparations should offer advantages over con¬ 
ventional preparations. At present, there is grave 
disagreement as to the relevance of in vitro tests, 
with respect to predicting the behavior of prO’ 
longed-type preparations when administered to pa¬ 
tients. It seems unlikely that variations iii the tests 
will dispel this uncertainty, since the variability 
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between patients will remain, no matter how stand¬ 
ardized the in ^’itro procedures become. The cau¬ 
tious physician would be wise not to become un- 
warrantcdly optimistic as to the precision with 
which the prolonged-type preparations can achieve 
the theoretical goals envisioned for them. 
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NUTRITIONAL STATE OF THE MOTHER PRIOR TO CONCEPTION 

Genevieve Stearns, Ph.D., Iowa Git)' 


The best provision for well-being in any period 
of life is to aiTive at tliat jioint in good nutritional 
and physical status. Tlie well-born infant is sturdier 
throughout infancy than the bab)' poorly bom; the 
sturd)^ infant has stores to git'e impetus to growth 
in the preschool years. The child who is in excellent 
nutrition will have stores to be drawn upon during 
tlie rapid growtli at pubert)'. The well-nourished 
mother can nourish her fetus well; therefore, the 
best insurance for a healtliy infant is a mother who 
is healthy and well nourished throughout her en¬ 
tire life, as well as during the period of pregnancy 
itself. 

Present mortality statistics show that, though we 
have made impressive progress in lowering the 
death rate of children under one year of age, the 
neonatal death rate is still declining too slowly. The 
fetal and neonatal death rates, plus the number of 
incurably damaged infants, total a wastage that 
is far too high. In any study of such wastage, the 
conviction grows that long-term, poor nutrition of 
the mother is one of the most important factors. 
Proof of this is obviously difficult to obtain. 

Importance of Nutritional Status Prior 
to Conception 

Animal studies have shown that severe nutritional 
deficiency prior to conception results in death or 
abnormality of the fetus.' The deficiencies in the 
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maternal animal are carefully graded not to be 
sufficiently severe to cause death of the embr^’os, 
yet sufficiently serious to cause malformations in 
many of the fetuses. The degree of deficiency 
needed to produce fetal or neonatal deatli, mal¬ 
formations, or premature delivery in the human 
mother cannot be determined easily. Yet both 
historical evidence and careful observational studies 
give evidence tliat tlie long-term nutritional status 
of die mother is an important factor in determining 
the healtii of her infant. 

In any war, large numbers of people are sub¬ 
jected to nutritional changes usually detrimental. 
Smith," in reporting on wartime starvation in Hol¬ 
land, noted that the food situation there began to 
deteriorate in October, 1944, and by December of 
that year reached a low level that was steadily 
maintained until liberation in May, 1945. Previous 
to October, 1944, rations for pregnant women and 
nutrition in general were fairly good. During the 
early part of 1945, pregnant women had available 
less than 1,000 calories and from 30 to 40 Gm. of 
protein daily. 1116 hunger period thus represented 
a period of acute undemutrition after four years of 
regulated but reasonably adequate nutrition. Babies 
conceived before and bom during the hunger 
period were shorter and weighed less than those 
bom before this period. The incidences of still¬ 
birth, prematurity, and congenital malformation 
were not significantly increased. It appears that 
during periods of acute hunger, after several years 
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of at least fair nutrition, the mother’s own body can 
provide suflBcient nutrients to bring her fetus to 
term. During the hunger period, amenorrhea was 
common, and too few babies were conceived for 
data on stillbirths, prematurity, and neonatal death 
rate to be statistically reliable. 

The results of the Holland study were interpreted 
as evidence that fetal growth in weight and length 
was mostly affected by the mother’s diet during the 
latter part of pregnancy. By this same criterion, the 
rate of development and the viability of the fetus 
must be affected chiefly by the maternal status well 
before the last half of pregnancy. Smith comments 
that “the results of any form of dietary inadequacy 
must vary in accordance with its extent in time, 
with the period of gestation in which it occurs, and 
especially with the duration of inadequacy before 
pregnancy.” ' 

'Tlie siege of Leningrad lasted from August, 1941, 
to January, 1943. The food situation was at its 
worst between August, 1941, and February, 1942. 
That winter was unusually severe, with no heat 
available for the houses, and the food supply was 
both insuflBcient and of inferior quality. The chief 
staple was a bread, one-half consisting of a defec¬ 
tive rye flour and the rest being such substitutes as 
cellulose, bran, and malt. The status of newborn 
infants was reported by Antonovfor 1942, com¬ 
pared with the data for previous years. Tire birth 
rate fell strikingly, and tire stillbirth rate doubled 
during the first half of 1942. The incidence of pre¬ 
maturity increased to 41.2% of the total live births. 
Nine per cent of the full-term infants and 31% of 
the premature infants died during the neonatal 
period. During the second half of 1942, so few 
babies were born as to warrant investigation into 
the nutritional status of their mothers. Apparently 
only women able to get considerable additional 
food during the entirp period were able to conceive 
during the siege. Amenorrhea was widely prevalent. 

Why did the results in Leningrad differ so strik¬ 
ingly from those in Holland? Tlie answer seems to 
lie in the fact that the women in Leningrad had not 
been on a regulated, fairly adequate diet regimen 
before the siege. During the siege they were often 
compelled to do outdoor work in bitter cold 
weather; calories ingested had to be used to main¬ 
tain body heat. It seems highly probable that 
chronic malnutiltion of some degree for a long 
period was followed by tire acute undemutrition 
and malnutrition of the siege period. The fact that 
even the .full-term infants had conspicuously low 
vitality, suckled poorly, and had low resistance to 
infection supports such a conclusion. The mothers 
had insufficient nutrients to give from their own 
bodies. 

Baird “ has commented that tlie conspicuous drop 
in stillbirth rates which occurred during World 
War II in the British Isles was ascribed wholly to 
improvement in the diet of pregnant women. Des¬ 
pite the anxiety and stress of the early war years. 
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the Stillbirth rate showed a drop of 3 per 1000 
births between 1939 and 1941. By 1942, the scheme 
of food priorities was well established, and the war 
situation had improved. After 1942, the rates for 
prematurity, congenital debility, and birth injurj' 
fell markedly. No further decrease has occurred 
since 1948. Baird raises the question as to whether 
further improvement must wait for improvement in 
nutrition throughout growth, resulting in better 
physique. “We cannot attain a minimum rate till 
all mothers have had the advantage of good food 
and environment since infancy.” 

A statistical survey of infant mortality in Great 
Britain in relation to social class ° also brought out 
the marked drop in stillbirth and neonatal mortalit)' 
discussed by Baird. Yet, though over-all lowering 
was impressive, the relative distribution of these 
early deaths among the five economic classes hac 
not changed. The gap between the death rates foi 
professional and managerial classes (class 1) an^ 
unskilled workers (class 5) was as wide in IM 
as in 1928, though the whole curve showed a stead) 
decline. Since all pregnant women during the wai 
showed improved nutritional status, these relativf 
differences were ascribed, at least in considerabh 
part, to the poorer lifetime nutrition of the mother 
from the lower class. 

Thomson," in an ingenious study planned t( 
assess the results of lifetime diets, reasoned fhai 
girls always well nourished in all nutritional essen 
tials would grow to the full height that theii 
heredity would permit and would be in vigoroui 
health. On the contrary, girls ill-nourished through 
out all of childhood would be somewhat stimtec 
and in poor health. If a large number of pregnan 
women were to be studied, the influence of tbesi 
factors could be distinguished. A survey of near!) 
3,500 primiparas in Aberdeen, Scotland, showee 
minimum prematurity rates (32 per 1,000 livf 
birtlis) and neonatal death rates (19 per 1,000 livi 
birtlis) among infants bom to mothers 64 in. aw 
over in height and in good general health. Signifi 
cantly higher rates (91 per 1,000 and 37 per 1,0W 
live births, respectively) were found among infant 
of women who were both small in stature (undei 
61 in.) and in unsatisfactory health. Several bun 
dred women were included in each group. 


In the United States, Burke and collaborators 
have studied the relation between diets of rnother: 
and the physical status of their successive siblings 
The authors state that “all of the stillborn infants 
all of the neonatal deaths but one, all of the pro 
mature infants but one (a neonatal death), all o 
the functionally immature infants, and most of tw 
congenital defects were found in the group of m 
fants bom to mothers with ‘poor’ or ‘very poor 
prenatal diets. Since no major effort was made h 
change the dietary habits of these women, rt >■ 
probable that in the majority of cases the prenata 
dietary rating was representative of long-time fow 
habits.” When the diet histories showed that thf 
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food hidiits of the inother.s had improved mater¬ 
ially hefore the hirth of the second sibling studied, 
the condition of these second infants was also im¬ 
proved; if the mother’s diet had deteriorated, so 
did the condition of her infant, compared to his 
earlier born sibling. 

In a recent rc\’iew, Garry" stressed the fact that 
pregnancy and lactation, though normal processes, 
do provide additional stress. A diet just satisfactory 
for the nonpregnant woman may be insufficient for 
her during pregnancy. 

Studies of indigent pregnant women in Iowa have 
shown that the diets ingested by pregnant women 
do not differ conspicuously, except in quantity, from 
their lifetime diets.” \\'ith few e.xceptions, a woman 
whose diet is poor in pregnancy can be considered 
as having had a poor diet since early childhood. 
Conversely, a woman whose dietary habits are good 
when she enters pregnancy usually has been well 
nourished throughout life. 

Of 404 women studied, only 37 ingested more 
than 75% of the amount listed in the National Re¬ 
search Council’s Recommended Dietar>' Allowances 
(1948 edition) for each of the 10 nutrients studied. 
Many of these 37 achieved sufficient amounts of 
the given nutrients only at the expense of excessive 
caloric ingestion, for their food choices included 
too much carbohydrate food. The diets of 110 
women were classed as poor, and 76 were classed as 
very poor. Though only 29 women ingested less 
than 1,800 calories daily, 44% of the entire group 
of 404 women was classed as poorly nourished, the 
remainder having fair to e.xcellent nutrition. 

Three per cent of the 227 women with fair to 
excellent dietary habits delivered single infants pre¬ 
maturely.'" Usually, these women had had five or 
more pregnancies in rapid succession. Such a wom¬ 
an needs unusual care given to her nutrition in 
order to avoid depletion. All the infants were in 
good condition, and the smallest weighed 1,970 
Gm. (4.3 lb.). In contrast, 10% of the 177 mothers 
in the group who had always been poorly nourished 
delivered prematurely. One infant was stillborn, 

4 were bom with severe congenital anomalies, and 

5 of the 10 infants bom alive died within the first 
week. Six of the 12 mothers whose diets were the 
poorest and who delivered prematurely were under 
21 years of age. It was the first pregnancy for five 
of the mothers and the second for the sixtli mother. 
These young mothers were not physiologically 
equal to the task given to them. Their dietary his¬ 
tories gave evidence of poorly chosen diets since 
early childhood. 

Nutritional Status of Women of 
Childbearing Age 

In the United States, it appears that in all strata 
of society the adolescent girl has the poorest diet of 
any member of the family. The urge for slender¬ 
ness and the compulsion to do as the group does 
result in the girl’s refusal to eat nutritious food at 


home; yet she snacks frequently at the gathering 
places for her group. The result too often is the 
ingestion of a decidedly unbalanced diet. Milk is 
eschewed because it is considered fattening. High- 
carbohydrate snacks are ingested at such times that 
appetite for meals is destroyed; however, the food 
ingested does not satiate, and more snacking is 
indulged in, often to the point of obesity. 'Tire girl 
is malnourished, and her plane of nutrition is low. 

At the State University of Iowa, a group of 
adolescents with severe dental caries was studied. 
An unexpected time-lag in the improvement of the 
incidence of caries was found in the group when 
given a good dietary regimen. Such a time-lag 
indicated that the amount of time required to raise 
a subject to a higher plane of nutrition might vary 
with the length of time the subject has been main¬ 
tained in poor nutrition and with the relative diffi¬ 
culty of absorption and utilization of the nutrients 
involved. To accomplish an increase in absorption 
of those nutrients normally absorbed with some 
difficulty, such as calcium and iron, might take 
more time than to achieve an increased absorption 
of those nutrients readily soluble in water which are 
rapidly and completely absorbed. For these reasons, 
we studied the retention of calcium, phosphorus, 
and nitrogen by three groups of girls from 11 to IS 
years in age.” 

All the girls had received an adequate amount 
of calories. 'Hie diets of the first and third groups 
were considered as only fair, although they did 
contain one and a half pints of milk daily and were 
better diets than many children receive. "Hie second 
group had had an excellent diet for at least four 
years. Mffien the first and second groups were givfin 
a series of increasingly good diets, tire well-fed 
girls utilized the nutrients better, as evidenced by 
a calcium retention nearly double that of the pre¬ 
viously less well-fed girls. We had expected the 
opposite. It took five months for the group previous¬ 
ly having poorer diets to equal the daily retention 
of the group with consistently good diets when 
both were on the same dietary' regimen. 

The third group, comparable nutritionally to the, 
first group, was given a standard dietary regimen 
including a quart of vitamin D milk daily, with 
ample amounts of protein, calories, and vitamins. 
Calcium retention, although poor at first, increased 
steadily. After five months of this regimen, the 
mean retention values were as high as those of 
group 2. During the final four months of the stud)', 
each girl maintained a daily calcium retention 
ample enough to achieve and maintain a well- 
calcified skeleton. 

Another unexpected finding in this study was 
that emotional disturbance resulted in a prompt 
decrease in calcium retention by each girl, regard¬ 
less of previous diet or nutrition. Tbe amount of 
decrease in retention tended to parallel the degree 
of emotional upset. The emotional instability of 
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adolescents is well known and undoubted!)' is a 
major factor contributing to their malnutrition, par¬ 
ticularly that of girls. 

Many of these young girls who have always 
lived on a low nutritional plane will enter mar¬ 
riage with no nutritional training, with their own 
nutritional stores incomplete, and with the emo¬ 
tional instability of adolescence often at its maxi¬ 
mum. Can this girl’s body, inadequately nourished 
and with no reserves, provide nutrients for another 
body and at the same time build up her own 
uterine and abdominal musculature and the other 
tissues necessary in pregnancy? 

A study of girls and young women illegitimately 
pregnant, aged from 13 to 30 years, was then un¬ 
dertaken in our laboratory to determine whether 
pregnancy itself increased the ability of the girl to 
absorb and retain nutrients, whether emotional dis¬ 
tress was an important factor during pregnancy, 
and whether increased age of the mother altered 
either of these factors.'' Tlie educational status of 
the subjects varied from grade-school to college 
students. Throughout the age range studied, all 
emotionally stable subjects were able to absorb 
and retain more nutrients than were needed by the 
fetus. Girls from the poorest nutritional back¬ 
grounds were able to retain as much as girls whose 
nutritional background had always been good. 
Pregnancy itself, therefore, increases the utilization 
and storage of essential nutrients, provided that 
they are ingested. Unfortunately, tlie sensitivitj' to 
emotional distress remains; retention values re¬ 
flected each disturbing influence. The subject most 
continuously disturbed over her situation lost cal¬ 
cium steadily during the study. Her total calcium 
loss was at least double the amount used by her 
fetus. Her losses of phosphorus and nitrogen were 
less striking^but left her body with a serious deficit. 

If the young pregnant woman remains emotional¬ 
ly stable and ingests a good diet, she is in an excel¬ 
lent position both to improve her own nutritional 
status and to produce a sturdy full-term infant. 
Obviously, the earlier in pregnancy her nutritional 
habits can be improved, the better for both her 
infant and herself. 

The girl who marries during her mid-teens is apt 
to be a girl poorly nourished through most of her 
lifetime and to be equally ill-equipped to meet the 
many psychological problems inherent in establish¬ 
ing a successful marriage and tire new family. It is 
not surprising, therefore, that she is the least suc¬ 
cessful mother in producing a healthy full-term 
infant. These young adolescent girls greatly need 
counseling in nutrition and in the whole area of 
preparation for successful family life. 

Nutrition Education 

The nutritional status of any person may be im¬ 
proved at any time of life, provided that the needed 
nutrients are available and interest is aroused to¬ 
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ward improving the nutritional status, At wfet 
ages are chances for success best? Nutritional habiis 
of families tend to remain relatively constant fo: 
generations, a fact particularly true among lowei. 
income families. If the adolescent breaks bitli 
family tradition, it is usually in the direction o! 
poorer nutrition. Marriage usually returns the new 
family to the traditional pattern, modified somewhat 
by the food likes and dislikes of the spouse. 
Within the family, the infant occupies a favored 
position. The public is educated to expect super¬ 
vision of the baby’s nutrition, and free clinics mate 
this possible. After the child can feed himself at 
the family table, his nutritional status is apt fo 
deteriorate. The family needs further education 
concerning the nutritional needs of children during 
the preschool years. The grade-school child is ac¬ 
tive, hungry, and relativ'ely uncritical in matters oi 
food. The adolescent boy asks only for quanh't)'. 
The adolescent girl prizes social status above all, 
and she will sacrifice everything to achieve a slend¬ 
er, well-dressed appearance and to conform to tbe 
habits of her group. The younger the child, tbe 
easier it is to change his habits in the direction of 
improvement in nutrition. His response to diet is 
also more rapid than that of the older child. Tbe 
adolescent with a poor nutritional background, 
emotional instability, and insistence on conformitj’ 
vvith the group has the greatest need but is the most 
refractory to nutrition education. 

It appears that the two ages most amenable to 
change in dietary habits are the grade-school child 
and the young pregnant woman. If taught gi»d 
nutritional habits in school, usually the child insists 
that the parents follow directions, for school, at diat 
age, is gospel. The teaching of nutrition in school at 
this age throws the burden on the already over¬ 
worked teacher or school-lunch supervisor, but 
much can be accomplished. 'The adolescent gin 
must be approached through tire medium of beauty 
and popularity, not nutrition per se. If improve¬ 
ment in diet can be made fashionable among net 
Own group, the chance for success is improved. Too 
often, however, knowledge of nutrition learned^in 
the grades is discarded by the high-school girl- 
Tire importance of good nutrition in this group 
is so great that no steps toward its improvemen 
should be neglected. Organized groups for teen¬ 
agers, such as Girl Scouts, 4-H Clubs, Camp Fire 
Girls, and others of like nature, should be en' 
couraged to stress good nutrition and to give credi 
for its achievement. Nutritionists must learn the 
proper psychological approaches for teen-agers. 
School lunches should conform to good nutritiona 
standards, and, most of all, nutritious foods shoe 
be made more easily available than their poorer 
counterparts. Tire substitution of milk-dispensins 
machines for soft-drink dispensers when tried bns 
resulted in improved nutrition. When the sclion^ 
may receive a larger percentage from the sale 
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soft clriiib, often thi.s change is not made because 
die penny in the pocket is more valuable than the 
health of the child. If the .school docs not practice 
what it preaches, how can we e.\pect the children 
to e.vcccd our wisdom? 

Tlic young woman in her first pregnancy wants 
help, and she wants a healthy baby. If she is not 
interested in her own nutrition, such interest can 
often be stimulated by discussing with her the 
chances of lessened trouble for herself and the in¬ 
creased ease of care of her infant. 

Pregnancy is a time when a woman seeks medi¬ 
cal advice early. Nutritional advice well-presented 
in early pregnancy is more apt to be taken. If the 
habits of the community are such that the mother 
comes to the physician only in late pregnancy, 
dietarj’ advice is still advisable. All such advice 
must be geared to her previous food habits and to 
her purse, or it will not be used. In other words, 
her diet must be improved but not changed entire¬ 
ly. A printed diet list is useless unless accompanied 
by full discussion of how it can be fitted in with 
the mothers customarj' food habits. 

No discussion of diet impros'cment in the young 
motlier is complete without including a discussion 
of the dietan' habits of the prospective father. 
Often he is the chief stumbling block to improve¬ 
ment of the motlier’s diet or that of the family. He 
often has strong food prejudices and adheres to 
them at least as stubbornly as his wife to hers. 
Since young children are apt to imitate their 
father’s habits, his influence on the family’s nutri¬ 
tion is important. 

If the prospective fatlier can be convinced that 
it is an essential part of his duties as a father to 
see that his wfe eats the food proper for produc¬ 
tion of a healthy infant, that it will be necessary for 
him to eat the same food in order not to increase 
her work unnecessarily, and that he will in no way 
be harmed by such a diet (in fact, it may even 
help the ne.xt baby), young fathers-to-be are more 
docile about changes in their o^vn food habits. In 
practice, if each parent tends to guard the others 
,diet, both improve their food habits. If both par¬ 
ents eat a thoroughly good diet for eight months, 
the pattern is set, and another family is started in 
good nutritional habits. Each family trained in good 
nutritional habits increases the number of well-bom 
, infants. 

Summary 

It appears certain that pregnancy wastage and 
neonatal mortality are greater when the nutrition of 
the mother is habitually poor. It seems highly prob¬ 
able that further decrease in stillbirth rate and 
neonatal mortality rvill follow improvement in life¬ 
time nutrition, which is desirable at any stage in 
. the reproductive or the life cycle. If the nutritional 


level of the mother is low, improvement of her 
nutrition, even in the third trimester of pregnancy, 
improves the status of the infant. 

Tlie ideal situation is the maintenance of excel¬ 
lent nutrition from conception throughout life. 'The 
American public is thoroughly educated only in 
regard to infant nutrition but needs the same 
thoroughness of education for each age group 
throughout life. At present, the nutrition of adoles¬ 
cent girls, the age group least amenable to nutrition 
education, is usually poorer than that of younger 
children, although their needs are high. Children of 
grade-school age and pregnant women, if properly 
approached, seem the groups most receptive to nu¬ 
trition education. Of these two groups, the latter 
is more generally available to the physician. Serious 
efforts should be made to provide nutritional edu¬ 
cation to all ages, wherever and whenever possible. 
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DYSMENORRHEA 


LTHOUGH theoretically menshaiation 
should be a painless physiological func¬ 
tion, many apparently normal young 
women have dysmenorrhea. In fact most 
women have some cramping, but, considering it 
normal, pay little attention to it. Because of its 
subjective nature the intensity of this pain is hard 
to evaluate. Estimates of the incidence of dysmenor¬ 
rhea vary widely. Smith and Norris ' state that it 
affects about 35% of all women but in most of 
these it does not seriously interfere with their ac¬ 
tivity. It is a great nuisance for employers, and 
some industrial surgeons believe it is used by some 
as an e.xcuse to obtain time off. This idea would 
seem to find some support in the fact that Smith 
and Norris found that about 16.5% of the women 
in an industrial survey required time off for this 
reason whereas in a survey of high school and 
college girls the incidence was only about 3%. 

Dysmenorrhea may be secondai^ to such con¬ 
ditions as cervical stenosis, pelvic inflammatoiy 
disease, uterine tumors, and endometriosis, but 
when no specific cause can be found the symptom 
is considered primaiy. Most cases fall into the 
latter category." A psychological element appears 
to play a large part in the production of menstrual 
pain. Patients with dysmenorrhea in general were 
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less well adjusted emotionally as children and 
showed more anxiety in connection with bodily 
functions than nonsufferers.'’ An exaggerated fear 
of recurring cramps followed by cramps may set 
up a vicious cycle and result in a morbid dread 
with an aggravation of all symptoms. The mecha¬ 
nism of the pain has been shown to be similar to 
that of angina pectoris—spasm producing a tempo¬ 
rary local ischemia. The pain is usually maxiDid 
at the onset and accompanied by a scanty flow. 
As the spasm relaxes a noraial flow is established 
and the pain disappears. In severe cases the pa¬ 
tient may have nausea, vomiting, and syncope. 
Dysmenorrhea may become much less severe after 
marriage or childbirth, but this is not always the 
case.'’ 

Treatment requires patience, skill, and sympathy. 
Before any definite course of treatment is tried it 
is important to get a complete history including 
information about the usual diet, occupation, and 
exercise taken.® Examination should include ob¬ 
servations of posture, hemoglobin determination, 
and basal metabolic rate and other tests of thy¬ 
roid function. Any' organic causative factor dis¬ 
covered should be spiecifically treated. Smitli and 
Noitis found that if working girls know that pro¬ 
visions for their relief are available at work tliere 
is less absenteeism. Often this need be no more 
than a place to rest, a hot drink, a hot water bottle, 
and a mild analgesic. Further evidence of the 
psy’chic element in this disease was apparent in 
Arthure’s '* findings. Although he found that 69^ 
of his series got relief by taking ambucetamide 
(dibutamide), 48% were relieved when a placebo 
was substituted. Chamblin and Corbit ® also found 
that in those whose pain was only moderately se¬ 
vere a placebo and reassurance helped, but this 
ty'pre of help could not be relied on every' month- 
He found that chlorpromazine could be substituted 
for codeine with equally satisfactory results and 
since chlorpromazine is not habit forming this was 
considered advantageous. The chlorpromazine was 
especially' effective in those with tension, anxiety, 
and nausea. Because progesterone relaxes.theutenis 
it has been tried but with generally poor results- 
Diethylstilbestrol is cheaper and much more effec¬ 
tive; 1 mg. given every night for 15 days before 
the expected onset of menstruation suppresses oim- 
lation but not menstruation. It has been sho\'’i> 
that nonovulatory periods are painless and this way 
e.xplain why in some patients menstrual periods 
are painful only every' second montli. If diethyl- 
stilbesti'ol produces undesirable side-effects, con¬ 
jugated estrogenic substances, ethinyl estradiol, or 
piromethestrol dipropionate may be tried. 

If endocrine treatment fails a stem pessary used 
for two or three months may give relief lasting 
about a year, but such a course is rarely necessaiy- 
As a last resort in patients who are severely “is- 
abled by their cramps and who can obtain relie 
in no other way, Arthure recommends presacra 
neurectomy, first used for this purpose by Cotte. 
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In his series 507o were permanently and completely 
cured and most of the rest were greatly improved. 
Division of the sympathetic nerves supplying the 
uterus may interrupt pain fibers, cut off the efferent 
motor fibers inducing the spasm, or cause vaso¬ 
dilatation in the uterus. Any of these factors could 
give relief. It would seem, therefore, that if the 
proper treatment is applied to the individual pa¬ 
tient relief can be obtained unless an element of 
malingering is present. Altbough we cannot yet 
prevent dysmenorrhea we can alleviate suffering 
from this condition when it occurs. 


NATIONAL MEDICAL-LEGAL CODE 

The new National Interprofessional Code for 
Physicians and Attorneys appears on page 166.3 of 
this issue of The Journal. It was adopted by the 
American Medical Association and the American 
Bar Association in June and August, respectively, 
at their Annual Meetings this year. This Code was 
prepared by the Joint A. M. A.-A. B. A. Liaison 
Committee after a study of interprofessional prob¬ 
lems and after reviewing tire numerous codes 
previously adopted by state and local bar and 
medical associations. The medical members of this 
Committee were Drs. David B. Allman of Atlantic 
City, N. J.; Hugh H. Hussey of Washington, D. C.; 
and George M. Fister of Ogden, Utah. The law 
members were Judge Frank C. Raymond of 
Charleston, W. Va.; Lewis C. Ryan of Syracuse, 
N. Y.; Joseph H, Gordon of Tacoma, Wash.; Fred 
B. Helms of Charlotte, N. C.; and Bernard G. Segal 
of Philadelphia. 

Tire need for this National Code, which is in¬ 
tended as a guide for physicians and attorneys in 
areas where they have mutual interests and mutual 
problems, is obvious from the fact the from 65 to 
807o of all cases tried today require medical testi¬ 
mony. In addition 7 out of 10 personal injury cases 
are decided on medical rather than legal considera¬ 
tions. 

Tile first interprofessional code of record was 
promulgated by the bar association and medical 
society of Cincinnati in 1954. Since then over 25 
state and county bar and medical associations have 
entered into similar agreements. 

The National Code is very much like many of the 
state and county codes. It does, however, contain 
one section generally not found in previously 
adopted codes, namely, a section relating to the 
handling of a complaint or criticism by a member 
of one profession against the otlier. This section 
has been included because of the realization that 
the public airing of criticisms and complaints by 
members of one profession against the other neither 
improves interprofessional relations nor enhances 
either profession in the public’s eye. 

Tile adoption of this National Code is a mile¬ 
stone in the development of a better rapport be¬ 
tween physicians and attorneys. It is now up to 


individual members of the profession to adhere 
to these rules of conduct. Such adherence will 
inevitably mean that the general public will be 
better served by the members of the legal and 
medical professions. 

THE MINNEAPOLIS CLINICAL MEETING 

The Clinical Meeting of the American Medical 
Association has established itself as one of the im¬ 
portant medical meetings in the United States. The 
program, which formerly was geared specifically to 
the physician in general practice, has been broad¬ 
ened to include the interest of the specialist. 

One of the features in Minneapolis will be 10 
breakfast meetings at which topics of special inter¬ 
est to all physicians will be discussed under the 
direction of outstanding moderators. Physicians 
should obtain their tickets in the Registration Area 
in Minneapolis Auditorium as early in the week as 
possible, because attendance in each group is lim¬ 
ited to 30 persons. 

Lectures, panel discussions, symposiums, motion 
pictures, color television, and scientific exhibit dem¬ 
onstrations fill the daytime hours completely. Color 
television will originate at the University of Minne¬ 
sota Hospital and will be shown each morning and 
afternoon in Minneapolis Auditorium. A Trans- 
Atlantic Conference on Chest Diseases will be one 
of the highlights of the meeting. Since the British 
Medical Association is holding its first clinical meet¬ 
ing at the same time as the A. M. A. Clinical Meet¬ 
ing, a two-way transoceanic telephone hookup is 
planned between a panel of American phj’sicians 
in Minneapolis and a panel of British physicians in 
Southampton. Tire Scientific Exhibit will run con¬ 
tinuously from 8:30 a. m. to 5:30 p. m. witli demon¬ 
strators on duty to discuss their exhibits and to 
answer questions. 

The histor)' of medicine in Minnesota will be 
depicted in four booths, showing many interesting 
facts about early progress in medicine. 

Demonstrations on the problems of delivery will 
include the use of a manikin. This feature will be 
presented at certain intervals during each day, and 
will offer an opportunity for questions and personal 
consultation witli the demonstrators. 

All scientific activities will take place in Minne¬ 
apolis Auditorium wuth the exception of the break¬ 
fast round tables and the evening motion picture 
program. 

Tlie local committee has arranged interesting 
entertainment for Tuesday and Thursday evenings, 
while on Wednesday evening a film symposium on 
proctology for the general practitioner, with discus¬ 
sion by e.xperienced proctologists, will be presented. 

The local committee in Minneapolis, working 
with the Council on Scientific Assembly, has pre¬ 
pared an outstanding program which is a real con¬ 
tribution to graduate medical education. 
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ESTIMATES OF COSTS FOR MILITARY CARE 
BY THE BUREAU OF THE BUDGET 

June 27, 1958 

William J. Kennard, M.D. 

Acting Director 
American Medical Association 
Washington Office 
1523 L Street, N. W. 

Washington 5, D. C. 

Dear Dr. Kennard; 

This is in reply to your letter of June 17, 1958, 
requesting the Bureau of the Budget to furnish you 
the results of the survey made to bring up to date 
estimates of the costs of caring for military de¬ 
pendents in military hospitals which were fur¬ 
nished to you last year. 1 am glad to comply with 
this request, but it should be understood the data 
furnished herewith are based upon a somewhat 
limited coverage of costs in militai 7 hospitals and 
the application of informed judgment to the basic 
information. 

On the basis of a detailed analysis of the prora¬ 
tion of direct operating costs between care of de¬ 
pendents and other patients made at 14 repre¬ 
sentative military hospitals for the fiscal year 1957, 
it is concluded that the direct cost of dependent 
care averaged $31.58 per patient day. 

The following items of indirect cost, averaging 
$8.38 per patient day, have been added in order to 
arrive at an approximation of the full cost to the 
Government of providing medical care to depend¬ 
ents in military hospitals. Depreciation of buildings 
and fixed equipment, $1.90; operating costs of cen¬ 
tral procurement and supply distribution system, 
$0.57; cost of education and training to increase 
proficiency of hospital personnel in patient care, 
$0.51; cost of headquarters staff management and 
professional direction incidental to inpatient care 
of dependents, $0.17; medical care of military 
personnel and tlieir dependents, $1.06; retii'cment 
benefits of military personnel, $1.17; and outpatient 
care incidental to hospitalization of depend¬ 
ents, $3.00. 

The combined direct and indirect costs result in 
a total estimated patient day cost for dependent 
care in fiscal year 1957 of $39.96. Of this amount, 
$34.46 represents the cost of hospital care and 
$5.50 appro.ximates the cost of staff physicians 
services. To reflect current costs, it is necessary to 
add to this 1957 ex-perience the increased operating 
expenses incurred in fiscal year 1958 plus the cost 
of the recently granted pay increases for military 


and civilian personnel. These items are estimated 
to be $2.00 and $1.71 per patient day respectively. 
The total current cost for care of dependents in 
military hospitals, therefore, is estimated to be 
$43.67, comprising $38.05 for hospital care and 
$5.62 for staff physician’s services. 

Sincerely yours, 
Rogek W. Joxes 
Assistant Director 

ANIMAL CARE MEETING 

Better care for research animals means greater 
accuracy in scientific findings. This is the idea 
underlying the Animal Care Panel whose ninth 
annual session will be held at the Hamilton Hotel, 
in Chicago, Dec. 3-5. The panel is a volunteer 
organization and has no staff. Its efforts are aided 
by the National Society for Medical Research, 
which publishes its proceedings. Sessions are de¬ 
voted to the exchange of technical information 
offered by scientists and laboratory animal super¬ 
intendents on matters of colony management. 

Areas of discussion to be covered during the 
three-day meeting will include the following: tech¬ 
niques and equipment in maintaining germ and 
pathogen-free colonies; design of animal quarters 
and temperature control; management of sanitation 
and nutrition; and diagnosis of diseases in labora¬ 
tory colonies. 

MINNEAPOLIS CLINICAL MEETING 

One of the features of the Minneapolis Clinical 
Meeting null be 10 breakfast round tables on Thurs¬ 
day morning, Dec. 4, on subjects of paramount in¬ 
terest in the practice of medicine. Attendance at 
each round table will be limited to 30 persons. 
Tickets will be available at $2.50 each, as long as 
the supply lasts, in the Registration Area at the 
Minneapolis Auditorium, beginning Tuesday morn¬ 
ing. Physicians are urged to purchase their tickets 
as early in the week as possible. 

Breakfast begins at 7:30 a. m. and the conference 
terminates at 8:45 a. m. allowing time to reach the 
Auditorium for the program there. 

The subjects to be discussed at each breakfast, 
the moderators, and the place are as follows; 

Obstetric Emergencies. 

Hoy G. Holly, Omaiia. 

Leamington Hotel, Indiana Room. 

Problem of Management of Severe Sepsis. 

Wesley W. Spink, Minneapolis. 

Leamington Hotel, Michigan Room. 
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Orflioiwlic Problems in General Practice. 

John F. Lyroiw IH, Hines, Ill. 

Lfflim'nRfon Hotel, Chienpo Room. 

Common Problems in MnnoRinR the Arthritic Patient. 

John \V. Sir.t.Kn, Detroit. 

Lenmiiipfoti Hotel, Twin Cities Room. 

Cancer Detection in the Doctor’s Ollicc. 

David P. Andioison Jn., Austin, Minn. 

Curtis Hotel, Moroccan Room. 

ManaRcmcnt of Jaundice and Liver Di.scn.se. 

Cech. J. W^atsqn, Minneapolis, 

Curtis Hotel, Mirror Room. 

Acute Poisonings. 

llonERT D. SEStscti and \\'Ai\nE.\ R. Lawson, Minneapolis. 

Curtis Hotel, Solarium Room. 

Current Trends in Legal Mctlicinc. 

RAV^^o^•n A. ScALLEN, Minneapolis. 

Curtis Hotel, Evergreen Room. 

Infant Resuscitation. 

Ellis N. Cohen, St. Paul. 

Curtis Hotel, East Room. 

The Practitioner and the Medical School. 

Walteh S. M'igoins, Chicago. 

Curtis Hotel, Vermilion Room. 

SUMMARY REPORT ON HEALTH AND IN¬ 
SURANCE PLANS UNDER COLLECTWE 
BARGAINING 

What tj’pes of health benefits are being negoti¬ 
ated under collective bargaining agreements? What 
is the e.xtent of coverage under such agreements? 
^^'hat appears to be tlie future trend in the negotia¬ 
tion of such agreements? What are some of the 
gaps of coverage as reported by a recent govern¬ 
ment study? The answers to these and other ques¬ 
tions which have been raised by physicians can be 
found in a new publication just issued by the Com¬ 
mittee on Medical Care for Industrial Workers of 
the Council on Medical Service and Council on 
Industrial Health. The publication, entitled “A 
Summary Report on Health and Insurance Plans 
Under Collective Bargaining, Late 1955” is based 
on a report (Bulletin no. 1221) issued by the Bureau 
of Labor Statistics of the United States Department 
of Labor which analyzes the provisions of 300 col¬ 
lectively bargained plans as they existed in the 
latter part of 1955. 

The committee of the A. M. A. considered the 
information in the detailed 87'page Department of 
Labor report of sufficient interest to physicians and 
medical societies to summarize its contents and to 
report on various highlights of the findings. The 
300 plans which were selected for inclusion in the 
study by the Bureau of Labor Statistics are de¬ 
scribed as broadly representative, covering groups 
of employees ranging from 1,000 to half a million. 
The plans embraced almost 5 million workers, or 
over 40% of the total number of employees esti¬ 
mated to be covered by health and insurance plans 
under collective bargaining at the time of the sur¬ 
vey. The number of dependents covered by these 


plans are estimated by the committee to be equal, 
at least, to the number of wage earners enrolled in 
these plans. 

The types of benefits included in the study were: 
life insurance, accidental death and dismember¬ 
ment, accident and sickness, surgical, and medical 
care. Sections of the report also deal with maternity 
and related benefits, major medical, poliomyelitis, 
and outpatient x-ray and laboratory expense bene¬ 
fits. The Summary Report has numerous tables 
which have been adapted from the survey of the 
government agency and which indicate the types 
of analyses and breakdowns which the original 
report contains. Single copies of the Summary Re¬ 
port are available upon request, without charge, 
from the Committee on Medical Care for Indus¬ 
trial Workers. 

DR. W. W. BAUER RECEIVES SCHOOL 
HEALTH AWARD 

The American School Health Association, at its 
annual meeting in St. Louis, Oct. 29, will present 
the William A. Howe Honor Award to Dr. W. W. 
Bauer, for many years' service as director of the 
Bureau of Health Education of the American Medi¬ 
cal Association. According to the School Health 
Association, Dr. Bauer’s greatest contribution has 
been the initiation and development of the Nation¬ 
al Conference on Physicians and Schools, a means 
of betterment of the health of the children and 
youth of America. 


MEDICINE AND THE LAW 


NATIONAL INTERPROFESSIONAL CODE 
FOR PHYSICIANS AND ATTORNEYS 

Preamble 

Tire provisions of this Code are intended as 
guides for physicians and attorneys in their inter¬ 
related practice in the areas covered by its pro¬ 
visions. They are not laws, but suggested rules of 
conduct for members of the two professions, subject 
to the principles of medical and legal ethics and the 
rules of law prescribed for their individual conduct. 

This Code constitutes the recognition that, with 
the growing interrelationship of medicine and law, 
it is inevitable that physicians and attorneys will be 
drawn into steadily increasing association. It will 
serve its purpose if it promotes the public welfare, 
improves tlie practical working relationships of tlie 
two professions, and facilitates the administration 
of justice. 

The National Inter-Professional Code for Physicians and Attorneys 
was adopted by the American Medical Association at its Annual Meet¬ 
ing on June 26, 1958, and by the American Bar Association at its An¬ 
nual Meeting on Aug. 28,1938. 
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Medical Reports 

The physicians upon proper authorization should 
promptly furnish the attorney with a complete 
medical report, and should realize that delays in 
providing medical information may prejudice the 
opportunity of the patient to eitlier settle his claim 
or suit, delay the trial of a case, or cause additional 
expense or the loss of important testimony. 

The attorney should give the physician reasonable 
notice of the need for a report and clearly specify 
the medical information which he seeks. 

Conferences 

It is the duty of each profession to present fairly 
and adequately the medical information involved 
in legal controversies. To that end the practice of 
discussion in advance of the trial betu'een the phy¬ 
sician and the attorney is encouraged and recom¬ 
mended. Such discussion should be had in all 
instances unless it is mutually agreed that it is 
unnecessary. 

Conferences should be held at a time and place 
mutually convenient to the parties. The attorney 
and the physician should fully disclose and discuss 
the medical information involved in the controversy. 

Subpoena for Medical Witness 

Because of conditions in a particular case or juris¬ 
diction or because of the necessity for protecting 
himself or his client, the attorney is sometimes re¬ 
quired to subpoena the physician as a witness. Al¬ 
though the physician should not take offense at be¬ 
ing subpoenaed the attorney should not cause the 
subpoena to be issued without prior notification to 
the physician. The duty of the physician is the 
same as that of an)' other person to respond to 
judicial process. 

Arrangements for Court Appearances 

While it is recognized that the conduct of the 
business of the courts cannot depend upon the con¬ 
venience of litigants, la^v)'ers, or witnesses, arrange¬ 
ments can and should be made for the attendance 
of the physician as a witness which take into con¬ 
sideration the professional demands upon his time. 
Such arrangements contemplate reasonable notice 
to the physician of the intention to call him as a 
witness and to advise him by telephone, after the 
trial has commenced, of flie appro.ximate time of his 
required attendance. Tlie attorney should make 
every effort to conserve the time of the physician. 

Physician Called as Witness 

The attorney and the physician should treat one 
another with dignity and respect in the courtroom. 
The physician should testify solely as to the medi¬ 
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cal facts in the case and should frankly state his 
medical opinion. He should never be an advocate 
and should realize that his testimony is intended to 
enlighten rather than to impress or prejudice the 
court or the jury. 

It is improper for the attorney to abuse a medical 
witness or to seek to influence his medical opinion. 
Established rules of evidence afford ample oppor¬ 
tunity to test the qualifications, competence, and 
credibility of a medical witness; and it is always im¬ 
proper and unnecessary for the attorney to em¬ 
barrass or harass the physician. 

Fees for Services of Physician Relative to Litigation 

The physician is entitled to reasonable compensa¬ 
tion for time spent in conferences, in preparation of 
medical reports, and in court or other appearances. 
Tliese are proper and necessary items of expense in 
litigation involving medical questions. The amount 
of the physician’s fee should never be contingent 
upon the outcome of the case or the amount of dam¬ 
ages av'arded. 

Payment of Medical Fees 

The attorney should do everything possible to as¬ 
sure payment for sendees rendered by the physician 
for himself or his client. When the physician has 
not been fully paid tlie attorney should request per¬ 
mission of the patient to pay the physician from any 
recovery which the attorney may receive in behalf 
of the patient. 

Implementation of This Code 
at State and Local Levels 

In the event similar action has not already been 
taken this Code should, in tlie public interest, be 
appropriately implemented at state and local levels 
for the purpose of improving the interprofessional 
relationship between the legal and medical pro¬ 
fessions. 

Consideration and Disposition of Complaints 

The public airing of any complaint or criticism 
by a member of one profession against the other 
profession or any of its members is to be deplored. 
Such complaints or criticism, including complaints 
of the violation of the principles of this Code, 
should be referred by the complaining doctor or 
lawyer through his own association to the appro¬ 
priate association of the other profession; and all 
such complaints or criticism should be promptlj' 
and adequately processed by the association re¬ 
ceiving them. 
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ALABAMA 

Alumni Medical Program.—Tlie first general medi¬ 
cal program for alumni and friends of the Alabama 
Medical Center will be presented by the clinical 
faculh' of the Medical College of Alabama, Bir¬ 
mingham, No\'. 28-29 with the scientific sessions 
held at the University Hospital Auditorium. Uni¬ 
versity President Frank A. Rose will open the meet¬ 
ing with an address followed by seminars directed 
by Dr. J. Henry Goode, president, Medical Alumni 
Association of Alabama. The clinical seminar will 
include presentations in surgers', obstetrics and 
gs'necologx’, psychiatry, medicine, and pediatrics. 
The morning of Nov. 29 will be devoted to a 
medical and surgical conference and a clinical 
pathological conference. There is no registration 
fee and the meeting has been classified for category 
I credits by the Alabama Academ>' of General 
Practice. 

Personal.—Howard E. Skipper, Ph.D., assistant di¬ 
rector, Southern Research Institute, Birmingham, 
has been appointed a member of the National Ad- 
visor}' Cancer Council, Surgeon General Leroy E. 
Burney of the U. S. Public Health Serv'ice, has an¬ 
nounced. 

ALASKA 

Alaskan Health Statistics.—Statisticians of the Met¬ 
ropolitan Life Insurance Company have reported 
that between 1947 and 1957 the recorded mortality 
rate in tire white population of Alaska decreased 
from 8.7 to 4.6 per 1,000, and among the nonwhites 
from 15.2 to 10.7 per 1,000. The recorded death rate 
from tuberculosis fell more than 80% between 1947 
and 1957 in both the white and nonwhite popula¬ 
tions. Actual decreases in the death rate were from 
28.8 to 4.7 per 100,000 among white persons and 
from 574.3 to 88.4 among nonwhites. Infant mor¬ 
tality also showed a downward trend. Accidents 
was first among the causes of death in Alaska in 
1957, accounting for nearly one-fifth of the total 
deaths. Heart disease was a close second, and dis¬ 
eases of early infancy ranked third, reflecting in 
part the high birth rate in Alaska, the statisticians 
report. Cancer, and influenza and pneumonia com¬ 
bined, were next in rank. 

Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society acti%ities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


CALIFORNIA 

Annual Lecture to Honor Volunteer Physicians.— 
The second annual lecture honoring the Volunteer 
Medical Staff of the Sacramento County Hospital, 
sponsored by the Sacramento County Board of 
Supervisors, will be given by Fred L. Soper, direc¬ 
tor, Pan American Sanitary Bureau, Regional Office 
of the World Health Organization, on “Tlie Role 
of the V^orld Health Organization in Disease Erad¬ 
ication” at the Kit Carson Junior High School 
Auditorium Dec. 4, 8:30 p. m. The first lecture was 
given by Dr. Paul D. White last January. Tlie 
Board of Supervisors plan to continue to sponsor 
an annual lecture in honor of volunteer physicians 
who contribute to the care of the medically indi¬ 
gent of tlie community. 

COLORADO 

Poison Control Center in Denver.—The only full- 
fledged Poison Control Center in Colorado is at the 
Denver General Hospital, Telephone Tabor 5-1331. 
This center, under the direction of Dr. Robert S. 
Johnson, functions on a 24-hour basis furnishing 
consultative service, supervision of emergency treat¬ 
ment, and public education concerning accidental 
poisoning. It has excellent toxicological laboratory 
facilities. The center was organized by the pediat¬ 
rics department of the University of Colorado Med¬ 
ical Center and placed at Denver General Hospital 
by reason of availability of personnel, funds and 
facilities. The Colorado State Department of Pub¬ 
lic Health serves as liaison between the present 
center and local health departments, contributes 
financially to its operation, and works with it in 
educational and preventive activities. Tlie estab¬ 
lishment of other Poison Control Centers or Poison 
Information Centers in the state is contemplated. 

CONNECTICUT 

Dedicate Radiation Therapy Center.—The new 
$1,165,000 Hunter Radiation Therapy Center for 
research and treatment of cancer and otlier dis¬ 
eases was dedicated at the Yale-New Haven Med¬ 
ical Center, New Haven, Oct. 10. A tsvo-million 
electron volt Van de Graaff x-ray generator, a gift 
of the Donner Foundation of Philadelphia, will be 
housed in the structure, which will serve both 
Grace-New Haven Community Hospital and tlie 
Yale School of Medicine. The guest speaker at the 
dedication was Dr. Lee E. Farr, director. Medical 
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Institute of Brookhaven National Laboratory. The 
radiation therapy center and the tumor clinic will 
occupy the first two floors while the top two floors 
Avill provide laboratory space for the pediatrics and 
medicine departments of the Yale Medical School. 
The center is named in memory of the family of 
Robert E. Hunter, of Santa Barbara, Calif., of the 
Yale Class of 1911, who made a gift to Yale for the 
new building, which is on Davenport Avenue with 
connecting corridors to other hospital units. The 
main floor will also house waiting, examining, and 
dressing rooms, laboratories, and a workshop. The 
Tumor Clinic is on the street floor. Also housed in 
the building will be the Tumor Registry which has 
some 5,000 patients registered. 

FLORIDA 

New Departmental Chairman,—Dr. Richard T. 
Smith has been selected as professor and chairman 
of the department of pediatrics at the University 
of Florida College of Medicine in Gainesville, effec¬ 
tive Sept. 1. Hospital facilities available to the new 
department include 75 pediatric beds and nursery 
facilities for about 2,000 deliveries a year. In addi¬ 
tion to an active out-patient department, tliere is an 
ambulant division where mothers and their children 
may remain together. Applicants are now being re¬ 
ceived for pediatric internships and residencies to 
begin Jan. 1 and July 1, 1959. Inquiries may be ad¬ 
dressed to the Department of Pediatrics, College of 
Medicine, University of Florida, Gainesville, Fla. 

University News.—Grants totaling $23,000 have 
been awarded two units of the University of Flor¬ 
ida’s J. Hillis Miller Health Center. The Atomic 
Energy Committee granted the College of Medi¬ 
cine $15,000 and the College of Pharmacy $8,000 
to purchase equipment for the instruction of medi¬ 
cal and pharmacy students in radioisotopic tracer 
techniques. 

INDIANA 

Two New University Divisions.—Dr. Walter D. 
Close and Dr. A. David McKinley have been made 
head of two new educational divisions in the Indi¬ 
ana University School of Medicine. Dr. Close will 
be in charge of an expanded medical education 
program for physicians serving residencies and 
internships on the staffs of the university hospitals 
and in that capacity will serve as medical director 
for tire Long, Coleman, and Riley hospitals at the 
Indiana University Medical Center. Dr. McKinley 
will develop and direct an audiovisual aids pro¬ 
gram, assembling material for teaching and other 
^ ^educational activities. In addition. Dr. McKinley 
will supervise the operation of the Heart Station 
and will resume the teaching assignments in car¬ 
diology which he had given up while serving as 
medical director of the hospitals. 


MARYLAND 

Dr, Thorn Named Pincoffs Lecturer.-The second 
Maurice C. Pincoffs Lecture in Internal Medicine 
will be given at tire University of Maryland School 
of Medicine and College of Physicians and Sur¬ 
geons by Dr. George W. Thom, Hersey Professor 
of Medicine at the Peter Bent Brigham Hospital, 
Boston. His topic will be “Adrenal Hyperfunction- 
Clinical Studies.” The lecture in Chemical Hall will 
begin at 8:30 p. m., Dec. 15. The Pincoffs lecture¬ 
ship in medicine was established in 1957 by the 
faculty in honor of Dr. Pincoffs’ 35 years as profes¬ 
sor of medicine. Funds contributed by faculty, col¬ 
leagues, friends, and former students made its 
establishment possible. 

MASSACHUSETTS 

Dr. Friedkin Comes to Boston.—Morris E. Friedkin, 
Ph.D., associate professor of pharmacology at the 
Washington University School of Medicine, St, 
Louis, has been appointed professor and chairman 
of the department of pharmacology at the Tufts 
University School of Medicine, Boston. He will 
succeed Byron B. Clark, Ph.D., who has resiped 
after 10 years to join a midwestem pharmaceutical 
firm. 

NEW YORK 

Dr. Fenn Honored.—IVallace O. Fenn, Ph.D., pro¬ 
fessor of physiology. University of Rochester School 
of Medicine and Dentistry, and the only member 
of the school’s original advisory board still serving 
in that capacity, was awarded tire Gold Medal of 
the Medical Alumni Association at the organiza¬ 
tion’s banquet. The medal is awarded each year to 
a facult)' member "in recognition of his integrity, 
inspiring teaching, and devotion to medical stu¬ 
dents.” 

Society News.—The Northeastern New York Radi¬ 
ological Society has elected the following officers 
for the coming year: president, Kencil L. Mitton, 
Schenectady, New York; vice president, Sidney I. 
Etkin, Albany, New York; and secretary-treasurer, 
Irving Van Woert Jr., Albany, New York. 

Multiple Birth Roster.—The New York City Depart¬ 
ment of Health has established a “Multiple Birth 
Roster,” intended to be a source of information for 
research workers in genetics, child development, 
and other fields. All the identifying, demographic, 
and pregnancy information available on the birth 
certificate of each infant is punched on a tabulating 
card. The roster will be kept up-to-date in three 
respects: adoption of a child, death during the first 
year of life, and data fed back to the roster by tlie 
individual researcher. 'The roster was initiated as 
of Jan. 1, 1958. At a later date an evaluation will be 
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made to determine wliollicr its use by researchers 
warrants its continuation. Formal requests should 
be submitted to Dr. Harold Jncobziner, Assistant 
Commissioner for Maternal and Child Health Serv¬ 
ices, New York City Department of Health, 12.5 
M'orth St„ New York 13. 

New York City 

Appoint Chairman for New Department.—Dr. Jo¬ 
seph G. Benton has been appointed chairman of 
the newly established department of rehabilitation 
medicine at the State University of New York 
Downstate Medical Center and director of the 
rehabilitation department in Kings County Hospital 
Center, both in Brooklyn. Dr. Benton had been as¬ 
sociated with the Institute of Physical Medicine 
and Rehabilitation of the New York Universitj'- 
Bellevue Medical Center since 1948, and was also 
associate professor of clinical 2 ihysical medicine and 
rehabilitation at New York Universih' College of 
Medicine. 

President’s Committee Award Citation to Dr. 
Weeden.—The President’s Committee on Employ¬ 
ment of the Phj'sically Handicapped has awarded 
a special citation to Dr. Mhllis M. M'eeden, medical 
director of tlie New York State Work-men's Com¬ 
pensation Board, in appreciation of his “e.xceptional 
contributions in advancing the employment of tlie 
physically handicapped.” The citation was pre¬ 
sented to Dr. Weeden by Dr. Gerald D. Dorman, 
New York Cit}', chairman of the Council Commit¬ 
tee on Workmen’s Compensation of the Medical 
Societj’ of the State of New York, at the Statler 
Hotel during a luncheon. Dr, M^eeden has been 
medical director of the Workmen’s Compensation 
Board for 12 years. He is a consulting surgeon at 
the Elmhurst General Hospital, Queens, is on the 
surgical staff of the New York Hospital, and is an 
instructor in surgery at Cornell University Medical 
College. 

Program for Municipal Health Research.—A 
“purely municipal program of medical and health 
research” was launched Sept. 16 by Mayor Robert 
F. Wagner at a meeting of more than 300 of the 
city’s scientists, civic leaders, and medical experts. 
The newly inaugurated New York City Health Re¬ 
search Council will direct the research program. 
Dr. Walsh McDermott, Professor of Public Health 
and Preventive Medicine, Cornell University Medi¬ 
cal College, is chairman of the council. A specially 
created Office of Health Research within the Health 
Department will administer the program, and Dr. 
Colin MacLeod, former chairman of the Army 
Epidemiology Board, will head this new unit. The 
city has appropriated $600,000 to underwrite the 


first year's work. The funds will be allocated under 
the guidance of the Research Council and will 
enable scientists in local medical schools, hospitals, 
universities, research institutions and city depart¬ 
ments to carry on and intensify research work on a 
wide range of health and medical problems. 

PENNSYLVANIA 

Philadelphia 

Personal.—Dr. Thomas Gucker III, assistant profes¬ 
sor of orthopedic surgery. University of Pennsyl¬ 
vania School of Medicine and assistant orthopedic 
surgeon at Georgia Warm Springs Foundation, has 
been appointed physician in charge of Orthopaedic 
Hospital’s rehabilitation center in Los Angeles.— 
Dr. Elmer Hess, of Erie, past-president of the 
American Medical Association, was guest of honor 
at the annual dinner meeting Oct. 16 of the medical 
alumni society of the University of Pennsylvania. 
Dr. Hess is a graduate of the University of Pennsyl¬ 
vania School of Medicine. 

TENiNESSEE 

Organize Research Center in Knoxville.—A new 
research installation, the University of Tennessee 
Memorial Research Center, has begun operation 
on the universitj' campus in Knoxville. Housed in a 
6 -million-dollar building which also contains a 
384-bed general hospital, the center is being organ¬ 
ized by Dr. Stanfield Rogers, who left the Duke 
University Medical Faculty at Durham, N. C., last 
Januar)' to assume directorship of the new installa¬ 
tion. Dr. Rogers was assisted setting up the research 
laboratories by Guy Thomas Barry, Ph.D., who is 
working in the fields of biochemistry and micro¬ 
biology. Tlie Research Center has facilities for the 
use of radioactive isotopes from nearby Oak Ridge. 
In addition to research, this institution is working 
cooperatively with the Biology Division of the Oak 
Ridge National Laboratory in Oak Ridge. It is also 
working cooperatively in the training of postdoc¬ 
toral fellows svith the medical school of the Univer¬ 
sity of Tennessee College of Medicine, in Memphis. 
Since the opening of the Research Center, three 
other scientists have been added to the staff: 
Dr. Amoz I. Chemoff, from Duke University School 
of Medicine, Dr. Bernard G. StaU, III, Universitj' 
of North Carolina School of Medicine, Chapel Hill, 
and Dr. McChesney Goodall Jr., from Duke Uni¬ 
versity. 

Society News.—The Tennessee Radiological Society 
has elected the following officers: president, 1958, 
Dr. David S. Carroll, Memphis; president-elect. Dr. 
Granville W. Hudson, Nashville; vice-president. 
Dr. George K. Henshall, Jr., Chattanooga; and 
secretary-treasurer, Dr. James J. Range, Johnson 
City. 
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Foreign Guest Speakers.—Baylor University College 
of Medicine, Houston, had Dr. John F. Loutit, 
director. Radiobiological Research Unit, Atomic 
Energy Research Establishment of Harwell, Eng¬ 
land, as its guest Oct. 31. He spoke on “Lessons in 
Physiolog}' from Radiation Chimaeras.” Dr. Michael 
G. P. Stoker of the department of pathology, Cam¬ 
bridge University, England, spoke before the 
weekly seminar of the Texas Medical Center Re¬ 
search Society Nov, 5 on “Studies on Growth and 
Latency with Herpes Virus.” Dr. William H. 
McMenemey, of Maidavale Hospital, London, Eng¬ 
land, lectured to sophomore students Nov. 10. 

GENERAL 

Southern Medical Association Opens New Head¬ 
quarters.—Formal opening of the new $250,000 
home of the Southern Medical Association in Bir¬ 
mingham, Ala., Sept. 7, marked the completion of 
several years of planning and more than one year 
of construction. Association president is Dr. W. 
Kelly West, Oklahoma City. Remarks by past-presi¬ 
dents whose administrations coincided with the 



New headquarters of the Southern Medical Association, 
Birmingham, Ala. 


conception of the building plan, initiation, and con¬ 
struction of the home ofiBce, were features of the 
dedication program. Dr. Robert L. Sanders, Mem¬ 
phis, association president in 1954-55, is credited 
with getting the building movement under way. 
Other speakers included Dr. John P. Culpepper Jr-, 
Hattiesburg, Miss., Dr. Lee F. Turlington, Bir¬ 
mingham, V. O. Foster, executive director, and 
Mrs. Walker L. Curtis, College Park, Ga., president 
of the Southern Medical Association Woman’s 
Auxiliary. Dr. Arthur C. McCarty, past-chairman of 
the Southern Medical Association Council, made 
the official presentation of a portrait of C. P. Loranz, 
who has served the organization as professional 
relations director for 46 years and who led the 
building fund drive. Presiding was Dr. Milford O- 
Rouse, Dallas, president-elect. of the association. 
The new building is a split-level structure fronting 
on Highland Avenue at 26th Street South. In addi¬ 
tion to providing a meeting place and business cen¬ 
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ter, a library-conference room. Womans Au,vi!ian> 
headquarters, and other work areas, it contains 
space for the monthly Southern Medical Journal 
The Southern Medical Association, which now has 
13,000 members, has maintained headquarters in 
Birmingham for 43 of its 52 years. It was founded 
in Chattanooga in 1906 and offices were in Mobile 
before being moved to Birmingham in 1913. 

Support for Undergraduate Research.-The Na¬ 
tional Science Foundation has announced plans to 
make grants to colleges, universities, and nonprofit 
reseai'ch institutions to provide opportunities for 
qualified undergraduates majoring in the physical, 
biological, mathematical, and engineering sciences. 
About 1,000 undergraduates at some 100 institu¬ 
tions are expected to participate in these programs. 
The foundation will provide support, in accordance 
with prevailing campus practices, for a maximuffl 
of 400 hours per student. Details for preparing 
proposals may be obtained from the Special Proj¬ 
ects in Science Education Section, National Science 
Foundation, Washington 25, D. C. 

National Health Council Elects New Member,- 
The American College of Preventive Medicine has 
been elected to active membership in tlie National 
Health Council, bringing to 63 the number of or¬ 
ganizations comprising the National Health Coun¬ 
cil. Its membership consists of voluntary and gov¬ 
ernmental health agencies, professional associations, 
civic groups, and business firms having a major 
interest in health. The council serves as a confer¬ 
ence ground for these organizations to plan to¬ 
gether for tire better health of the nation. President 
of the American College of Preventive Medicine is 
Dr. Vivian A. Van Volkenburgh, assistant commis¬ 
sioner of the New York State Department of Health, 
Division of Local Health Services. Among the chief 
aims of the association are “the promotion and ad¬ 
vancement of the highest possible service standards 
in education, practice, and research in preventive 
medicine and public liealth.” 

Fellowships for Women.— The American Associa¬ 
tion of University Women has announced a total o‘ 
40 fellowships for 1958-1959, open to American 
women who show “distinction or promise of dis¬ 
tinction in their chosen fields of study.” The two 
categories are (1) women who already hold 
doctorate and (2) women who have fulfilled all doc¬ 
torate requirements, e.xcept tire dissertation. In® 
association also offers international fellowships, 
$2,000 each, for which American women may np" 
ply. Both national and international fellowships are 
unrestricted as to field and place of study ex(^P 
that the international fellowships must be used in “ 
country other than the candidates own. Candida ^ 
must have completed the residence requirOTien 
for the doctorate before the fellowship year begin 
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July 1, 1959. Rcqucsl.s for application forms must 
inciude a statement of academic status. Application 
deadline is Dee. 1 and successful candidates will be 
notified by March 1, 1959. Application forms may 
be obtained from Associate, AAU^^' Fellowship 
Program, 1634 Eye St., N. W., Washington 6, D. C. 

Society News.—At the 15th annual meeting of the 
American Medical Writers’ Association the follow¬ 
ing officers were elected to serve for 1959: presi¬ 
dent-elect, Dr. .Austin E. Smith, Chicago; first vice- 
president, Dr. Karl A. Mcnninger, Topeka, Kan.; 
second vice-president, Dr. Theodore R. Van Dellen, 
Chicago; editor. Dr, Raymond C. Pogge, Cincinnati 
(reelected); accounting officer, Dr. Alphonse Mc¬ 
Mahon, St. Louis (reelected); and secretary-treas¬ 
urer, Dr. Harold Swanberg, Quincy, Ill. (reelected). 
—The Americ.an Academy of Ophthalmology and 
Otolaryngology, at its annual meeting in Chicago 
Oct. 16, elected Dr. Dean M. Licrle, of the State 
University' of Iowa College of Medicine, Iowa City, 
president-elect, to take office in January’, 1960, suc¬ 
ceeding Dr. John H. Dunnington, New York, who 
is now president-elect and will become president 
in January, 1959. The vice-presidents elected were 
Drs. Gordon Hoople, Syracuse, N. Y.; S. Rodman 
Ir%’ine, Beverly Hills, Calif.; and Lyle M. Sellers, 
Dallas, Texas. The next annual meeting will also 
be held in Chicago, 

Bahamas Medical Conference.—The sixth Bahamas 
Medical Conference will be held at the British 
Colonial Hotel, Nassau, Nov. 28-Dec. IS. Among 
the speakers are: 

During the first week: Drs. Charles H. Brown, Cleveland; 
James F. Dowd, Robert Dean Woolsey, St. Louis; Edward 
D. Freis, Washington, D. C.; Richard A. Dnnsmore, Lil¬ 
lian D. Dunsmore, George E. Farrar Jr., Richard F. 
Tislow, Philadelphia; James R. Fitzsimmons, Detroit; Alice 

I. Macaulay, Valhalla, N. V.; James H. Mendel Jr., Miami; 
George W. Thorn, Kendall Emerson, Ross A. MacFarland, 
Ph.D., Boston. 

During tire second week: William B. Castle, Bo.ston; Helen 
F. Dunbar, New York; Richard K. Greenbank, Philadel¬ 
phia; Meyer Solomon, Chicago; Joseph F. Fazekas, Wash¬ 
ington, D. C.; E. Perry McCullagh, Cleveland; I. Artliur 
Mirsk}', Pittsburgh; John C. Saunders, Orangeborg, N. Y.; 
Charles Weller, Valhalla, N. Y.; Henry A. Zimmerman, 
Cleveland. 

During the third week: Robert B. Greenblatt, Augusta, Ga.; 
Irving Hirshleifer, Feli.x Wroblew.ski, New York; Marvin 

J. Seven, Lawrence E. Meltzer, Philadelphia. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
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Utah . 
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. 11 

12 

20 

Alaska . 




Han all... 

0 

o 


Puerto Rico . 



.. 


The American Medical Association is making 
available six films for showing at the conference. 
Participants and their parties enjoy special reduced 
hotel rates at the British Colonial Hotel in Nassau, 
provided that reservations are made by writing 
directly to “Bahamas Conferences,” P. O. Box 4037, 
Fort Lauderdale, Fla. Reservations should be made 
at once. If reservations are made by telephone, call 
JAckson 3-7303 at Fort Lauderdale, Fla. Indicate 
the type of accommodation required. 


Total . 117 2oi 112 

LATIN AMERICA 

Dr. Leloir of Buenos Aires Receives Award.—Tlie 
Helen Hay' Mfiiitney Foundation, 525 E. 68tli St., 
New York City, annoimces that Dr. Luis F. Leloir, 
director. Institute de Investigaciones Bioquimicas, 
Buenos Aires, Argentina, has been selected as the 
first recipient of the T. Duckett Jones Memorial 
Award, in recognition of his yvork on the isolation 
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of uridine diphosphoglucose, and otlier derivatives 
of uridine, from plant and animal tissues. This 
award, which will be an annual presentation by the 
foundation, was made possible by the income from 
the T. Duckett Jones Memorial Fund, plus an equal 
amount from the Helen Hay Mdiitney Foundation, 
of which Dr. Jones was medical director at the time 
of Iris death. The recipients of this award ($6,500) 
will be chosen each year by the Scientific Advisor)' 
Committee of the foundation “for outstanding 
achievement in the medical field or related sci¬ 
ences.” 

CORRECTION 

Preventing Rlood Coagulation.—In the Question 
and Answer entitled “Preventing Blood Coagula¬ 
tion,” in The Journal, Aug. 2, 1958, page 1806, it 
was stated that 1 mg. is equal to 10 units. This 
should have read 1 mg. is equal to 100 units. 

EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

American Board of Anesthesiology: Oral. Plioenix, April 

5- 10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave,, Hartford 5, Conn. 

American Board of Dermatology: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New Y’ork 32. 
American Board of Internal Medicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in tlie South and Southwest, New Or¬ 
leans, Feb. 3-6. Final date for filing application is Jan. 1. 
Oral. For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi¬ 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on tlie East Coast, Nov. 

6- 7, 9-10. Final date for filing application is March 1. 
Examination in the Subspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for filing application 
is Feb. 1. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

AMEmcAN Board of Obstetrics and Gynecology: Part I. 
Various parts of die United States and Canada, January 16. 
Candidates notified of their eligibility to participate in 
Part I must submit their case abstracts widiin thirty days 
of notification of eligibility. No candidate may take the 
wTitten examination unless die case abstracts have been 
received in die office of the Secretary. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

Ajierican Board of Ophthalmology: Written, qualifying 
test (Part I), Various Cides, Jan. 26. Oral. Philadelphia, 
June 3-6. Sec., Dr. Merrill J. King, 22 White St., Rockland, 
Maine. 
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American Board of Orthopaedic Surgery: Part ]. Wash¬ 
ington, D. C., Denver, Colorado and Rochester, Mimi. 
Mar. 26-27. Deadline for filing application is Nov.'so, Pert 
II. Chicago, Jan. 21-23, 1959. Deadline for receipt of ap¬ 
plications was Aug. 15. Sec., Dr. Sam W. Banks, llBSoulli 
Michigan Avenue, Chicago 3. 

American Board of Otolaryngology: Oral. Cliic.igo, Oct. 
5-9. Final date for filing application is Febniary. Sec", Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Pediatrics: Oral. New York, Dec, 5-7, 
Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rosemont 
Pa. 

American Board of Physical Medicine and Rehabilii.v 
tion: Written, Part I, and Oral, Part II. Philadelphia, 
June 12-13. Final date for Sling application is Febniaii' 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

American Board of Plastic Surgery: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports i 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerid 
4647 Pershing Ave., St. Louis 8, Mo. 

American Board of Preventive Medicine; Written, Piilili 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr 
24-26. Final date for filing application for all three « 
aminations is Jan. 15. See., Dr. Tom F. Whayne, 343i 
Walnut St., Philadelphia 4. 

American Board of Proctology; Oral and Written. Phils 
delphia, September. Final date for filing application i 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garde: 
City, N. Y. 

American Board of Psychiatry and Neurology: Ncv 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Trainini 
credit for full time psychiatric and/or neurologic assign 
ment in unapproved military’ programs or services betweei 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-111 
Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Regular Examinalioii 
Washington, D. C., Dec. 8-11. Final date for filing appli 
cation was July 1. Special examination in Nuclear Medicm 
for those diplomates in Radiology or Therapeutic Rodim 
ogy. Washington, D. C., Dec. 6. Final date for filin! 
application was Oct. 1. Special Examination. Cincinnati 
Mar. 16-19, 1959. Final date for filing apph'cation is Nor 
1. Candidates completing training June 30, 1959 are nol 
eligible for tlie Spring 1959 e.xaminations. Sec., Dr. n 
Dabney Kerr, Kahler Hotel Bldg., Rodiester, Minn. 

American Board of Surgery: Written examinations (PaO 
I) will be held at various centers in the United States, 
Canada, Hawaii, Puerto Rico, and certain military centers 
abroad on December 3. The date of the Fall examination 
in Part I has been changed from the last Wednesday o 
October as announced in its current Booklet of Informa" 
tion to December 3, 1958. Thereafter, examinations m 
P.irt I will be held once annually, on the first Wronesday 
of December. The closing date for filing applications «as 
August 1. Part II. New York City, Dec. 15-16; Houston, 
Tex., Jan. 12-13; New Haven, Conn., Feb. 9 - 10 ; Dumam, 
No. Car., Marcli 9-10; San Francisco, April 
Indianapolis, May 11-12; Columbus, Ohio, May 
Sec., Dr. John B. Flick, 1617 Pennsylvania Blvd., Pi««- 
delphia 3. 

Board of Thoracic Surgery: Oral. Los Angeles, Apn- 
Final date for filing application is Dec. 1. Sec., Hr. ' ‘ 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

American Board of Urology: Written Examination. 
ty-five cities throughout the country, Dec. 5. The o 
will be given in Chicago in February 1959. Sec., • 
William Niles Wishard, Jr., 30 Westwood 

, Minneapolis 26. 
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Medical CoriJS Retirements.—The following medical 
corps officers were placed on the retired list on 
Oct. 1, by reasons of voluntary retirement: Capt. 
John D. Walters, after more than 20 years active 
duty, and Capt. Jesse G. Wright, after more than 
30 years active duty. 

The following medical corps officers were placed 
on the retired list on Oct. 1, by reasons of reaching 
tlie statutory age of retirement: Capt. Wilbur E. 
Kellum, after more than 30 years active service, 
and Capt. Carl H. McMillan, after completing more 
tlian 30 years active service. (Captain Kellum was 
advanced on the retired list to the rank of Com¬ 
modore. 

The following medical corps officer was placed 
on the temporarj’ disabilits’ retired list of tlie 
Navy on Oct. 1: Capt. Harold G. Young, after more 
than 31 years active service. (Captain Young will be 
advanced on the retired list to the rank of Rear 
Admiral.) 

New Nas 7 Hospital at Portsmouth, Va.—A cere¬ 
mony was held Oct. 17, at the laying of the cor¬ 
nerstone of the new 15-stor)' naval hospital being 
constructed in Portsmouth, Va. The hospital, which 
is expected to be completed in December, 1959, 
utII have 800 beds, with supporting services capa¬ 
ble of accommodating a 700-bed extension. This 
hospital provides the medical support for military 
personnel and their authorized dependents in the 
Norfolk-Portsmouth-Hampton Roads area of Tide¬ 
water, Va. Among other things it will have such 
innovations as radio-electronic paging for doctors 
and provisions for closed circuit television in surgi¬ 
cal suites. The history of the Portsmouth Hospital 
dates back to 1830 when it was built. Today, tlie 
staff and employees of the hospital total about 
1,240 persons. The new hospital will be one of the 
finest examples of architecture in the country. The 
principle address during the cornerstone laying was 
given by the Hon. Porter Hardy Jr., U. S. Con¬ 
gressman from the Second District of the state .of 
Virginia. 

VETERANS ADMINISTRATION 

Personal.—Dr. Horace B. Cupp, director, VA 
area medical ofifice in Atlanta, Ga., has been ap¬ 
pointed deputy for operations of VA hospitals, out¬ 
patient clinics, and homes. 

Dr. Lee H. Schlesinger, manager of the West Side 
VA hospital in Chicago, has been named area medi¬ 
cal director in the Columbus, Ohio, area medical 
office of the VA, succeeding Dr. John G. Hood, who 
is being transferred to Atlanta, Ga., as area medical 
director. 
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Dr. Irvin J. Cohen, director of hospitals and 
clinics for VA in Washington since 1955, has been 
appointed to a newly created position as deputy to 
the assistant chief medical director for professional 
services in Washington, D. C. 

PUBLIC HEALTH SERVICE 

Increase in Grants in Mental Health Field.—A 
marked increase in grants to increase the supply of 
workers in the mental health field has been re¬ 
ported by Dr. Robert Felix, director. National In¬ 
stitutes of Mental Health. Grants to date in this 
fiscal year total over 16 million dollars. Grants have 
been made for the first time to support training of 
research-oriented psychologists at the doctoral 
level. Training emphasis will be on child develop¬ 
ment as well as physiological and social develop¬ 
ment in the human personality. 

Under continuing programs to support training 
for mental health clinical specialists, 53 new grants 
were awarded this year. A total of 2,385 persons 
are now receiving training under these programs. 
They are being trained as psychiatrists, psycholo¬ 
gists, social workers, psychiatric nurses, and public 
health nurses. Twelve new grants totalling $134,366 
were made this year to collegiate schools of nurs¬ 
ing to support psychiatric training, bringing the 
number of such schools receiving support to 71. 
This undergraduate program was started three 
years ago. Seven hundred and thirty-seven medi¬ 
cal student stipends totaling $32,776 have been 
awarded. This is an increase of 313 over those 
awarded last fiscal year. This program, im'tiated in 
the summer of 1957, permits medical schools to 
offer a $600 stipend to a medical student for extra¬ 
curricular clinical or research training in psychiatry. 

Increased Stipends for Fellowships.—An increase in 
stipend rates for research fellowships has been an¬ 
nounced by the National Science Foundation and 
the U. S. Public Health Service. The increased 
stipends, now available for future fellowships, put 
into effect tlie recommendations of senior scientists 
in training centers tliroughout the nation, said Dr. 
Alan T. Waterman, director of the National Science 
Foundation, and Dr. Leroy E. Burney, surgeon gen¬ 
eral of the Public Health Service. 

The stipends from both agencies at the predoc- 
toral level will be increased by $200. This will raise 
tire stipend to $1,800 for the first year, $2,000 for the 
intermediate year, and $2,200 for the terminal year. 
Predoctoral allowances have been increased to per¬ 
mit $500 for each dependent. The new stipends for 
both agencies at the postdoctoral level svill be 
$4,500 for the first year and $5,000 for tire second 
year. In addition, postdoctoral allowances have been 
increased to provide $500 for each dependent. Other 
allowances for certain travel expenses and research 
supplies will remain unchanged. 
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Alter, Samuel, Philadelphia; Jefferson Medical Col¬ 
lege of Philadelphia, 1925; an associate member of 
the American Medical Association; member of the 
American Academy of General Practice; veteran of 
World War 11; died in the Veterans Administration 
Hospital Sept. 2.3, aged 59. 

Anderson, John F., New Brunswick, N. J.; born in 
Fredericksburg, Va., March 14, 1871; University of 
Virginia School of Medicine, Charlottesville, 1896; 
an associate member of the American Medical As¬ 
sociation, serving as a member of the House of 
Delegates in 1916 and chairman of the Section on 
Pharmacology and Therapeutics in 1913-1914; in 
1914 elected a member of the Council on Pharmacy 
and Chemistry of the American Medical Associa¬ 
tion; a past-president of the American Association 
of Pathologists and Bacteriologists and tlie Amer¬ 
ican Public Health Association; past-vice-president 
of the Society for Experimental Pathology; in 1938- 
1939 president of the American Drug Manufactur¬ 
ers Association; member of the Association of 
American Physicians; member of the U. S. Pharma¬ 
copoeia conventions, served hvice as vice-president, 
and also as a member of the Revision Committee; 
assisted the committee with the last three revisions 
of the U. S. Pharmacopoeia; entered the U. S. 
Marine Hospital Service as assistant surgeon in 
March, 1898; served at Ellis Island in the inspec¬ 
tion of immigrants; was detailed as sanitary ob¬ 
server in Oporto-Spain, Liverpool, England, and 
Glasgow, Scotland; then became sanitary attache 
to United States consulates in Barcelona, Spain, 
Marseilles, France, Vienna, Austria, London and 
Liverpool, England; in 1901, became affiliated witlr 
the H)'gienic Laboratory, U. S. Public Health Ser\'- 
ice, becoming its director in 1909, and served until 
1915; resigned to become director of the Research 
and Biological Laboratories of E. R. Squibb & Sons, 
becoming a member of the board of directors in 
1917 and vice-president in 1919, holding these posi¬ 
tions until his retirement in 1946; in 1956, made a 
gift to his alma mater to establish a lectureship to 
be kmown as the John F. Anderson Memorial Lec¬ 
tures in Medicine; author of many published papers 
on phases of public health; served as director of the 
Greater New Brunswick Chamber of Commerce 
and vice-president of the New Brunswick Savings 
Institution; died in St. Peters General Hospital 
Sept. 29, aged 87, of heart disease. 

Boone, Henry H, ® Chicago; Chicago Medical 
School, 1919; died Sept. 30, aged 74, of chronic 
myocarditis and arteri osclerosis. _ 

0 Indicates Member of the American Medical Associah'on. 


Bunker, Charles Waite Orville ® Rear Admiral, 
U. S. Navy, retired, Bethesda, Md.; bom in Viroquai 
Iowa in 1882; Cornell University Medical College, 
New York City, 1905; appointed assistant surgeon 
in the medical corps of the Navy Sept. 21, 1907, 
attained the grade of Rear Admiral, June 23,1942; 
served in 1914 witli the Fleet Marine Force during 
the Mexican Campaign, and during World War I 
with the Atlantic Transport Service, and the U. S. 
Naval Aviation Forces in Italy; in 1919 became 
executive officer of tlie Naval Hospital at Brest, 
France; in 1920 served as an instructor at the Naval 
Medical School, Washington, D. C.; left for Tur¬ 
key in 1923 to serve on the staff of the U. S. High 
Commissioner there; became head of the bureau 
of medicine and surgery’s planning division in 1931; 
was commanding officer of the Naval Hospital, 
Brooklyn, of the Naval Medical School and the 
National Naval Medical Center, Bethesda, Md., 
where he served until retired in July, 1944; was 
awarded various medals; service member of the 
American Medical Association; fellow of tlie Amer¬ 
ican College of Surgeons; died Sept. 17, aged 76, 
of arteriosclerotic heart disease, myxedema, and 
cirrhosis of tlie liver. 

Carter, Lew Arthur, O’Neill, Neb.; Kansas City 
(Mo.) Hahnemann Medical College, 1903; past- 
president of the Holt County Medical Society; 
past-president of the board of education; served 
as an examining surgeon for the U. S. Bureau of 
Pensions; formerly city physician and member of 
the board of insanity of Holt County; served as 
chairman of the Holt County American Red Cross; 
on the staff of St. Anthony Hospital, where he died 
Sept. 4, aged 82, of dilatation of the heart. 

Cattermole, George Stephenson ® Denver; Univer¬ 
sity of Colorado School of Medicine, Denver, 1926; 
a member of the staff of St. Luke’s Hospital; died 
Sept. 8, aged 58, of coronary artery' disease. 

Chobot, Robert ® New York City; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1924; associate clinical professor of pedi¬ 
atrics at the New York University Post-Graduate 
Medical School; specialist certified by the Amer¬ 
ican Board of Internal Medicine; member of the 
American Academy of Allergy; fellow of the Amer¬ 
ican College of Phy'sicians; past-president of the 
Society for the Study of Asthma and Allied Con¬ 
ditions; on the staffs of the University and Roosevelt 
hospitals; died in London, England, Sept. 26, age 
57, of coronary thrombosis. 
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Colcttn, John Joseph ® Columbus, Ohio; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1934; on the staffs of the Mercy and Grant 
hospitals; died Sept. 22, aged 50, of acute coronary 
occlusion. 

Collins, Joseph Kennard ® Falmouth, Mass.; Bos¬ 
ton University School of Medicine, 1952; certified 
by the National Board of Medical Examiners; mem¬ 
ber of the American Academy of General Practice; 
served a residency at the Taunton (Mass.) State 
Hospital; died in the Peter Bent Brigham Hospital, 
Boston, Sept. 7, aged 37. 

Combs, Victor Ray, Phoenix, Ariz.; Hospital Col¬ 
lege of Medicine, Louisville, 1905; veteran of World 
War I; died in the Veterans Administration Hos¬ 
pital Aug. 29, aged 80. 

Cornell, Beaumont Sandfield ® Huntington, Ind.; 
University of Toronto Facult)’ of Medicine, To¬ 
ronto, Ont., Canada, 1916; L.R.C.P., of London, 
and M.R.C.S., of England, 1930; specialist certified 
by the American Board of Internal Medicine; for¬ 
merly practiced in Fort Wayne, Ind., where he was 
on the staff of the Fort Wayne State School and 
member of staff of the Lutheran Hospital; editor 
emeritus of The American Journal of Digestive Dis¬ 
eases; died in the Huntington County Hospital 
Sept. 16, aged 66, of coronary occlusion. 

Denman, Morris Aquila ® Livingston Manor, N. Y.; 
Northwestern University Medical School, Chicago, 
1932; certified by the National Board of Medical 
Examiners; served as president-elect of the Sullivan 
County Medical Society; associated with Liberty- 
Loomis and Liberty Maimonides hospitals in Lib¬ 
erty; formerly Rockland town health officer; school 
physician; died Sept. 5, aged 54, of coronary throm¬ 
bosis. 

Dungay, Neil Stanley, Northfield, Minn.; University 
of Minnesota Medical School, Minneapolis, 1925; 
an associate member of the American Medical As¬ 
sociation; fellow of the American Public Health 
Association; for many years associated with the 
faculty of Carleton College; served on the staff of 
the Northfield City Hospital, where he died Sept. 
19, aged 75, of cerebral hemorrhage. 

Eilers, Paul Gerhard, La Mesa, Calif.; State Uni¬ 
versity of Iowa College of Homeopathic Medicine, 
Iowa City, 1900; veteran of World War I; formerly 
associated with the Indian Service; died in the U. S. 
Naval Hospital, San Diego, Sept. 13, aged 80, of 
cancer. 

Estabrook, Bert U. ® Detroit; Detroit College of 
Medicine, 1903; deputy health commissioner for 25 
years, retiring in 1947; at one time on the faculty 
of his alma mater; died in the Harper Hospital 
Sept. 15, aged 78. 


Exter, Donald John ® Pasadena, Calif.; University 
of Southern California School of Medicine, Los 
Angeles, 1943; fellow of the American College of 
Surgeons; specialist certified by the American Board 
of Surgery; on the staffs of the Alta Vista and Col- 
lis P. and Howard Huntington Memorial hospitals; 
died Sept. 20, aged 39, of a self-inflicted bullet 
wound. 

Fellers, Ray Leopold ® Detroit; Detroit College of 
Medicine and Surgery, 1915; member of the Amer-, 
ican Academy of General Practice and the Associa¬ 
tion of Military Surgeons of the United States; on 
the staffs of the Mount Carmel Mercy Hospital and 
Providence Hospital, where he died Sept. 12, aged 
71, of pulmonary thrombosis. 

Flynn, Edward Anthony ® Belleville, N. J.; Uni¬ 
versity of Vermont College of Medicine, Burling¬ 
ton, 1915; veteran of World War I; associated with 
St. Vincent’s Hospital, where he was past-president 
of the medical staff and St. James Hospital in Mont¬ 
clair; affiliated with Presbyterian Hospital in 
Newark and St. Mary’s Hospital in Passaic; chief 
of gastroenterology on the staff of St. Michael’s 
Hospital in Newark, where he died Sept. 28, aged 
65, of injuries received in an automobile accident 
Sept. 19. 

Gancher, Jacob Isaac ® Waterbury, Conn.; Long 
Island College Hospital, Brooklyn, 1906; member 
of the American Academy of General Practice; a 
member of the original staff of St. Mary’s Hospital; 
died in the Waterbury Hospital Sept. 16, aged 74. 

Haines, Willits Parker, Ocean City, N. J.; Jefferson 
Medical College of Philadelphia, 1897; past-presi¬ 
dent of the Medical Society of Cape May County; 
served as acting assistant surgeon in the U. S. Pub¬ 
lic Health Service; a member of the honorary staff 
at Shore Memorial Hospital, Somers Point; died 
Sept. 11, aged 85. 

Hall, James Frank ® Colonel, U. S. Army, retired, 
Washington, D. C.; Harvard Medical School, Bos¬ 
ton, 1899; service member of the American Medical 
Association; fellow of the American College of 
Surgeons; entered the regular Army in 1901 and 
retired Sept. 30, 1933; died in the Walter Reed 
Army Hospital Sept. 2, aged 84. 

Harper, Stephen F., Ashland City, Tenn.; Univer¬ 
sity of Nashville Medical Department, 1910; died 
in the Baptist Hospital, Nashville, Sept. 19, aged 
73, of myocardial infarction. 

Holland, Robert E. Lee, Dallas, Texas; University 
of Vermont College of Medicine, Burlington, 1895; 
at one time associated with the Deaf, Dumb and 
Blind Institute for Colored Youths of Texas; died 
Sept. 9, aged 93. 
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Hood, Arthur James ® Elko, Nevada; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1903; past-president of the Elko County 
Medical Society; on the staff of the Elko General 
Hospital; died Sept. 19, aged 78, of chronic renal 
failure. 

Jackson, Albert F., Nutley, N. J.; Columbia Uni¬ 
versity College of Physicians and Sm-geons, New 
York City, 1905; for many years school physician; 
director and vice-president of the Bank of Nutley; 
on the staffs of the Mountainside Hospital in Mont¬ 
clair, Presbyterian Hospital in Newark, and the 
Passaic (N. J.) General Hospital, where he died 
Sept. 11, aged 79, of coronary thrombosis. 

Jewel, Robert Theodore ® Los Angeles; State Uni¬ 
versity of Iowa College of Medicine, Iowa City, 
1892; died in the Good Samaritan Hospital Sept. 13, 
aged 93, of acute coronary thrombosis. 

Jones, Lemuel Winfield, Waco, Texas; (licensed in 
Texas under the Act of 1907); served on the staffs 
of the Hillcrest Memorial and Providence hospitals; 
died Sept. 1, aged 92. 

Kleiner, Blanche F. ® Philadelphia; Imperial Uni¬ 
versity of St. Petersburg, Russia, 1919; died in the 
Lankenau Hospital Sept. 18, aged 69. 

Kusnitz, Morris Jr, ® Alamo, Ga.; Emory University 
School of Medicine, Atlanta, 1936; died in the 
Macon (Ga.) Hospital Sept. 7, aged 51, of cerebral 
hemorrhage. 

Loeb, Herbert ® North Attleboro, Mass.; Julius- 
Maximilians-Universitiit Medizinische Fakultat, 
Wurzburg, Bavaria, Germany, 1931; on tire staff of 
the Sturdy Memorial Hospital in Attleboro; died 
Aug. 12, aged 56, of coronary thrombosis. 

McMahon, Ralph James ® Binghamton, N. Y.; Uni- 
versit^f of Buffalo School of Medicine, 1921; spe¬ 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy¬ 
sicians; president of the Broome County Medical 
Society; past-president of the Binghamton Academy 
of Medicine; on the staffs of the Ideal Hospital in 
Endicott and Binghamton and Our Lady of Lourdes 
Memorial hospitals; died Sept. 10, aged 60, of 
coronary thrombosis. 

Meddis, Victor Newcomb ® Colonel, U. S. Army, 
retired, San Antonio, Texas; Hospital College of 
Medicine, Louisville, 1902; service member of the 
American Medical Association; fellow of the Amer¬ 
ican College of Surgeons; entered the medical corps 
of the U. S. Army in 1920; retired July 31, 1943; 
died in the Brooke Army Hospital Aug. 31, aged 79, 
of cancer of the pancreas. 

Munson, Alban Elliott, Nyack, N. Y.; University 
and Bellevue Hospital Medical CoUege, New York 
City, 1899; an associate member of the American 
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Medical Association; surgeon. New York Central 
Railroad; for many years on the staff of the Union 
Hospital in New York City, where he was trustee- 
died in the Cottage Hospital, Santa Barbara, Calif,’ 
Sept. 22, aged 84, of cerebral hemorrhage, 

Nixon, Edwin Allen ® Seattle; State University of 
Iowa College of Medicine, Iowa City, 1928; 5 p^ 
cialist certified by the American Board of Surgery; 
fellow of the American College of Surgeons; past- 
president of the Seattle Surgical Society; on the 
staffs of the Columbus, Doctors, Swedish, and 
Providence hospitals; died Sept. 6, aged 61. 

O’Connor, Clarence Joseph, New York City; Ford- 
ham University School of Medicine, New York 
City, 1921; also a lawyer; member of the Medical 
Society of the State of New York; past-president of 
the Bronx County Medical Society; served for many 
years as an honorary police surgeon; a founder and 
past-president of the Catholic Physicians Guild; a 
member of the American Board of Legal Medicine; 
president of the medical board and chief of medi¬ 
cine of Union Hospital; died Sept. 17, aged 61, of 
cerebral hemorrhage. 

Olkon, David Mortimer ® Los Angeles; bom in 
Wilna, Russia, Sept. 15, 1877; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1908; associate profes¬ 
sor of psychiatry emeritus at his alma mater; spe¬ 
cialist certified by the American Board of Psy¬ 
chiatry and Neurology; member of the American 
Academy of Neurology, Scientific Resers'e Society 
of America, and Sigma Xi; fellow of tlie American 
Psychiatric Association; veteran of World War I; 
attending psychiatrist at the Cedars of Lebanon 
Hospital; at one time practiced in Chicago; seived 
as director of the Los Angeles Neurological Insti¬ 
tute; died Jan. 29, aged 80, of cancer of the pros¬ 
tate. 

Owens, Frank Joseph, St. Paul; University of 
Minnesota Medical School, Minneapolis, 19oo; 
served an internship at the Ancker Hospital in Sf. 
Paul and a residency at the University' of Minne¬ 
sota Hospital and Veterans Administration Hos¬ 
pital in Minneapolis; died Sept. 4, aged 28. 

Percy, Nelson Mortimer ® Chicago; born in Dar¬ 
ter, Iowa, Nov. 7, 1875; Rush Medical College, 
Chicago, 1899; professor of clinical surgery at the 
University of Illinois College of Medicine from 
1920 to 1940, when he was named professor eineri- 
tus; member of the founders group of the American 
Board of Surgery, and of the American Surgical 
Association and the International Society of Sur¬ 
geons; fellow of the American College of Surgeons, 
past-president of the American Goiter Association 
which in 1953 gave him its meritorious award; past^ 
president of the Chicago Surgical Society; in I9D 
organized U. S. Base Hospital 11 in France an 
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' served as ils surgical director; a life member of the 
Chicago Historical Society, Art Institute, and the 
■ Natural Historical Society; joint author with Dr. 
Albert J. Ochsner of "Clinical Surgery" published 
in four editions, the first in 1912; developed the 
Percy method of whole blood transfusion; in 1951 
the Nelson M. Percy Research Foundation was or¬ 
ganized at the Augustana Hospital, where he be¬ 
came. chief surgeon in 1925, chief of staff in 1935, 
serving until 1957, when he became emeritus chief 
of staff, and where he died Oct. 10, aged 82, of 
congestive he:irt disease. 

Phillipscn, John Albert ® Wellington, Kan.; North¬ 
western Medic:d College, St. Joseph, Mo., 1894; 
for many years county coroner; on the staffs of the 
Hatcher and St. Luke’s hospitals; died June 28, 
aged 86, of cancer. 

Phillips, John William, Oilton, Okla.; Gate City 
Medie;il College, Te.varkana, Ark., 1906; for 10 
years mayor; for m;my yc;\rs on the staff of the 
Cushing Municipal (Okla.) Hospital, where he died 
Sept, 11, aged 89, of intestinal obstruction. 

Quaife, Lawrence Albert, Rosalia, M'ash.; State 
University of Iowa College of Medicine, Iowa City, 
1906; served as medical director for the Chicago 
and Milwaukee Railroad; died in Spokane, Sept. 
6, aged 79, of cerebral hemorrhage, 

Rittenhousc, Jacob S., Loraue, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1885; associated with the Community General Hos¬ 
pital in Reading; died Sept. 4, aged 97, of arterio¬ 
sclerosis. 

Ross, Rex Roy ® San Antonio, Te.xas; bom in New¬ 
ton, Mass., in 1888; Medical Department of Tulane 
Unir^ersity of Louisiana, New Orleans, 1912; veteran 
of World War I; specialist certified by the American 
Board of Urology; member of the American Urolog¬ 
ical Association; fellow of the American College of 
Surgeons; past-president of the Bexar County Medi¬ 
cal Society; associated with tire Woodmen of the 
World Memorial Hospital; consulting chief urologist 
at the Robert B. Green Memorial Hospital; on the 
staffs of the Santa Rosa Hospital and the Nix Me¬ 
morial Hospital, where he died Aug. 12, aged 70, of 
eerebral hemorrhage and arteriosclerosis. 

Reeves, Alfred Edwin, North Platte, Neb.; Ens- 
worth Medical College, St. Joseph, Mo., 1904; an 
associate member of the American Medical Asso¬ 
ciation; veteran of M^orld War 1; on the staffs of 
Memorial Hospital and St. Mary Hospital, where 
he died Sept. 1, aged 77, of pneumonia, and chronic 
myocarditis. 

Rinker, George Earnest ® Oto, Iowa; Sioux City 
(Iowa) College of Medicine, 1903; served as mayor, 
member of the town council, and president of the 
board of education; died in Sioux City Sept. 16, 
aged 81. 


Rodenheiser, Edwin William, Upper Darby, Pa.; 
Washington University School of Medicine, St. 
Louis, 1913; specialist certified by the American 
Board of Pediatrics; an associate member of the 
American Medical Association; member of the 
American Academy of Pediatrics; fellow of the 
American College of Physicians; for many years on 
the staff of the Delaware County Hospital in Drexel 
Hill; consultant pediatrician at the Misericordia 
Hospital in Philadelphia, Tliomas M. Fitzgerald 
Mercy Hospital in Darby, and Chester (Pa.) Hos¬ 
pital; on the courtesy staff, the Bryn Mawr (Pa.) 
Hospital, where he died Sept. 24, aged 67, of hyper¬ 
tensive cardiovascular disease. 

Scott, William Wylie ® Orlando, Fla.; Medical De¬ 
partment of Grant University, Chattanooga, Tenn., 
1907; University of Worster Medical Department, 
Cleveland, 1909; formerly practiced in Canton, 
Ohio; member of the Ohio State Medical Associa¬ 
tion; past-president of the Canton Academy of 
Medicine and past-treasurer of the Stark County 
(Ohio) Medical Society; died Sept. 7, aged 77, of 
cerebral vascular accidents. 

Seligman, Hans ® Groton, N. Y.; Universitat Bern 
Medizinische Fakultiit, Switzerland, 1937; formerly 
school physician; on the staff of the Cortland (N. Y.) 
Memorial Hospital; died Sept. 11, aged 46, of 
rheumatoid arthritis and duodenal ulcer. 

Shemeley, William G. Jr,, Darby, Pa.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1910; veteran of World War I; an associate member 
of the American Medical Association; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophtlial- 
mology and Otolaryngology; died in the Hahne¬ 
mann Hospital, Philadelphia, Sept. 18, aged 70, of 
myocardial infarction. 

Simmons, Harold Leonard Jr. ® New Bedford, 
Mass.; Boston University School of Medicine, 1944; 
certified by the National Board of Medical Ex¬ 
aminers; interned at the Boston City Hospital; 
served a residency at the Cambridge City Hospital 
in Cambridge; served in the medical reserve corps 
of the U. S. Army; died in the Massachusetts Gen¬ 
eral Hospital, Boston, Sept. 1, aged 43. 

Slack, Louise Wetherill, Silver Spring, Md.; Wom¬ 
an’s Medical College of Pennsylvania, Philadelphia, 
1937; served in the medical corps of the U. S, Naval 
Reserve during World War 11; on the staffs of the 
Lancaster General and St. Joseph’s hospitals in 
Lancaster, Pa.; since 1954 employed by the depart¬ 
ment of health in Washington, D. C,; died Sept. 8, 
aged 50, of an overdose of barbiturates, self-admin¬ 
istered. 

Slate, John William ® High Point, N. C.; University 
College of Medicine, Richmond, 1900; member of 
the board of county commissioners for Stokes 
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County from 1918 to 1922; on the staff of the High 
Point Memorial Hospital; died Sept. 12, aged 81, 
of coronary disease. 

Steves, Bert Jerome ® Menomonie, Wis.; Chicago 
Homeopathic Medical College, 1903; Northwestern 
University Medical School, Chicago, 1908; died in 
Fort Dodge, Iowa, Sept. 8, aged 84. 

Sutton, Lyle Adin ® Albany, N. Y.; Albany Med¬ 
ical College, 1921; associate clinical professor of 
gynecology and obstetrics at his alma mater; spe¬ 
cialist certified by the American Board of Obstet¬ 
rics and Gynecology; fellow of the American Col¬ 
lege of Surgeons; veteran of World War I; chief 
of gynecology. Child’s Hospital; on the attending 
staff at Memorial Hospital; consulting gynecologist 
at Memorial Hospital of Greene County, Catskill, 
and Moses-Ludington Hospital, Ticonderoga, and 
on the staff of the Albany Hospital, where he died 
Sept. 13, aged 62, of cardiac failure. 

Takes, Michael James, Miami, Fla.; University of 
Michigan Medical School, Ann Arbor, 1951; di¬ 
rector of research and special studies and epidemi¬ 
ologist for Dade County Health Department; for 
four years was assigned to the army’s malarial con¬ 
trol group, teaching at the school of malariology 
in the Panama Canal Zone; interned at the Gorgas 
Hospital in Ancon, C. Z., where he served a resi¬ 
dency; received the degree of master of public 
health from Harvard School of Public Health in 
Boston; died Sept. 9, aged 39, of acute coronary 
occlusion. 

Tetrault, Philias Eugene, Putnam, Conn.; Middle¬ 
sex College of Medicine and Surgery, Cambridge, 
Mass., 1920; veteran of World War I; a member of 
the advisory board of Annhurst College in South 
Woodstock; died Sept. 16, aged 66. 

Thomason, Charles Franklin, Wlrites Creek, Tenn.; 
Vanderbilt University School of Medicine, Nash¬ 
ville, 1914; veteran of World War I; died Sept. 7, 
aged 73, of arteriosclerosis. 

Warren, Robert Franklin, Prospect Hill, N. C.; 
Atlanta School of Medicine, 1911; member of the 
Medical Society of the State of North Carolina; 
died in the North Carolina Memorial Hospital, 
Chapel Hill, Sept. 11, aged 74, of carcinoma of 
the lung. 

Whedon, Edwin Earl ® Sheridan, Wyo.; born in 
Hudson, Ohio, April 29, 1872; Gross Medical Col¬ 
lege, Denver, 1902; past-president of the Wyoming 
State Medical Society of which he was secretary 
for 18 years; member of the House of Delegates of 
the American Medical Association in 1922 and 1930; 
for 15 years chairman of the Wyoming division of 
the American Cancer Society; past-president and 
for many years a member of the board of health; 
in 1910 city treasurer; for many years on the Rocky 
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Mountain Medical Conference Committee; in 1851 
established the Earl and Bessie Whedon Cancer 
Detection Fountain Center; served as Wyomiii» 
editor of the Rocky Mountain Medical ]ouml-J- 
sociated with Sheridan Memorial Hospital, where 
he died Sept. 10, aged 86. 

White, John Edward, Kerrville, Texas; Cleveland 
Medical College, Homeopathic, 1891; for many 
years associated with the Veterans Administration; 
formerly medical director of the Nordrach Ranch 
Sanitarium in Colorado Springs; veteran of World 
War I; died in the Sid Peterson Memorial Hospital 
Sept. 9, aged 87. 

Williams, Charles Leroy, McMinnville, Ore.; Uni¬ 
versity of Louisville (Ky.) Medical Department, 
1903; at one time mayor; served on the staff of the 
McMinnville Hospital, where he died Sept. 8, agec 
84, of pneumonia. 

Williams, Hiram, Paterson, N. J.; New York Uni 
versity Medical College, New York City, 1896; fo; 
many years practiced in Passaic, where he svas i 
member of the board of education; for more that 
40 years examining physician for Prudential Lifi 
Insurance Company; for many years chief surgeoi 
at Passaic General Hospital; at one time city healtl 
officer; an associate member of the American Med 
ical Association; died in the Christian Sanatorium 
Wyckoff, Sept. 4, aged 89, of cerebral thrombosis 

Williams, Stuart Dudley ® Richmond, Va.; Medica 
College of Virginia, Richmond, 1917; service mem 
ber of tire American Medical Association; veterai 
of World War I; associated with the Veterans^Ad 
ministration Hospital; died Sept. 13, aged 65, ol 
acute coronary insufficiency. 

Willson, William Herbert ® Greenfield, Ohio 
Medical College of Ohio, Cincinnati, 1897; veterar 
of the Spanish-American War; served as a meiu 
ber of the county board of health; associated wiu 
tire Greenfield Municipal Hospital, where he diec 
Sept. 7, aged 84, of cerebral hemorrhage and in 
juries received in an automobile accident. 

Winchell, George D., Rose, N. Y.; University of 
Buffalo School of Medicine, 1893; an associate 
member of the American Medical Association; mf 
many years county coroner; died Sept. 22, aged i 
of coronary thrombosis. 

CORRECTION 

Dr. Arthur Kirby Baldwin Is Not Dead.-THE Joi®' 
NAL for Nov. 1, page 1250, erroneously reported t e 
death of Dr. Arthur Kirby Baldwin. Dr. Baldwin 
still living at Carrollton, III., and he was named ) 
the Illinois State Medical Society in May as G® 
eral Practitioner for 1958.” The source of our in ox 
mation was the News Letter of tlie American o 
ciety of Anesthesiologists for September. 
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BRAZIL 

Sinusitis.—Drs. Raphael da Nova and Decio Mion 
(Rcoisffl do HospUal das Ch'm’ais, vol. 13, July-An- 
gust, 195S) analyzed 1,593 cases of chronic sinusitis 
and concluded that conserwative tlierapy gave the 
best immediate results. Conscrvatix’c treatment was 
applied in 53 cases of chronic maxillary sinusitis 
classified as purulent, allergic, and puruloallergic. 
The punilent group was treated locally with strepto¬ 
kinase and streptodornase combined with tetracy¬ 
cline by mouth. The second catcgoiw was treated 
with hormones and antibiotics. Chronic sinusitis is 
predominantly maxillary, and an allergic factor is 
important in its cause. Surgical treatment has be¬ 
come less popular since the appearance of antibiot¬ 
ics. 

Prevention of Leprosy.—Fernandez and Nelson 
Souza Campos have stated that leprosy can be pre¬ 
vented by the use of BCG vaccine. In order to in¬ 
vestigate this point of view. Dr. A. C. Pereira at the 
Medical School of Juiz do Fora, Minas Gerais, stud¬ 
ied the children of leprous parents and children 
witlidrawm from a focus of leprosy (these cliildren 
having been admitted to a preventorium). From 
the time his study began, in 1943, he made tuber¬ 
culin and lepromin tests on all the children. From 
1930 on he began to giv'c BCG v’accine by mouth 
for periods of one, three, and six months to obtain 
a complete reversal of the lepromin test from nega- 
tiv'e to positive. In an eight-year follovv'-up such 
tests remained positive. As about 33% of those with 
negative tests had been permanent},' discharged, 
it was concluded that vaccination by BCG is an cf- 
fectiv'e preventive of leprosy. 


CANADA 

Gastroenteritis.—A group of workers from Montreal 
and another from Kingston, Ont., emphasized the 
important role of colifonn organisms in epidemic 
diarrhea in infants. The Montreal group (Camd. 
M. A. J. 79:351, 1958) isolated a new serotype (al¬ 
ready incriminated in outbreaks in the United 
States), known as 0127:B 8, and identified it as the 
cause of an epidemic in a children’s hospital. Of 
796 infants who were in hospital with diarrhea dur¬ 
ing a 10-month period, 258 were harboring this 
strain. Of these, 187 were infected in tlie hospital 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


vv’hile under treatment for other conditions. Prema¬ 
ture and nevv'born infants were very susceptible. 
Strains vv'ere at first sensitive to neomycin, but later 
showed emergence of resistance. Nitrofurantoin 
proved to be the therapeutic agent of choice. There 
vv'ere 28 deaths. Autops)' findings were nonspecific 
(intestinal congestion and hemorrhage). The sero¬ 
type described is widespread in the province of 
Quebec. The Kingston group recorded a series of 
hospital infections over a five-year period and found 
a wide range of serological types of Escherichia 
coli. They encountered one epidemic with tlie 
011:B4 type, but the proportion of E. coli infections 
among infants admitted with diarrhea was some¬ 
what less than in the Montreal series. They found 
that giving polymyxin B bj' mouth was effective in 
shortening the duration and diminishing the sever¬ 
ity of the infection and favored givung prophylactic 
doses to staff and patients in the presence of an 
epidemic. They urged, as did tlie Montreal work¬ 
ers, that in anj' epidemic of infantile diarrhea in- 
v'estigation for tj'pes of E. coli be carried out, with 
reduction in infectivity of all positive cases by neo¬ 
mycin or polj'myxin B. Visiting must be restricted 
and a routine survey of all contacts for coliform or¬ 
ganisms must be carried out. Moreover, when epi¬ 
demics are present in the district, the screening 
of all admissions for carriers should be carried out. 

Antibiotic Disks.—The Biologies Control Laborator¬ 
ies of the Canadian government complained last 
year of the jjoor quality of antibiotic disks coming 
into Canada and tightened up their control of these 
diagnostic products. They invited manufacturers 
(practically all from the United States) to cooper¬ 
ate by sending in samples and protocols of assay of 
disks. In a recent paper {Canad. M. A. J. 79:383, 
1958) they rev'iewed the results of tliis voluntary 
control system, in which four manufacturers (not 
representing all who could have cooperated) sent 
in samples for checking over a year. The results 
showed a great improvement during this period. 
The problem has apparently been that manufactur¬ 
ers relied solely on performance tests for control¬ 
ling their products, whereas the Canadian testers 
have developed an assay method using an e.xtrac- 
tion technique for obtaining the antibiotic from tire 
disk. In one cooperating company, the rejection rate 
for low potency dropped from 15% to zero within a 
few months, and for another firm tlie rate dropped 
from 75 to 15%. Nevertheless, the program is being 
continued, and the government is considering more 
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effective regulations for the import of disks, noting 
that the authorities in the United States are also 
considering this problem. 

Tetanus Toxoid.—The Academy of Medicine, Lon¬ 
don, Ontario, has had a committee studying the 
question of extensive tetanus immunization among 
the population for some time and has published 
a report on its findings (Camd. M. A. J. 79:410, 
1958). It urges every physician to use his opportun¬ 
ities to increase the number of persons in the 
community immunized with tetanus toxoid and em¬ 
phasizes once more that a full course of toxoid im¬ 
munization must include four primary immunizing 
doses of which the recall dose 6 to 12 months after 
the first series is one. Booster doses every five years 
are recommended. Antitoxin must also be used 
when indicated. Local groups are encouraged to 
participate in a research plan to obtain accurate in¬ 
formation about the incidence of allergic reactions 
to tetanus antitoxin in previousy immunized per¬ 
sons and others. Attempts will be made to promote 
mass immunization by the press, television, and 
other media and by encouraging immunization of 
students. The emergency departments of hospitals 
should give toxoid to patients if possible (but not 
in the same syringe as antitoxin). The provincial de¬ 
partments of health are requested to assume re¬ 
sponsibility for an adequate recording system, 
which is at present lacking. 

Insurance Plan and Public Health.—Two medical 
administrators in the federal government discussed 
the new hospital insurance and diagnostic services 
setup at the annual meeting of the Canadian Public 
Health Association (Canad. J. Pub. Health 49:317, 
1958). Cameron discussed the general administra¬ 
tive systems being developed to operate provincial 
health insurance programs. There were some differ¬ 
ences among the provinces, some establishing their 
program within the provincial health department, 
while others had organized a special commission 
with a single commissioner or board of commission¬ 
ers reporting to the provincial legislature through 
the Minister of Health or some other responsible 
minister. Almost all provincial health insurance 
plans had developed some form of rate board to re¬ 
view and approve hospital budgets and establish 
rates for services provided. Provinces will report 
their expenditures under the program each month 
to the federal government, which will make month¬ 
ly payments to the province as an advance on mon¬ 
ey due at the end of that year. A good program of 
research and statistics is being developed, and it is 
hoped that soon each province will have a punch 
card system for every hospital admission sho\ving 
accounting data, diagnostic information, use of hos- 
pjral services, and possibly basic social data on the 
patient. 
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Charron referred to the integration and coordina¬ 
tion of preventive and curative medical activife 
within the hospital insurance and diagnostic sen'- 
ices program. The fact that the Minister of Nation¬ 
al Health and Welfare is responsible for hospital 
insurance will make such integration easier. One 
area where problems will arise is that of national 
health grants to provinces. A joint administrative 
section had been set up to serve both health insur¬ 
ance and health grants and thus avoid duplication, 
The consultant services at Ottawa in various fields 
of public health, such as nutrition or child and 
maternal health, will be available for consultation 
in health insurance matters. As an illustration of the 
need for coordinated and continued health care, 
Charron cited die care of children. The hospital 
would have to work in conjunction with communiU' 
public health services to assure continuity of treat¬ 
ment. In such areas, he believed that the develop¬ 
ment of services under the insurance plan would 
help to close the traditional gap existing between 
preventive and therapeutic medicine. Development 
of outpatient diagnostic services would also require 
consultation between public health workers and 
hospital laboratory workers to avoid duplication 
and maintain high standards. Similarly, rehabilita¬ 
tion and home care services would require constant 
cooperation. 

Brachial and Digital Blood Pressure.—At the Uni¬ 
versity of Manitoba, Gaskell and Krisman (Canad 
]. Biochem. 86:883,1958) developed an auscultatorv’ 
technique for measuring the digital blood pressure. 
They use a stethoscope in which the diaphragm has 
been replaced by a digital plethysmograph, into 
which a finger is sealed. The technique is simihr 
to the usual one for measuring brachial blood pres¬ 
sure, sounds being heard through the stethoscope as 
a pneumatic cuff around the finger base is deflated, 
The first sound heard appears to be as reliable an 
index of systolic pressure as any other. By asm§ 
this technique in combination with the usual one, 
the authors were able to study the brachial to digi¬ 
tal systolic and diastolic pressure gradients in nor¬ 
mal subjects and hypertensive patients under van- 
ous conditions. This gradient is small when the sub¬ 
ject is cool but much increased when he is heated. 
The gradient in essential hypertension was similar 
to the normal gradient for diastolic pressures hid 
greater for systolic pressures. 

Maternal Mortality.—A recent report (Ontario De¬ 
partment of Health, Special Report no. 5) pre¬ 
sented some data on trends in maternal mortality m 
Ontario between 1921 and 1955. The trend in m3' 
ternal mortality followed that displayed in other 
countries and other areas. In 1921 the materos 
mortality rate in Ontario was 5.22 per 1,(W 
births. By 1931 it was still unchanged, but in 193b 
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it began to diininisb sharply. By 1941 it had fallen 
to 3.03 and continued to fall until it had reached 
0.54. The current hazard of childbirth in Ontario 
is therefore only one-tenth of what it was before 
1938. Infant mortality showed a similar though not 
so sharp decline. These curves were accompanied 
by a fall in the actual live birth rate up to the time 
of Mhn'ld M'ar II with a .sharp rise afterwards to a 
figure just abox’c that for 1921. An interesting fea¬ 
ture of tliesc statistics was the calculation by the 
statisticians of “lost s'cars of reproductis'c life” by 
taking an arbitrarv upper limit of 50 years and cal¬ 
culating how many )'cars were lost to the popula¬ 
tion by maternal deaths before this age. These cal¬ 
culations show that betw'een 1935 and 1955 the 
annual number of reproductis'c s'cars lost was cut 
by SO^p. In other terms, a total of 4,900 years was 
sa\'ed for reproduction by the dramatic and sus¬ 
tained fall in mortalits’. In line u'ith findings else¬ 
where, the chief cause of fall in maternal mortality 
was the fall in incidence of infection. Infection has 
been replaced bv toxemia as the first ranking cause 
of maternal death, though the rate for toxemia has 
also fallen. 

Patients and Parking.—Parking in the downtown 
area of Saskatoon is fust as difficult as in most 
American cities. Patients visiting their doctors often 
receive parking tickets, but in future the police will 
be more lenient with them. The Board of Police 
Commissioners has approved the recommendation 
that notes signed by physicians and dentists for 
their patients who receive parking tickets will be 
acceptable at the police station in cancellation of 
the ticket. Forms will have to be signed by the 
physician or dentist in person. Nurses and recep¬ 
tionists will have no authority to sign the notes. If 
the courtesy is abused it will cease. 

Alcoholism.—The Ontario Alcoholism Research 
Foundation reviewed once more the figures for al¬ 
cohol use and alcoholism in Ontario. The founda¬ 
tion now estimates that, in the decade from 1946 to 
1955, the number of alcoholics increased from 
31,820 to 63,070, a jump of 98.2%. Even allowing 
for population growth in the age groups affected, 
this represents an increase in the adult rate of 65.2%. 
In terms of the estimated number of actual users of 
alcoholic beverages, it represents an increase of 
55.2%. During the suiwey period, the percentage of 
the Ontario population using alcohol increased from 
65 to 71% and the average per capita consumption 
from 1.28 to 1.69 gallons. In this period, consump¬ 
tion of wine slightly decreased while consumption 
of beer and of spirits increased. The rate of alcohol¬ 
ism for Ontario was slightly above average for Can¬ 
ada, lower tlian that for British Columbia, slightly 
lower than that of Quebec, and much lower than 
that of the United States. 


GERMANY 

Operating Time. — R. Nissen (Deutsche med. 
Wchnschr. 83:1765, 1958) related the historical de¬ 
velopment of surgical technique and the duration 
of operation at various periods. Thus, in the pre¬ 
anesthetic era, time-saving operative technique was 
a necessity. Since the introduction of anesthesia and 
asepsis, however, the discussion of the speed of op¬ 
erating has not ceased. Kocher, Halsted, and Cush¬ 
ing deliberately sacrificed speed to the needs of 
careful tissue handling and hemostasis. Perhaps a 
mistake was made in generalizing their teachings, 
which in certain situations and for certain opera¬ 
tions, such as those on the brain, were valid. Even 
today there are far-reaching differences in opera¬ 
tive techniques betu'een North America and Euro¬ 
pean surgeons. To relate the progress in American 
surgery to a further development of Halsted’s prin¬ 
ciples is an exaggeration. Similarly the emphasis on 
speed at all cost may result in dangerous neglect 
of careful handling. A number of tried and reliable 
rules make it possible to hold the length of opera¬ 
tion to a minimum. It is pointed out that advances 
in modern surgery make it necessary for young sur¬ 
geons to be trained in both speed and dexterity. In 
many operations unnecessary delay adds appreci¬ 
ably to the risks, e. g., operations in the elderly, 
combined abdominothoracic operations, and intra¬ 
cardiac procedures. The speed of operating should 
be adjusted to tlie general condition of the patient 
and the size of the operative field. 

Endoscopy of the Biliary Tract.—H. Wildegans 
(Deutsche med. Wchnschr. 83:1775,1958) said that 
in perfoiming endoscopy of the biliary tract he uses 
a catheter (18 to 25 F.) modified by the inclusion 
of a lens system with an ocular, a source of light, 
and provision for flushing. Indications and contrain¬ 
dications for biliary endoscopy are the same as for 
common bile duct e.xploration. It is contraindicated 
in the presence of fresh signs of a preceding acute 
pancreatic necrosis. Visible gallstones are removed 
first. The endoscope is then introduced first towards 
the duodenum, then towards the liver under con¬ 
stant flushing with warm isotonic sodium chloride 
solution. In end-on vision the common bile duct ap¬ 
pears as a cylindrical tube which, funnel-like, nar¬ 
rows towards the ampulla of Vater. The mucosa 
has an orange cast and contains small, red vessels 
arranged in a network. The ampulla has a variable 
appearance. Once the tip of the endoscope has gone 
past it, the duodenum becomes visible. 

Small, movable gallstones often cause inflamma- 
tor}^ changes in the sun'ounding mucosa. The re¬ 
moval of concretions, especially of obstructing 
stones in the ampulla or clumps of stones, can 
be accomplished under direct vision through die 
endoscope. Endoscopy is useful in the differen- 
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tial diagnosis of diseases of the biliary tract. Tlie 
ostia of the right and left hepatic ducts are oval. 
If these ducts are dilated, it is often possible to look 
far into both lobes. Stones in a hepatic duct are 
clearly visible through the endoscope. This method 
provided a means of determining whether all con¬ 
cretions have been removed. Furtliermore, tlie de¬ 
gree and extent of cholangitis are easily diagnosed. 
The author performed endoscopy during laparot¬ 
omy in 151 patients witli suspected disease of the 
biliary tract. Gallstones were seen in 94 (of which 
26 had stones in the hepatic duct). Cholangitis was 
found in 73 patients and dilatation of the biliaiy' 
tract without mechanical obstruction was seen in 45. 
Stenosis of the ampulla was noted in only four pa¬ 
tients. Endoscopy does not exclude cholangiog¬ 
raphy. These procedures are complementary. If 
good preoperative cholecystograms are avaihhJe, 
endoscopy is preferred to cholangiography at the 
time of operation. 


INDIA 

New Amebicide.—Sachdev and Dhupar (/. Indian 
M. A. 31:5 [Sept. 1] 1958) treated 27 patients who 
had amebiasis \vith a new drug (11,925). Patients 
with active diarrhea whose stools contained End- 
ameba histolytica in the form of trophozoites or 
cysts were selected for the trial. Most of tliem were 
also subjected to a sigmoidoscopic examination. The 
material swabbed during sigmoidoscopy was ex¬ 
amined. The patients were given two 100-mg. tab¬ 
lets three times a day for 10 days. Stool e.xamina- 
tion and sigmoidoscopy were done repeatedly after 
completion treatment for a period of six months. 
Symptomatic relief was obtained in all cases. The 
frequency of stools was reduced within 48 to 72 
hours, and the stools were well formed by about 
the seventh day. From the 10th day on, the parasite 
could not be demonstrated in stools by microscopic 
examination, and sigmoidoscopy revealed either 
healed or healing ulcers. Of the 27 patients. 22 re¬ 
mained asymptomatic on subsequent examinations. 
The drug was well tolerated by all but one of the 
patients. 

Intestinal Helminthic Infection.—Bhaduri and Arora 
(Btdl Calcutta School Trop. Med. 6:1 [Jan.] 1958) 
studied the incidence of intestinal helminthic infec¬ 
tion in a mixed population of an industrial area. 
Stools of 290 unselected men from a total of 5,000 
workers were examined. Evidence of helmintliic 
infection was obtained in 114, or 39.3% Hookworms 
infection was obtained in 114, or 39.3%r. Hookxvorms 
worms in 20; the rest had pinworms, Strongyloides, 
Hymenolopis nana, and Heterodera. Thus the hook¬ 
worm rate was 23.1%, and the roundworm rate 
was 5.5%>. 
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Postmalarial Splenomegaly.-R. N. Chaudhari (Bull, 
Calcutta School Trop. Med. 6:1 [Jan.] 1958) 
ported a series of 154 patients with postmalml 
splenomegaly. These formed part of a group of 203 
patients who were investigated to find the cause of 
their tropical splenomegaly. Besides postmalaria! 
splenomegaly, they included 22 with cirrhosis of 
the liver, 11 with posthepatic splenomegaly, 7 mth 
thalassemia, 6 with e.xtrahepatic portal obstruction, 
and 3 with metabolic disorders. Almost all those 
with postmalarial splenomegaly came from rural 
areas, most being young adults; 128 were male and 
the rest female. They belonged to the poorer dasses, 
being chiefly farmers or laborers. The onset was 
insidious, and the duration of enlargement varied 
from 2 to 21 y^ears. All gave a history of fever sug¬ 
gestive of malaria, in the beginning. The persons 
with advanced cases were malnaadshed sad 
cachectic; 114 had fever while in the hospital. The 
splenic enlargement varied between 3.5 and 10 in. 
below the costal margin. It was aggravated during 
febrile attacks and receded a little after the attack. 
The spleen was firm, smooth, painless, and mobile. 
The liver was enlarged to a variable e.\tent in most 
patients, the left lobe usually being larger than the 
right. It was soft and smooth e.xcept in advanced 
cases when it was hard and irregular. Five with 
advanced splenomegaly had jaundice, and 7 gave a 
history of hematemesis or melena; 18 had asdtes, 
3 of whom had tuberculosis. The patients with ad¬ 
vanced cases showed an altered albumin-globulin 
ratio with increased thymol turbidity. 

Examination of the spleen, removed at operation 
or postmortem, shorved that the normal appearance 
was lost. There was proliferation of the reticulo¬ 
endothelial cells and giant cells and ew’dence of 
fibrosis. There was no evidence of malarial pigment. 
The liver showed a normal appearance in early 
cases and variable pathological changes in others 
which included focal necrosis, diffuse parenchymal 
degeneration, and fatty' changes, while definite 
fibrotic changes were seenJn terminal cases. Anemia 
of the orthochromic and slightly macrocytic type 
was seen in those with disease of long duration. 
Leukopenia was commonly present and thrombo¬ 
cytopenia in a few with advanced splenomegaly 
Only two showed malarial parasites in the bloo . 
Splenoportal venography shou'ed dilated and tor¬ 
tuous splenic and portal veins, while collatera 
vessels were seen in very advanced cases. A barium 
meal showed esophageal varices in eight cases o 
long duration. The diagnosis was based on the iiis- 
tory of residence in a rural area where malaria was 
hyperendemic, repeated attacks of malaria whid 
were imtreated or irregularly treated, pro^essne 
enlargement of the spleen more marked during tne 
attacks and receding slightly after them, absence o 
jaundice or gastrointestinal bleeding except lu 
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terminal cases, leukopenia, a variable degree of 
anemia, little or no pathological change in the liver, 
no radiological crodence of portal obstruction in 
early eases, and negative tests for Ici.shmaniasis. 

Suppressive antiinalarial therapy was found to be 
effective in early eases. Splenectomy was indicated 
in those with marked hypcrsplcnism wlio did not 
respond to hematinics. Tiie lis'cr was not damaged, 
as revealed by a lis'cr biopsy. Spontaneous and re¬ 
current attacks of malaria occurred in about 50% of 
the patients who survived after splenectomy. Sixty 
were followed up for hvo to four years. Of these, 
43 w'cre treated medically and 17 were subjected to 
splenectomy. From the group not operated on, 22 
with early cases were cured after suppressive anti- 
malarial therapy for 6 to 12 months. Seven of the 
14 with late cases showed a remarkable reduction 
in the size of the spleen, and others remained the 
same or became worse. Three of the seven in the 
terminal stage died, and the rest had recurrent 
attacks of hematemesis. Of the 17 who were oper¬ 
ated on, 3 died of the operation and 2 died later. 
Five could not be traced, and the rest complained 
of progressive weakness and had irregular, fever, 
and liver biopsy show'ed a much more advanced 
involvement of this organ as compared to the pre¬ 
operative findings. Thus, malaria was the primary 
infection in these patients who developed reticulo¬ 
endothelial In^pcrtrophy and hypersplenism. To 
ascertain further the role of malaria in the causation 
of splenomegaly, a study was made to determine 
the effect of the control of malaria on the spleen 
rate in areas where malaria is kmown to be lu'per- 
endemic. The authors had e,xamined 71 patients six 
years earlier. All but two showed improvement in 
general health; 24 had ceased to have a palpable 
spleen, and in 42 of the remaining 47 the enlarge¬ 
ment was much less. The liver was also smaller than 
before. Thus antimalarial measures were definitely 
effective in reducing the size of the spleen by con¬ 
trolling the recurrent febrile attacks. With the con¬ 
trol of malaria, the incidence of this condition was 
found to be greatly decreased. 

Pulmonary Function Tests.—H. D. Singh (/. Indian 
M. A. 31:5 [Sept] 1958) determined the normal 
values for vital capacit)', timed vital capacity 
(TVC), maximum breathing capacity, and maxi¬ 
mum expiratory pressure in 25 healthy men between 
the ages of 40 and 62 years. These values were 
lower than those reported for men between the 
ages of 30 and 39. The vital capacity and one- 
second and two-second TVC values obtained here 
were again lower, and the maximum breathing 
capacity values were higher tlian the similar values 
obtained for an identical age group by western 
authors. This discrepancy between Indian and 
western subjects was observed in young adults as 
well. Since the maximum breathing capacity is a 


more reliable index of the ventilatory capacity of 
lungs, the study showed that pulmonary function in 
Indians is not inferior to that of western subjects. 

Research Grants.—The Rockefeller Foundation gave 
seven grants to various institutions in India—more 
than to any other country. These grants include 
$58,000 to the Indian Council of Medical Research 
for postgraduate training fellowships for teachers 
in Indian medical colleges to be spread over the 
next three years. A grant of $45,000 was made to 
the Institute of Child Health Trust in Calcutta to 
support teaching and research in pediatrics by the 
purchase of equipment and supplies for the basic 
science departments and towards the further de¬ 
velopment of the institute's library. The foundation 
granted $21,000 for the development of the hospital 
record system at the Medical Record Library of the 
Christian Medical College at Vellore, and $100,000 
was granted to the All-India Institute of Medical 
Sciences in New Delhi for teaching and research 
equipment. Although its plant has not yet been 
completed, the institute has been conducting under¬ 
graduate medical classes and a limited graduate 
program in orthopedic surgery since 1956. In the 
undergraduate program it stresses seminars and 
practical work by students as educational methods 
and emphasizes an integrated biochemical and 
physiological approach to medicine. 

Prednisone for Tuberculosis.—P. K. Chatterjee and 
co-workers {]. Indian M. A. 31:6 [Sept. 16] 1958) 
gave prednisone to three men and one woman with 
tuberculosis who did not show radiologic improve¬ 
ment on specific chemotherapy alone. Two patients 
were acutely ill, one of them having a rapidly pro¬ 
gressive tuberculosis of the cervical a.xillaiy^ and 
mediastinal Ijunph nodes with a segmental lesion in 
the lung. The others suffered from advanced pulmo¬ 
nary tuberculosis. Chemotherapy was given in either 
of three combinations—dihydrostreptomycin and 
PAS, dihydrostreptomycin and isoniazid, or PAS 
and isoniazid. The dose of prednisone varied from 
1 to 2.5 mg. daily, given for a period of two and 
one-half to four months. The ages of the patients 
varied between 19 and 31 years. Three of the pa¬ 
tients showed a marked improvement clinically and 
radiologically in the course of therapy with pred¬ 
nisone, and this improvement continued even after 
the honnone was stopped. The fourth patient had 
chronic nodular lesions and had relapsed three 
years after an apparently successful treatment until 
antituberculosis agents for one year. He did not 
respond to tlie combined therapy mth prednisone 
and antituberculosis agents. None of tlie patients 
showed any side-effects with the small dosage used. 
The authors suggested that the anti-inflammatorj^ 
action of corticosteroids may be of use in the treat¬ 
ment of actively ill tuberculous patients as they 
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would control the toxicity and tlie rapid progress of 
the disease, if they are given in small doses and 
along with chemotherapeutic agents. 

Filariasis of Scrotum.—U. S. Arora and co-workers 
{Bull. Calcutta School Trop. Med. 6:1 [Jan.] 1958) 
made lymphangiograms of 18 patients with chronic 
filarial lymphedema of the scrotum, their ages vary¬ 
ing between 18 and 58 years and the duration of the 
disease varying from 6 months to 10 years. The 
edema was soft and piting in 13 and hard and non- 
pitting in 5. A 70% iodopyracet solution was injected 
into the lymphatics after they were made prominent 
by injection of patent blue-V subcutaneously and 
distal to the site of exploration. Roentgenograms 
were taken immediately and two, five, and eight 
minutes after injection of the dye. The lymphatics 
were well visualized in the 13 patients with soft 
edema. They were dilated and larger than normal, 
the dilatation being most marked in the early cases. 
Those with advanced disease showed saccular dila¬ 
tation with sudden narrowing centrally, but in the 
five late cases of indurated edema, the lymphatics 
were poorly visualized. In the early cases, tortuosity 
and intercommunication of the vessels were also 
evident. The lymphatics showed absence of valves 
and retrograde flow of the fluid. The site of ob¬ 
struction was on one or both sides and at or near 
the inguinal lymph nodes. Thus, as the condition 
progressed, an initial dilatation of the lymphatics 
occasioned by proximal obstruction was followed by 
sclerosis of the vessels leading to patchy filling ap¬ 
pearance radiologically as was seen in the five 
patients with hard edema. The nonfunctioning of 
lympatics due to dilatation and later sclerosis lead 
to accumulation of tissue fluid rich in protein which 
caused hypertrophy of flbrous tissue and increase 
in size of the part involved. 

Epidemic Encephalitis.—Sidhu and Taneja (Indian 
J. Child Health 7:9 [Sept.] 1958) stated that an 
epidemic of encephalitis broke out in Northern 
India in the summer of 1954, declining gradually 
by the end of September. Of those affected 80% 
were under the age of 5 years. Mortality was high, 
50% of the deaths occurring \vithin 48 hours of the 
onset. Routine laboratory investigations showed no 
specific abnormality, while the spinal fluid showed 
an increase in proteins and cells in some of the 
patients but no organisms. Postmortem examination 
showed evidence of early viral involvement, but 
virological studies on tlie paired serums, stool speci¬ 
mens, and autopsy material did not provide any 
clue. Evidence of antibodies against B3 Coxackie 
virus was found in six serum specimens while 
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ECHO viruses were found in a few stools, Bv 
March of the next year 30% of the patients dis’ 
charged from the hospital after the illness showed 
some type of neurological residuals. The authon 
observed such residuals in 109 survivors from a total 
of 231 patients who had encephalitis. Of the sur¬ 
vivors, 73 had been discharged as cured and 36 had 
residuals at the time of discharge. The highest in¬ 
cidence of residuals was in the age group 0 to 2 
years, the incidence diminishing with age. 

Of the 36 patients 4 died during the follow-up 
period. Three of these had severe progressive 
paralysis agitans, and one had hemiplegia with re¬ 
currence of convulsions. Of the patients discharged 
wth residuals, 15 were fully, recovered within two 
months and 14 had partially recovered. The tjpes 
of nem'ological residuals observed included paraly¬ 
sis agitans, upper motor neorone paralysis, facial 
palsy, mental defects, emotional disturbances, cer¬ 
ebellar dysfunction, choreoathetoid movements, 
generalized tonic spasms and rigidity, blindness, 
irritability, crying attacks, petit mal, aphasia, and 
neuritic pain. Upper motor neurone paralysis was 
seen in 13 and paralysis agitans in 12. Complete 
mental deterioration was present in four and irrita¬ 
bility and emotional disturbances in nine. Patients 
with mental defects showed associated residuals 
such as paralysis agitans, blindness, and upper mo¬ 
tor neurone paralysis. At the end of the follow-up 
period, 14 of the 29 patients still had some neuro¬ 
logical defects. None of tlie e.vtrapyramidal typed 
residuals persisted, these patients either dying or 
recovering fully. In 7 of the 13 with upper motor 
neurone involvement, paralysis persisted, but the 
commonest residual noted was mental retardation, 
present in 12. Irritability, present in nine at the time 
of discharge, disappeared in all, but emotional dis¬ 
turbances were still present in two. Of the patients 
discharged originally as cured, six had some post¬ 
encephalitic sequelas. Lumbar pneumoencephalog¬ 
raphy done in patients with residuals showed posi¬ 
tive evidence of cortical atrophy in 11. 


UNITED KINGDOM 

Physical Activity, Fat Intake, and Blood 
tion.—McDonald and Fullerton (Lancet 2:600, 
1958) showed that the coagulability of bloo , 
measured by the recalcified plasma clotting time 
(R. C. P.), increases after the ingestion of anima 
fat in the form of bacon, butter, and eggs and a so 
after the ingestion of such vegetable fat as marga 
rine. The increasing mortality from coronary arten 
disease has followed changes in vegetable fat w 
take more closely than the alteration in animal a 
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; .consumption. Tlio iUithor.s also considered that the 
•increased mortality from coronary disease runs 
.parallel with the general decline in physical e.xer- 
,cisc, which has tiikcn place owing to the increase 
in mechanization of industry and transportation. 
, Consideration of these facts led them to examine 
. the effect of physical activity on the increase in 
blood coagulability which follows the ingestion of 
' a fatty meal. 

After tlieir R. C. P. time had been estimated, 16 
' healthy men were given a meal containing 85 Gm. 
of animal fat and the estimation repeated after 

■ three and one-half hours, during which they were 
•comparatively inactive. On another day the same 
^ h't^e of meal was taken, but the subjects walked 

■ for six miles before the R. C, P, was estimated. 
During the inactive period the mean difference 
between the fasting R. C. P. and that found three 
and one-half hours after the meal was 23.8 seconds. 
After the six-mile walk the corresponding figure 
was 7.3 seconds. In another test the authors found 
that animal and vegetable fats in equal amounts 
produced about the same increase in blood coagula- 
bilih'. The hyTiothesis that the incidence of coronar}' 
disease is related to a low level of physical activity 
accords with these findings. If shortening of the 
R. C. P. can be regarded as indicating a greater 
tendency to fibrin formation in vivo, and if intra¬ 
vascular fibrin formation is the important factor 
leading to atheroma, it follows that any factor 
which operates over long periods, and which can 
be shown to shorten the R. C. P., is likely to be 
causally related to the development of atheroma. 
Two such factors are a high fat intake and a low 
level of physical actisdty. 

Minamata Disease.—An unusual neurological dis¬ 
order caused by eating contaminated fish, known 
as minamata disease, was described by McAlpine 
and Araki {Lancet 2:629, 1958), The disease takes 
its name from a small industi-ial town near tlie 
southwest coast of Kyushu, Japan. The effluent 
from a large artificial fertilizer factory empties into 
Minamata Bay. A mysterious nervous illness re¬ 
cently began to affect villagers near the bay, as¬ 
suming epidemic proportions within two years, and 
causing death in more than a third of tire victims 
and serious disability in most of the survivors. 
Concurrently, a fatal illness affected domestic ani¬ 
mals, scavenging crows, and fish in a nearby bay. 
It was established that eating fish was associated 
with the occurrence of the disease and that fish 
responsible for the outbreak were caught in Mina¬ 
mata Bay. Chemical analysis of silt from the bay 
suggested that the water was polluted by effluent 


from the fertilizer factory. No fresh case has been 
reported since fishing in the bay was banned. The 
onset of numbness in the limbs and around the 
mouth of those affected suggested peripheral nerve 
involvement. In a few patients the numbness be¬ 
came generalized and was accompanied by sensory 
ataxia. Cerebellar symptoms were conspicuous at 
the onset, and pyramidal signs were sometimes ob¬ 
served. Not infrequently there was deafness and 
disturbance of vision, with constriction of the visual 
fields. In the more seriously ill patients there were 
mental confusion, stupor, coma, convulsions, in¬ 
voluntary movements, and insomnia. In some the 
presence of intellectual deterioration, mutism, epi¬ 
lepsy of late onset, limb spasticity, and incontinence 
suggested a form of progressive neuronal degenera¬ 
tion. Some of the neurological features of Minamata 
disease have been observed in toxic states due to 
certain metals, particularly thallium. It is conceiva¬ 
ble that this is in the factory effluent, which is still 
being examined. 

Acute Respiratory Disease in the Royal Air Force.— 
Acute respiratory disease in military personnel is 
a serious problem, since not only is time lost in 
training, but a substantial number are invalided 
witli serious lung damage. Respiratory infections 
are serious in air crew because of the effect on the 
middle ear at high altitudes. McDonald and co¬ 
workers showed that in the Royal Air Force the 
incidence of acute respiratory infection is highest 
in the recruit units {Brit. M. J. 2:721, 1958). The 
major cause of invaliding in the R. A. F. for respira¬ 
tory disease is illness contracted at recruit camps. 
Time spent at these stations represents at most 
8.3% of the total service, whereas about 67% of all 
illness leading to this type of medical discharge is 
acquired during this period. The adenoviruses and 
influenza account for at least 50% of the illnesses 
during the severe and protracted winter epidemics 
in recruit stations. In nonrecruit units, as in the 
adult civilian population, the adenoviruses do not 
appear to be a frequent cause of illness. Although 
many outbreaks are due to influenz;i virus, the 
cause of a relatively high proportion of acute re¬ 
spiratory disease requiring hospitalization is un¬ 
known. Influenza A virus accounted for about 12% 
of the patients admited. Adenovirus infection prob¬ 
ably spreads rapidly under the conditions in a re¬ 
cruit camp, with its quick turnover of young men 
drawn from all parts of the country'. More than 50% 
of those invalided from the R. A. F. with a re¬ 
spiratory disease, other than tuberculosis or cancer, ' 
were discharged as a result of an acute respiratory 
disease contracted in their recruit training period. 
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AID FOR PHYSICIANS 

To the Editor:—In the year 1849 the South Caro¬ 
lina Legislature passed an act creating “The Society 
for the Relief of the Families of Deceased, Disabled 
and Indigent members of the Medical Profession of 
South Carolina.” The purpose of this society as 
stated in the act of incorporation is as follows; 

"And be it further enacted by the authority afore¬ 
said, that the principal end of the said corporation 
shall be, to succor and maintain, and relieve the 
families of deceased and disabled indigent mem¬ 
bers of the Medical Profession of the State of South 
Carolina, members thereof, in such manner, and 
according to such rules and regulations as tliey may 
see fit to establish.” 

For 109 years, except for the years of the war be¬ 
tween the states, this small group of physicians 
have contributed from their meager funds a 
“bounty” to wives and children of less fortunate 
colleagues. I would appreciate information con¬ 
cerning other such organizations that may be in ex¬ 
istence in this country. It is believed that the South 
Carolina society is the oldest in America. It would 
be interesting to know if this is true. It has been 
learned that there are so-called benevolent organi¬ 
zations of this character in New York, New Jersey, 
Massachusetts, and California. I would be grateful 
if I could be furnished a list of such societ)'s with 
the addresses of all of the officers. It would be in¬ 
teresting to compare policies and e.xperiences. 

VV. Atmar Smith, M.D. 

151 Wentworth St., 

Charleston 6, S. C. 


ANTIPYRETIC EFFECTIVENESS OF 
ASPIRIN AND SALICYLAMIDE 

To the Editor;—A paper comparing the antipyretic 
effectiveness of aspirin and salicylamide was pub¬ 
lished in The Journal (167:1821-1826 [Aug. 9] 
1958). The authors throughout the article appear 
to concede the superiority of aspirin as an antipy¬ 
retic in pediatrics, but their conclusions would 
seem to favor a new proprietary preparation. It 
seems advisable to call attention to several faults in 
the article. 

In the selection of patients for this study, 19% 
of the patients were under 6 months old, 46% were 
from 6 to 12 months, 27% were from 1 to 2 years, 
and only 8% were from 2 to 3 years of age. In view 
of the recognized instability of the temperature¬ 
regulating mechanism in infants under 2 years of 


age, the findings as a whole lose validit)'. A prop 
and more informative choice would have been a 
higher age group in young children where the fever 
vagaries encountered in infants could be avoided 

In a similar connection, there was an unfortuiale 
selection of a base-line temperature of 100.2-101.0 
F (37.9-38.3 C) rectally, which in such young in¬ 
fants is inconsequential and in many instances is 
quickly remedied without medication. Had there 
been chosen, as a base, a minimum temperahire 
of 102 F (38.9 C), as was done by Colgan and 
Mintz (/. Pediatrics 50:552-555 [May] 1957), the 
tests would have possessed much more significance 
and the authors’ own findings would have demon¬ 
strated the superiority of aspirin as an antippetic 
to even a greater extent. Moreover, a clear and pre¬ 
cise definition of what the authors actually dewed 
as antipy'resis would make the data more valuable. 

It also seems advisable to comment on the dosage 
of the drugs administered to the test patients. The 
investigators used 2 grains per year of age of sali¬ 
cylamide and 1 grain of aspirin, only one-half ths 
dosage, in spite of the fact that the generally ac¬ 
cepted dosage for both these agents is equivalent 
(Sollmann, A Manual of Pharmacology, ed.8,M 
adelphia, W. B. Saunders Company, p- 742-743). 
Yet, the report reads in part, “The data seemed to 
indicate that aspirin could produce greater drops 
in temperature and control pyurexia of a higher de¬ 
gree than could salicylamide. . . .” In the summai) 
all reference to the self-evident superiority of as¬ 
pirin is omitted. 

The authors have also expressed some opinions 
on the relative toxicity of salicylamide and aspiun, 
based on published literature. For example, t q 
quote references to the effect that the LD.-,o 
cydamide is double that of aspirin, implying fna ■ 
is twice as safe. One of these references reports no 
original determination of the LD.-o of salicydaim f 
at all but merely refers to several other papers, n 
results in these papers, as well as of more recen 
references, do not confirm the contention that 
acute toxicity of salicylamide will be half that o 
aspirin in humans. What they do show is that i ^ 
unjustified to assume that there is any essen n 
difference between the two drugs. The wisest pos 
tion in this regard is that taken by New an n 
ofiBcial Drugs, 1958, p. 306, which states that « 
toxicity of salicylamide compares closely with o 
salicylates....” , 

A more questionable viewpoint is expressed w 
the authors imply that the LDr.o of salicylami e i^^ 
mice, without consideration of species variation, 
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he slope of the dosage mortality curve, can be 
readily projected to children to prove the extent of 
ts safety. Such crude estimates, based on rodent 
3ata only, arc frequently unjustified and may lead 
;o serious cri'ors in the evaluation of toxicity. 

Com’cnience of administration and patient accept¬ 
ability are evidently the inincipal reasons why 
these investigators lean toward the salie)’lamide 
preparation. But it is obvious from their paper {and 
the dosages administered, 32, 64, 128, and 192 mg.) 
that they used a dosage form of aspirin other than 
children’s aspirin, which is palatable and certainly 
acceptable to infants and young children as demon¬ 
strated b>' its widespread use. Since it is in 1.25- 
, grain tablets, it is convenient for accurate adminis¬ 
tration. Nor docs it have any of the grittiness com¬ 
plained of in the paper in question. 

A. Bass, Ph.D. 

Plough, Inc. 

Memphis 1, Tcnn. 

EVALUATION OF DRUGS 

To the Editor:—The article, “Factors Influencing 
Clinical Evaluation of Drugs,” by Modell and 
Houde, in The Jouun.xl (167:2190-2199 [Aug. 30] 
1958) was most interesting and important. How¬ 
ever, a most significant factor in the appraisal of 
drugs should be mentioned in this connection, and 
that is timing. By timing, I am referring to the 
time of the year or season in which the test or 
study is being made, as it pertains to certain drugs. 
Specifically, let me refer to the hay fes'er remedies 
for which glowing reports are made each year in 
advance of the peak times of pollination. During 
seasons of comparatively low pollen counts, pre¬ 
vious to these peaks, yet regarded as tlie hay fever 
seasons, the antihistamines, ephedrine, and even 
the steroids are extolled in the most glowing terms. 
But, when the heights of the pollen seasons arrive, 
symptoms of hay fever and asthma occur in nu¬ 
merous patients and in many with a severity as 
great as if these drugs had not been used. The 
point is that the results claimed for the drugs were 
based on wrong timing. The studies should have 
included the peak of the pollen seasons. 

In 1938 Bloom (/. A. M. A. 111:2281-2283 [Dec. 
17] 1938) reported excellent results in hay fever 
with potassium chloride; this remedy was rapidly 
taken up throughout the world and was even re¬ 
garded by some as a “cure.” However, when I 
clinically tested a large group, at the crucial time, 
potassium chloride proved a failure and has since 
practically disappeared in hay fever therapy. An¬ 
other example was ascorbic acid. Most drug stores 
had posters prominently displaying tlie virtues of 
vitamin C for allergy. A similar study disproved 


its value when administered at the peak time 
(Engelsher, /. A. M. A. 126:318 [Sept. 30] 1944). 
Timing, therefore, is a most important point in ap¬ 
praising drugs, especially those used for hay fever. 

Davto L. Engelsheh, M.D. 
178 Mount Eden Ave. 

New York 57. 


ISONIAZID TOXICITY 

To the Editor:—I wsh to comment on Dr. Ross’ 
article entitled "Use of Pyridoxine Hydrochloride to 
Prevent Isoniazid Toxicity” (J. A. M. A. 168:273-275 
[Sept. 20] 1958). Contrary to what Dr. Ross con¬ 
cludes, I believe it is fair to assume tliat the issue 
of whetlier or not pyridoxine, which is at least in 
part transformed into pyridoxal in vivo, interferes 
widi the antimicrobial action of isoniazid is settled. 
It does interfere. Not only has this phenomenon 
been observed in vivo in mice by McCune et al, but 
also we have obsers'ed a small but difinite antag¬ 
onistic effect some time ago in performing micro¬ 
biological assay studies for isoniazid in serum from 
patients given pyridoxine with isoniazid. 

However, what Dr. Ross failed to emphasize—and 
I tliink it is most important—is tlie quantitative side 
of this phenomenon. Simple arithmetic calculations 
from the data presented by McCune will reveal that 
it took enormous doses of pyridoxine to antagonize 
isoniazid’s chemotherapeutic activity, on a weight 
for weight basis; indeed, tlie proportion of pyri¬ 
doxine to isoniazid used in McCune’s studies is more 
than 100-fold greater tlian tlie proportion which has 
been showm to be ch’nically effective in preventing 
peripheral neuritis. It is so much greater that Dr. 
Ross’ statement that "it appears vdse to use isoniazid 
without pyridoxine in the routine treatment of 
tuberculous patients in clinical practice,” seems 
unjustified. 

Finally, in view of the many reports and publica¬ 
tions concerning the wide variation in rates of met¬ 
abolic inactivation of isoniazid among different pa¬ 
tients, it seems surprising not to see reference in the 
article to the point of view which we expressed 
some time ago (Carlson, H. B., and otliers, New 
England J. Med. 255:118-122 [July 19] 1956), name¬ 
ly, that those patients (some are certainly en¬ 
countered in the routine treatment of tuberculosis 
in clinical practice) who metabolize isoniazid so 
rapidly that standard dosages of this drug may not 
be therapeutically adequate, should receive pyri¬ 
doxine when the indicated dosage of isoniazid is 
higher than 5 mg. per kilogram of body weight per 

G. Middlebrook, M.D. 

National Jewnsh Hospital 

Denver, Colo. 
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MISSILES OR PENSIONS 


Louis M. Orr, M.D., Orlando, Fla. 


If you have ever watched a film of a rocket ascen¬ 
sion, you will notice that the rocket starts out slowly 
and somewhat unsteadily, building up speed as it 
rises. It is during this first, slow acceleration that the 
flight can be cancelled by adverse winds and the 
rocket grounded. 

There is a parallel with our nation’s present ven¬ 
ture into deficit financing. Each year our budget is 
a little higher, a little broader. Each year the federal 
government gets a little deeper into more programs 
which should be locally organized and administered. 
For part of each year die United States government, 
the government of the richest nation on earth, lives 
from hand to mouth, with only enough money in 
its treasury to pay next month’s expenses. 

Almost every year, Congress debates raising the 
statutory debt limit. 

But this is only the beginning of the rocket’s 
flight. Each new federal program starts out small— 
but each program not only grows itself but also 
gives birth to further programs. 

Soon we will pass the point at which adverse 
pressure can slow or turn the flight—and then the 
rocket will really take off! 

Our country has gotten so big that we tend to 
forget that we’re supposed to be running it. Most 
of the time what goes on in Washington seems so 
far away from us that we either lose track or treat 
the Washington news like it doesn’t concern us. 

I expect my patients to take an interest in theii' 
treatment—after all, it’s their health that will pri¬ 
marily be affected. And I feel very strongly that 
every taxpayer should take a personal interest in 
the actions of his government. After all, it’s our 
incomes they’re operating on. 

I’m sure most of you have, at one time or another, 
run into the notion that doctors should stick to 
medicine-and leave running the country to the 
self-styled “experts.” Well, strictly within my own 
field of competence, I know that it is unhealthy for 
a man to keep living beyond his physical means. 
No man can go on, year after year, getting less 
sleep than he needs, less food than he needs, with¬ 
out serious deficiencies. Psychologically, too, as a 
doctor, I know that it is unhealthy for a man to 
live in'a state of constant debt, spending more than 
he is making. If he worries about his debts con¬ 
stantly, the strain is bound to affect him. And if 
he doesn’t worry about his debts, that s even worse. 


Vice-Speiiker, A. M. A. House of Delegotes. 

Read before the ISlh Aunua) Meeting of the Delegates and Assembly 
of the Association of American Physicians and Surgeons, Apnl 10, 11. 
12, 1958, San Francisco. 


J.A.M.A., Nov. 22,195S 

Our government is living beyond its economic 
means; it has already accumulated a good deal of 
excess fat in the form of programs which either 
should not be government responsibilities at all or 
should be handled at the local level. Even if my 
voice is not heard as a taxpayer, as a physician I 
say this is an unhealthy state for our nation to be in. 

I am not going to try to cover all the economies 
possible in our federal government. Instead I am 
going to talk about the savings possible in just one 
agency of the government—the Veterans’ Adminis¬ 
tration. And how much could be saved by merely 
taking the VA out of programs which are really not 
its proper field? In the next 40 years we could save 
over 80 billion dollars. 

As you are well aware, medicine is intimately 
involved in welfare programs. You might say that 
we have a vested interest. This welfare may be as 
simple as the giving of a relief check to a man 
because he’s too sick to work or it may include full 
hospital and medical assistance. Federal agencies 
acknowledge medical care as an integral part of 
welfare—so much so that medical care programs 
for the indigent now receive special support and 
encouragement. So the medical profession has an 
interest, a very special interest, in federal welfare 
spending—a professional interest, in addition to our 
interest, as taxpayers, in how our money is spent. 

The medical profession views with a particularly 
jaundiced eye the constantly increasing federal in¬ 
tervention into the private lives of our citizens. We 
must be free to practice our art and science to 
the limit of our own ability—not to a set of rules 
and regulations compiled in Washington. This is 
why the medical profession keeps a constant and 
watchful eye on federal spending in the health and 
medical care fields. 

I happen to be chairman of the American Medi¬ 
cal Association’s Committee on-Federal Medical 
Services, a committee of the Council on Medical 
Service. This committee is only one of several 
A. M. A. departments which keep track of new de¬ 
velopments in federal medicine. 

In recent years, we have found the Veterans 
Administration welfare and medical program to be 
one of our greatest causes for anxiety. For the past 
five years, the American Medical Association, the 
state associations, and the individual physicians 
have been saying, “It is time to call a halt, time 
to consider where we are heading—and whether we 
really want to go there.” 

This is one of the programs on which we must 
set a brake—now, while it may still be possible- 
before it takes off into outer space. ^ 

Why are we so concerned with tliis one agency. 
Surely, we physicians would not deny' that our na¬ 
tion’s veterans have a right to our help? We are 
concerned for a number of very serious reasons: 
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First, liic VA’s programs provide federal aid di¬ 
rectly to individual eili/.ens. Most federal aid pro¬ 
grams work llironith the stales, such as Public As¬ 
sistance or Hill-lhirlon—they are grants-in-aid, 
funds to help the state carry out a program. But 
the state has no voice in the VA’s operations, nor 
has the county or the community. 

This program .short-circuits the whole American 
system of local control and local responsibility for 
the individual’s needs. It is a prime example of 
direct central government, which the people can 
control only through Congress and the President. 

In the ahsence of local control, confusion results. 
.\ good example is in the administration of the Hill- 
Burton program, through which the federal govern¬ 
ment makes grants to the stales to help in the 
construction of local hospitals. 

Vdicn suhmitting plans for proposed hospitals a 
state is required to estimate the number of citizens, 
including veterans, that the new hospital will serve. 
On the other hand, when counting the number of 
existing beds in the state, they are not allowed to 
include those beds in VA hospitals. 

So, the veterans get counted twice—once to de¬ 
termine whore VA beds are most needed and once 
to detennine where Hill-Burton beds are most 
needed. 

We believe that such confusion and duplication 
could he eliminated if government programs were 
under local control where we can see what’s going 
on. 

Second, the VA is turning many of our veterans 
into government wards. It saps their initiative by 
giving them the soft cushion of federal money to 
fall back on, and decreases the community’s feeling 
of responsibility for its own members. 

The medical profession is not accusing all vet¬ 
erans, or even large numbers of them, of dishonesty 
or malingering. 

It is true, however, that there are men, who if 
offered free medical care or a lifetime pension, will 
not make any great effort to refuse it—even though 
they have suffered no injury from their military 
service to earn it. 

'Third, as physicians we are concerned because 
this program has brought into existence one of the 
largest chains of government-owned hospitals in the 
world. Anyone who has the interest of his com¬ 
munity’s hospitals at heart should be concerned. 
America, of all nations, knows the competitive ad¬ 
vantage chain purchasing can give—and many a 
local hospital has felt the press of VA competition 
for medical and nursing personnel—and even for 
patients. 

Fourth, and this should concern all taxpayers, the 
VA has now one of our government’s largest spend¬ 
ing programs, outside of defense costs—and it is 
still going up. If we do not change the program 
now, its cost will reach almost 5 billion dollars a 


year by 1960. By 1985, under present laws, it will 
bo costing us 6 billion dollars a year—and that will 
keep on until the end of the century, at least. 

By the year 2000 we could well have half our 
population paying billions of dollars in welfare 
benefits to the other half, ^^^e could hiive a federal 
hospital system two or three times as big as our 
present one, draining off medical personnel from 
the rest of the population. 

The American ta.xpayer is long-suff^ering—but 
how long could the nonveteran population stand 
this pressure. 

The enormity of our future obligations ean best 
be seen by looking at the past. In the period im¬ 
mediately following World War I we had 4 million 
new veterans in the nation. 

Tlicre were about 26,000 government hospital 
beds availal)le for treating veterans with serviee- 
connected disabilities—and 9,500 of those beds were 
empty. What resulted? 

First, the hospital beds were opened to any vet¬ 
eran—with or without service-eonneeted disabilities. 
Tins benefit was cut during the Depression, but 
reinstated almost immediately—leaving the present 
situation, where a veteran who suffered no harm 
from his military service can get free hospital care 
when a bed is available—just by stating that he 
cannot pay for care. 

Next, pensions were authorized for World War I 
veterans with non-service-connected disabilities 
rendering them unemployable, and for their sur¬ 
vivors. 

Under present laws, these pensions will eventu¬ 
ally eost the nation over 30 billion dollars for World 
War I veterans. This is more than half the cost of 
all benefits granted these veterans—and more than 
the 26 billion dollars the war itself cost us. 

Today, instead of some 5 million veterans—from 
World War I and earlier wars—we have over 22 
million. Instead of 26,000 hospital beds, we have 
129,000 beds—and less than 42,000 patients being 
treated for service-connected disabilities. 

How much will our two “new wars”—World War 
II and Korea—cost us in veterans’ benefits? 

Under present laws, it is estimated that World 
War II will cost almost 110 billion dollars for pen-' 
sions and over 123 billion dollars for other benefits; 
Korea will cost us 53 billion dollars in pensions and 
26 billion in other benefits. 

That is a total of almost 312 billion dollars for, 
these two wars—371 billion for the veterans of 
World War I, World War II, and Korea. This is a 
debt of over $2,100 for every man, woman, and 
child in the United States today. 

And almost 300 billion dollars of that cost is still 
ahead of us! These are huge figures we are dealing 
with. Too often their immensity is not real to the 
average citizen. 
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True, from Washington we hear talks of budgets 
and appropriations which soar into millions and 
billions of dollars. But, in our normal every day 
living our economic world is one of dollars, half 
dollars, quarters, nickles and yes, even pennies. The 
astronomical cost of veterans’ benefits are almost 
as fiard to gi'asp. 

Maybe it would be easier to “get the feel” of 
tliese costs in terms of individual veterans—almost 
$13,000 for each of the 5 million who served during 
World War I, plus $14,000 for each of the 16 and 
a quarter million who served during World War II 
—and almost $15,000 for each of the five and a third 
million who served in the Korean conflict. 

Or almost $14,000 in federal money to each of 
26 and a half million men—one out of every six 
persons in the United States. 

Do you remember the old poem about the blind 
men and the elephant? It used to be in almost every 
school reader—how one man felt the trunk and 
said “It’s like a snake” and another felt a leg and 
said “It’s like a tree” and another felt a side 
and said “It’s like a wall.” 

Sometimes, approaching something as vast as 
the Veterans’ Administration, I feel a little like 
one of those blind men. This is almost too big to 
see all at once. You have to fake a view from one 
side—and then from another—and tlien from an¬ 
other—and only when you put them all together 
do you begin to get an idea of the whole picture. 

VA costs, for instance—maybe their size will 
come clearer if I take just one more aspect—How 
big a bite do tliey take out of the budget each year? 

In 1920, veterans’ benefits were small change—by 
modern standards—less than 500 million dollars a 
year—rising gradually to 744 million in 1944. 

But in 1945, as the first wave of World War II 
veterans hit, costs jumped to 2 billion dollars,—in 
1946, to almost billion, and in 1947 to 7% billion. 

They stayed over 5 billion dollars until 1951, then 
dropped to a little over 4 billion in 1954. 

But now the cost is on the rise again. Let me 
repeat—by 1960, the VA will be spending almost 
5 billion dollars a year—and the cost will continue 
to rise to 6 billion dollars a year by 1985—and will 
stay close to that figure until the end of the twen¬ 
tieth century. 

These astronomical figures are all based on the 
continuance of presently e.xisting laws. 

Should a general service pension be enacted for 
veterans of these three u'ars-as was enacted for 
veterans of earlier wars-veterans’ benefits could 
cost us over 760 billion dollars-more than double 
the cost we now face. 


J.A.M.A., Nov. 22, 195S 

In the face of this already frightening financial 
burden promised by our laws, it seems almost cruel 
to project additional increases-but, as a doctor, 1 
must point out that these figures do not allow for 
any significant increase in the Veterans’ Administra¬ 
tion’s hospital system. 

Yet, unless we act now, the medical care program 
seems very likely to increase—and for the same 
reasons that the pension program will increase. 

We have two great classes of veterans’ benefifs- 
the service-connected and the non-service-connect- 
ed. The service-connected benefits are those in¬ 
tended to aid the veteran who was actually injured 
in some way—mentally, physically, socially-by liis 
military service. I am including here those read¬ 
justment benefits like unemployment compensation 
and educational benefits which are intended to help 
the veteran in his initial readjustment to civilian 
life. 

The non-service-connected benefits are those 
granted to the veteran who suffered no harm from 
his military service. It provides him with assistance 
in difficulties which are a common civilian hazard 
—like illnesses and disabilities resulting from ever)’- 
day life—and which have nothing to do with his 
military service. 

It is obvious that the greatest demand for service- 
connected benefits will come in the period imme¬ 
diately following a war. The bulk of compensation 
payments for service-connected disabilities ml! 
begin then, and gradually drop off as the veterans 
and their survivors die. The bulk of service-con¬ 
nected hospital care will at least begin during these 
years, even for the long-term cases. 

But when does the demand for non-service-con¬ 
nected benefits show up? 

As the veteran grows older—and more infirm; ns 
he becomes less able to pay his own way; as the 
diseases of age catch up with him. 

That is why the VA’s costs are beginning to rise. 
Today pensions cost nearly half as much as com¬ 
pensation; by 1965 they will exceed compensation- 
and by 1985 pensions will cost over three and a 
half billion dollars—more than all other VA costs 
put together—and the case-load will include three 
and a’half iniJJion veterans and veterans’ survivors. 

This change can have its effect on VA hospitalSi 
too. 

Today, almost two-thirds of the VA’s patients 

are being treated for non-service-connected dis¬ 
abilities. Every applicant on the VA’s waiting list 

wants treatment for a non-service-connected con¬ 
dition. 
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In Jumiiuy, 1956, llicrc wore 20,000 iipplicants 
waiting—in January, 1957, 22,000—and in January, 
1958, 24,000. And not one a service-connected 
disability. 

Can you sec the, pressure mounting for more VA 
iiospitai beds as this waiting list mounts? As our 
World M^ar 11 \’etcrans become older and begin 
to suffer the ravages of time—which affect non- 
veterans as well—can you sec Congress being be¬ 
sieged with demands for “more VA beds for my 
State”—or your state-or yours? 

Every last man of our 22 million veterans is eli¬ 
gible for VA hospital care, if he needs it, as soon 
as be signs the statement that be is unable to pay. 
The only limiting factor left is the number of beds 
empty. 

How many s’cterans are going to find it easier 
and easiei’ to sign that statement as they get older— 
and more frequently sick? 

We have already built 80,000 hospital beds whose 
obvious purpose is to provide more “available beds” 
for die non-service-connected ill. We have no legal 
ceiling on the size of the VA hospital system. 

How long, with this mounting pressure from the 
states, will the VA stay its present size? 

How can we save this countiy from the mounting 
costs of veterans’ benefits? Very simple: 

First—apply realistic standards to the compensa¬ 
tion program; 

Second—even if we do not eliminate pensions, at 
least make them supplementar>' to instead of dupli¬ 
cating the income maintenance programs for the 
whole nation; 

Third—return the VA hospital system to the job 
it was set up to do—the care of service-connected 
disabilities. 

I have no quarrel with the idea behind the com¬ 
pensation program—the veteran who is disabled as 
a result of his military service is entitled to com¬ 
pensation for that disabilitjc However, the dis¬ 
ability rating and award program, as it stands, is 
unrealistic and full of inequities. 

For example, there are men draw'ing 10% and 
20% disability checks monthly for life who are 
disabled onlj^ nominally—actually, they are holding 
down full-time jobs. If these cases were settled on 
a lump-sum basis, the annual compensation load 
would be decreased over 300 million dollars per 
year. 

There are veterans whose compensation is based 
on a legislative presumption of service-connection— 
rather than evidence. There are veterans receiving 
statutory awards for a particular type of disability, 
which results in their receiving more compensation 
than a man who is rated as more severely disabled. 
Tliere are members of veterans’ families receiving 


survivor benefits who were not actually dependent 
on him—and survivor benefits are provided through 
eight different federal programs. 

Fifty-seven per cent of the compensation cases 
are in the 10 and 20% disability category. Adoption 
of lump sum payments, revision of the rating sched¬ 
ule to reflect actual service-connected disability 
and coordination of the overlapping and duplica- 
,tive survivor benefit progi'ams—plus the obvious 
savings in administrative overhead—could save 
some 9 billion dollars in the next forty years. 

The greatest savings can be made, however, 
through revising the pension program—and it should 
be emphasized again that pensions are payments 
for non-service-connected disabilities. They have 
nothing to do with military service—except that 
veterans can get them and nonveterans can’t. 

Further, these vast costs will be doubled—to 
over 700 billion dollars—if general service pensions 
should be enacted. 

How do we avoid this huge cost? Simply by 
making the pension system, as the Bradley Com¬ 
mission suggested, "a reserve line of economic de¬ 
fense” for the needy veteran or his survivors—until 
their needs are met through OASDI or other avail¬ 
able sources of regular income. 

You see, the situation has changed vastly since 
the Twenties, and not only in the size of the vet¬ 
eran population. Then, a needy veteran had few 
resources except special pensions. Today, the Old 
Age, Survivors, and Disability Insurance (OASDI) 
program covers more than 80 per cent of the men 
over 20—and veterans receive social security wage 
credit for time spent in uniform. In 20 years, almost 
all veterans will be covered. 

In addition, there are now other federal retire¬ 
ment programs, industrial retirement plans,-insur¬ 
ance programs covering medical care, disability and 
retirement. Pensions are no longer the only source 
of funds for the needy veteran. 

In fact, a 1955 survey showed that almost half 
the over-65 VA pensioners were also receiNdng 
OASDI benefits. The veterans without dependents 
averaged .$550 a year from OASDI; those with 
dependents averaged $659. 

By coordinating VA and OASDI payments, and 
setting the total payment to a veteran at a level 
consistent with need standards set by local gov¬ 
ernments—we can reduce pension costs by over 
70 million dollars annually for those over 65. 

When we take into consideration the fact that 
OASDI benefits are now available from the age of 
50 for the totally disabled, this coordination could 
save about 158 million dollars a year. 
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By carrying this coordination and revision of the 
payment schedule over to the survivor pension 
program—and paying these pensions only to those 
who need them—we could make an additional im¬ 
mediate saving of over 80 million dollars a year. 

The pension load is increasing—and will continue 
increasing to the end of the century. With the 
anticipated case-loads, adoption of these sugges¬ 
tions would cut pension costs 68 billion dollars 
during the next 40 years. With the savings on the 
compensation program, we could save a total of 
77 bilhon. 

If tliis reappraisal—and revision—staved off the 
calamitous specter of a general service pension, we 
would save almost 250 billion dollars. This is al¬ 
most as much as the present total federal debt. 

And, of course, these estimates are only—only— 
until the end of this century. 

Survivor benefits are still being paid to over five 
thousand dependents of Civil War veterans; the 
last sirrvivor benefit for the War of 1812 was paid 
in 1946—131 years after the war ended. 

How much would be saved by cutting down on 
VA hospitalization and returning the care of non¬ 
service-connected disabilities to local responsibility? 

The Hoover Commission, in 1955, listed a num¬ 
ber of hospitals which it found to be surplus to 
the VA’s*^ operations—even continuing non-service- 
connected care. Removing these hospitals from tlie 
federal expense account would save some 714 mil¬ 
lion dollars a year. Limiting care provided to serv¬ 
ice-connected cases would, according to the Com¬ 
mission, save another 150 million dollars per year. 

It is my personal opinion that this is probably a 
great understatement of the savings that could be 
made in this program. Just to give one indication— 
the VA itself reports that inpatient care at its hos¬ 
pital cost 624 million dollars in 1956—and that only 
36% of the daily load was service-connected. Grad¬ 
ual elimination of the two-thirds of the patient 
load which is non-service-connected would be more 
likely to result in a saving of almost 400 million 
dollars; or 16 billion in 40 years. 

However, even keeping to the Hoover Commis¬ 
sion estimates, we could save 6 billion dollars more 
by returning the VA hospitals to the service-con¬ 
nected patient. 

These three changes—in compensation, in pen¬ 
sions, in hospitalization-would, then, result in a 
saving of about 83 billion dollars in the ne.xt 40 
years. How much more it would save by keeping 
off our backs new pension programs, more VA 
hospital beds, more federal control of medicine, 
and more federal intervention in local responsibili¬ 
ties is impossible to estimate. 


I.A.M.A., Nov. 22,195S 

I have chosen only three of the VA’s programs to 
exemplify the savings possible in this agency-but 
I would like to try to give you some indication ol 
what a colossus it really is. The blind man has 
talked about the trunk and the leg of the elephant- 
but the elephant has other features as well. 

Here’s just a brief run-down; The VA, in 1936, 
provided out-patient care for over two million 
veterans; provided domiciliary care for an average 
of 17,000 veterans daily; did research into tran¬ 
quilizers, blood diseases, cancer; distributed and 
did research in prosthetic appliances, provided voca¬ 
tional rehabilitation training for half a million 
veterans; received 600,000 applications for loan 
guarantees; acted as guardian for 348,000 bene¬ 
ficiaries; helped support the Philippine Veterans 
Memorial Hospital in Manila; and insured almost 
6 million veterans under NSLI and USGLlpolicies. 

The VA employed over 176,000, including 146,000 
in its medical programs, and spent over five and 
a half billion doUars. It had 2,300 residents-almost 
1,400 in general surgery and internal medicine. 

I know I am beginning to sound like the World 
Almanac—and I don’t expect any of you to memo¬ 
rize all the facts and figures which have been 
wheeling around your head for the past half hour. 

I do hope I have left you with some idea of how 
huge the Veterans’ Administration—which should 
be concerned primarily with the needs of some 
three million veterans with service-connected dis¬ 
abilities—has become. Medical research programs, 
residency training, free hospitalization for all vet¬ 
erans, pensions for unemployable veterans, insur¬ 
ance, guardianship, atomic research, loans-thats 
an awfully large number of pies to have fingers in! 

It should be obvious, I believe, that we have 
abdicated much of our local responsibility to this 
one government agency. The question is—when will 
it stop? 

Where do we go from here? I see, and I hope I 
am right—the American people rising up and taWng 
over the United States government again, putting 
it back on the rails—and out of aU the places it 
doesn’t belong. 

As a taxpayer, I say we should stop and recon¬ 
sider before we are bankrupt. As a doctor, I sn) 
we should stop, before this unhealthy condition 
turns into an incurable illness. As an American, 
say we should stop before we spend away our 
liberties—either by the federal government buying 
them from the states—or by not leaving enough 
cash in the account to pay for defense against our 
enemies across the ocean. 

The rocket has almost reached the stratosphere- 
The time to stop it is now before the ascension 
becomes unstoppable—short of an explosion. It can 
be done—but not without your help. 
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BUSINESS PRACTICE 


This is the sixth iu a series of exerpts from the 
brochure on the Business Side of Medical Practice, 
prepared btj the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 

WHAT INSURANCE SHOULD A 
DOCTOR CARRY? 

Insurance is of vital importance to you, especially 
so if you arc in private practice. Articles on the 
subject appear frequently in many of your profes¬ 
sional journals. How to protect yourself from the 
various hazards inherent in the practice of medicine 
is a matter w'liich should receive thorough con¬ 
sideration. 

Insurance is a broad subject and has many rami¬ 
fications—far too many to try to cover them all 
here. This summary treatment is included primarily 
to call these matters to your attention and to pro- 
\ide a basis upon which to plan your insurance 
program in light of your personal and professional 
circumstances. 

Property and liability insurance should be looked 
upon as protection rather than as an investment. 
It is designed primarily as a means of safeguarding 
against financial loss, and, as such, it performs a 
vital function in our economy. 

Insurance should pros'ide for self protection, em¬ 
ployee protection, and the protection of the family. 
Selfrprotection insurance can be divided roughly 
into the following classifications: protection against 
liability; protection against loss caused by fire and 
theft; and protection against loss of or lowering of 
income due to disability caused by sickness or 
accident. 

Liability 

Generally, liability may be of two types. One 
may result from the actual practice of medicine 
(professional liability), and the other may rise by 
virtue of owning or leasing property, including 
ofiice and ownership or operation of automobile, as 
well as liability which could result from personal 
activities which are not in any way related to the 
practice of medicine. ■ 

Professional Liability.—Among the significant 
hazards involving the medical profession are the 
claims and legal actions for alleged malpractice. 
Each year, according to some estimates, about 
5,000 suits are instituted and an unknown nurnber 
of claims are settled out of court. Practically every 
one of these incidents has its detrimental effect on 
the profession as a whole, undermining public con¬ 
fidence in the profession and .sometimes in the 


physician himself. In the absence of such insurance 
protection, the doctor might be obligated to pay 
damages, court costs, including his attorney’s fee, 
and many other expenses in the event a suit is 
decided in favor of the plaintiff. As a result, many 
a physician’s career could well end in bankruptcy. 
Even though the physician is declared innocent of 
any malpractice, the costs incident to investigation 
and defense, coupled with attendant loss of earning, 
can be burdensome. 

The mounting number of claims involving lia¬ 
bility of all types, together with spiraling judg¬ 
ments, has resulted in increases in the premiums for 
this type of insurance. Instdance is based on 
averages. Premiums vary according to what the 
insurance companies have had to pay out in claims 
plus the costs of doing business. Physicians can 
contribute toward lowering premiums by a disci¬ 
plined program of claim prevention. 

The potentiality of a threatened claim or suit 
alleging malpractice is one of. the hazards of medi¬ 
cal practice. In view of this, every physician is 
well advised to be ever mindful of this and take 
due precautions to avoid those situations which 
result in poor patient-physician relationships. Al¬ 
though by no means complete, the following sug¬ 
gestions are among those mentioned most frequently 
by medicolegal authorities which should minimize 
patient-physician problems and also reduce the 
possibilities of suits or claims. To a large extent, 
these may well be helpful in defending a claim or 
suit should you become so involved: 

1. Make a special effort to. satisfy the patient 
during all phases of diagnosis and treatment—a 
new patient dissatisfied with an initial treatment 
tends to brood, tell others of his dissatisfaction, 
possibly including a lawyer. 

2. If the fee for treatment might appear high to 
the patient, in the absence of an explanation of 
your services, discuss it frankly before you set it. 
“Surprising” fees are sometimes the springboard for 
malpractice accusations. 

3. When in doubt about a diagnosis or alterna¬ 
tive method of treatment, recommend that a con¬ 
sultant be called in. Enter this recommendation in 
tire patient’s file. In the event the patient declines 
your recommendation, ask him to sign a statement 
to that effect and keep the statements in your 
records. This protects two ways—it protects the 
doctor and leaves to the patient the responsibility 
for refusing consultation. 

4. Do not guarantee a therapeutic result either 
directly or by implication. Explain the problem to 
the patient and the possible results. If his welfare 
requires a calculated risk, explain it in advance. 

5. Be sure that all instructions to the nurse are 
completely understood. The nurse is normally con- 
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sidered to be tlie doctor’s agent, and, if an error 
occurs in executing any instruction, you may be 
beld responsible. 

6. Remember that tile telephone may be a booby- 
trap for both misdiagnosis and misunderstanding of 
instructions, ^^^^enever possible, avoid giving a pa¬ 
tient advice by phone. 

7. Do not neglect or abandon a patient without 
sen'ing reasonable notice. Whenever possible, 
make arrangements to have a colleague accejit the 
responsibilit}' of treating your patients when you 
are unavailable. Many physicians notify their pa¬ 
tients in advance when they plan to be away ‘for 
any length of time. 

8. Familiarize yourself with your state laws 
concerning malpractice. Laws vary from state to 
state. You should also be informed regarding the 
limitations which specify the time within which 
legal action may be instituted. 

9. Keep records which are accurate and up to 
date. If a complaint should be filed against you, 
never alter or destroy the records. 

10. Should any incident occur which you sus¬ 
pect could lead to a suit or claim, you should give 
immediate notice to your insurance company. 

11. During obstetric or similar examinations of 
female patients, be sure a nurse or other woman 
employee is present. 

Professional liability insurance is available in 
each of the 48 states and territories. A number of 
constituent associations and component societies 
have so-called group professional liability insurance 
programs available to member phj'sieians. 

The limits of liability (per claim and for all 
claims during any one policy year) depend on many 
factors. Among them are type of practice- 
specialty or general—the economic level of the 
community, the claims consciousness of the people 
in the area and other factors. 

In this matter it is best to consult your medical 
societ)' and colleagues in the area. Even with the 
most skilled and careful physician, suits are possible 
and the doctor should protect himself with insur¬ 
ance that will take care of tire expense if it should 
happen to him as well as to safeguard his estate in 
the event of an adverse judgment. 

Public Liability 

Any owner or leaser of property may be held 
legally responsible for an accident occurring on the 
premises which is attributable to his neglest. If a 
doctor leases a suite in a public building, his re¬ 
sponsibility may be presumed to begin the minute 
tlie patient enters his office. If his office facilities 
include land and a parking area for patients, his 
responsibility may extend there also. 
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The incidence of such accidents is relatively low 
and the physician may question the advisabilih’ of 
covering the possibility with insurance. The pre¬ 
mium cost is modest, accidents do occur, especially 
where the public is concerned, and such coverage 
can save considerable financial embarrassment. 

Automobile Liability.-Automohih liability is per¬ 
haps among the most commonly (ttidersfood of a(( 
forms of liability protection, and it is not necessat)' 
to cover the subject here in detail, other than to 
recommend that the physician should carry ade¬ 
quate limits of coverage. It probably is better to 
carry too much liability rather than too little. 

Also, the doctor should be aware that, if an em¬ 
ployees uses his or her car in performing a service 
for the doctor and has an accident while doing so, 
the doctor may be sued as well as the employee. It 
is a simple matter to have the employee include the 
doctor as a coinsured in his or her policy. You 
should also consider coverage that will protect you 
while driving an automobile not owned by you such 
as one you may rent temporarily or one which may 
be lent to you. In addition to automobile liability, 
you will undoubtedly be interested in and wish to 
carry other elements of automobile insurance. 


Fire, Burglary, Home, Theft, and 
Comprehensive Insurance 

Whetlier fire insurance is secured for the office, 
the home, or both, it should include not only the 
biiilding but the value of the furniture and equip¬ 
ment as well. The valuation is not normally based 
on the replacement cost but on the depreciated or 
actual sales value at the time. For this reason, an 
inventory of equipment and furniture should be 
kept current and in a safe place, preferably in the 
safe deposit box at the bank. 

After a physician has been practicing for an ap¬ 
preciable length of time, his files, including accounts 
receivable, are very valuable property. Frequently 
tliese items are the least protected against lire or 
other loss. It is possible to carry insurance against 
loss of these I’ecords, but whether or not these 
records are insured it is recommended that they be 
kept in a fire-proof safe or vault when not in acutal 
use. 

With burglary and theft insurance, the cost de¬ 
pends largely on the location of the office and th^ 
amount of money kept there. The amount of cas i 
in a doctor’s office may not be enough to warrant 
the expense of such insurance since many burglaries 
of doctors’ offices are for narcotics rather than 
money. Altliough actual cash loss may be small t e 
damage to the building and equipment can be su 
stantial. A recent neu'spaper article describing a 
burglary of a doctor’s office listed the loss as $n- 
worth of narcotics and an estimated damage to 
the furnishings and equipment of over $3,000. 3 
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loss and damage was cos’orcd liy insmaiice. In buy¬ 
ing tins type of protection, it is well to include 
damage to propcrtj'. 

Comprehensive or “AU Risk" Cooerogc.—Several 
facets of insurance incident to home ownershix^ and 
operation of a xrrofc.ssional office can frequently be 
consolidated. Many multiple line companies offer 
compreliensis'c xmlicies which xJrovide x^i'otection 
against a variety of hazards including fire, theft, 
and windstorm, as well as x^ersonal and x^oblic lia- 
bilitj' at a total picmium charge which may be 
substantially less than the cost of the same insurance 
in separate policies. This is because such a blanket 
type of policy can be x^rocessed more cheaxrly by 
the company. It is worth considering when planning 
your over-all insurance irrogram. 

Accident and Health or Disability Insurance 

The physician in indis'idual x^ractice is the sole 
income producer. Anything which keeps him from 
his practice for any ax^preciable length of time can 
be a serious financial hazard. Because of this, acci¬ 
dent and health or disability insurance is attractive 
to him. Many insurance counselors consider this 
type of protection equally if not more essential 
than life insurance, since a period of disability en¬ 
tails support not only of the family but the disabled 
doctor as well. Loss of earnings may e.xtend over 
months or years. 

In considering this type of coverage, you should 
purchase it from a company which is licensed in 
the state and preferably through a local agent or 
broker. Perhaps this type of insurance is subject to 
more variables tlian other branches of insurance. 
Accordingly, sound advice and careful planning 
should prevail in arranging tliis phase of your insur¬ 
ance program. 

Basically, tliis type of insurance is designed to 
replace a portion (not all) of your earned income 
in the event of disability due to accident or illness. 
Such insurance is available generally on a individ¬ 
ual basis; and in some areas, groux) and franchise 
programs are available through professional organi¬ 
zations and associations. 

Individually underwritten policies are of three 
general types: cancellable, guaranteed term, and 
noncancellable. The first type can be terminated by 
the company at any time. A guaranteed term con¬ 
tract is not normally subject to cancellation during 
any term for which a premium has been paid and 
accepted; however, the insurer may eleet not to 
continue the contract on any renewal date. Non¬ 
cancellable contracts are not only tlrat but are 
guaranteed renewable at each premium due date up 
to a specified age. Fraud, or intent at fraud through 
misrepresentation of facts, however, may be con¬ 


sidered as just cause for terminating a contract if 
resorted to, either in applying for insurance cover¬ 
age or in claiming benefits. 

The premium costs vary and are determined by 
several factors, such as type of eontract (cancel¬ 
lable, guaranteed term, or noncancellable), amount 
of weekly or monthly indemnity, occuxiation or pro¬ 
fession, age, sex, length of time for which benefits 
are payable, whether benefits are x^ayable for non- 
occupational disability or cover both occupational 
and nonoccupational illnesses and injuries, and the 
waiting period between the date of disability and 
the commencement of benefit payments. 

All other factors being equal, premiums may be 
reduced considerably by selecting a policy which 
has a fairly long waiting period between the onset 
of disability and the time benefits start. Such wait¬ 
ing x>eriods eliminate the necessity of paying for 
short periods of disability and the attendant ad¬ 
ministrative cost and conserve a correspondingly 
greater portion of the premium income to pay for 
longer periods of disability which are of more seri¬ 
ous financial consequence. 

The underwriting requirements of insurance com¬ 
panies differ, but most of them will not knowingly 
issue benefits which will approximate net earned 
income of tlie applicant. 

In varying degrees physicians may, as mentioned 
earlier, participate in group or franchise disability 
insurance programs tlirougli membership in profes¬ 
sional associations and societies. Altliough tliese 
programs have their merits, they may have to be 
utilized primarily to supplement rather than replace 
otlier coverage. 

You should make sure that your health history at 
tlie time of applying for insurance is not misrepre¬ 
sented since most non-group contracts promise 
benefits only for disability resulting from accidents 
and illnesses that originate subsequent to the date 
the policy is issued. 

Office Overhead Insurance.—When the doctor is 
incapacitated his office overhead goes on. Salaries, 
rent, utilities, and such must be met. To meet this 
contingency you may wish to consider a relatively , 
new form of disability insurance which was de¬ 
signed for this specific purpose. Although under¬ 
written like disability insurance, benefits are based 
on verifiable ofiice overhead fixed expenses rather 
tlian earned income. This, as well as the cost of in¬ 
surance protecting the physician against profes¬ 
sional liability and against fire and casualty loss of 
office equipment and supplies, may be considered a 
business expense and deductible when figuring in¬ 
come tax. It should be noted, however, that tlie 
proceeds obtained from such insurance is considered 
taxable income. 
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Employee Insurance 

Most states have statutory requirements regard¬ 
ing the responsibilities of an employer. Prior to the 
employment of another physician, a nurse, a tech¬ 
nician, or receptionist, you would be well advised 
to learn fully what your responsibilities are. Work¬ 
men’s compensation laws generally spell out the 
extent to which an employer is financially respon¬ 
sible for the death or disability of an employee as 
a result of an occupational accident or injury. Since 
the laws vary from state to state and their applica¬ 
bility often depends, to a degree, on the number 
of employees, you should make certain that you do 
not assume any hazards unnecessarily. 

In some jurisdictions there is a state monopolistic 
fund which is the sole source of insurance for pro¬ 
tection against workmen’s compensation liability. 
In other states, the employer may select from a 
number of private carriers. Tlie cost of the type of 
protection depends on several factors, but primarily 
upon the classification of employment and the 
amount of payroll. 

Sources of information include the state agency 
which administers the law, your local medical so¬ 
ciety or state medical association, your insurance 
counsellor, and your attorney. 

Many employers provide or make available, in 
addition to employee protection required by law, 
other forms of insurance for the benefit of their 
employees. These include life insurance, disability 
insurance, and hospitalization benefits. Some of 
these forms of coverage may be available as e.xten- 
sions of benefits offered to members of professional 
societies. 

Life Insurance—Family Protection 

Life insurance is primarily a form of protection 
for the doctor’s family and possibly his creditors in 
the case of his death. Additionally, it can be a form 
of savings and can also be used to supplement a 
retirement program. The subj’ect is so large that it 
could well be the subject of a special pamphlet. 
Although there are many different varieties of pro¬ 
grams, the three most common types of policies 
are term, ordinary life and endowment, or annuity 
contracts. 

Term insurance involves the lowest premium 
cost. Such contracts are usually issued on a level 
premium basis with coverage lasting only for the 
term specified. Most contracts provide that the 
policy holder may convert his coverage to a per¬ 
manent plan of insurance, without evidence of in¬ 
surability, provided such option is exercised within 
a prescribed period. This form of coverage is re¬ 
ferred to frequently as “pure protection,’’ since it 
does not normally include cash surrender or loan 
values. 
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Ordinary life insurance is the classification fre- 
quently given to contracts of a permanent nature, 
which do not usually include endowment or annuitj' 
features. Generally speaking, the policies proude 
for level premium payments throughout the life of 
the insured with the face amount becoming pay¬ 
able at death. There are modifications, however, 
whereby such coverage may be purchased on a 
basis that the insurance becomes "paid-up” either 
at a specified age or after the payment of premiums 
for a specified number of years. Although such 
policies become paid up at the designated time, the 
face amount is not normally payable until the death 
of the policy holder. 

Ordinary life insurance policies usually contain 
guaranteed cash and loan values as well as pro¬ 
visions for extension of insurance for a stipulated 
length of time in the event premium payments are 
not continued. Thus, such policies contain an ele¬ 
ment of savings in addition to just insurance pro¬ 
tection. 


The third general category is known as endow¬ 
ment or annuity insurance. Such contracts contain 
both the features of insurance protection and sav¬ 
ings. Under an endowmrient policy the face amount 
becomes due and payable at the end of tire contract 
period. The face amount also becomes due and pay¬ 
able in the event the policy holder dies prior to the 
completion of the premium paying period. An an¬ 
nuity conti'act usually matures in the same manner 
as an endowment policy but, in addition, may pro¬ 
vide for periodic jrayments (rather than a lump 
sum) to the policy holder in the form of retirement 
income. 


Tliere are varying combinations of tire foregoing 
types of coverage which an individual can arrange 
for in his life insurance programing. Several pro¬ 
fessional organizations including constituent asso¬ 
ciations and component societies have establisneo 
group and franchise plans in which physicians may 
participate. Life insurance planning should be done 
on an individual basis and the physician is wd 
advised to utilize the services of a competent m- 
surance counsellor. Insurance needs often change 
due to family and financial circumstances. 

Since most permanent life insurance contraofs 
provide for a great deal of fle.\ibility, it may no 
advantageous to have your program analyzed 
periodically and modified, when indicated, so that 
it will fulfill, on a current basis, the purposes you 
intend. 


Insurance is designed to protect you, your 


family. 


and your employees. It is an important consider^ 
tion when establishing a practice, so devote enougn 
time to it and secure advice that will enable you 
to develop an adequate insurance program. 
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This Is Nur.s!ng! 16 inm., color, sound, showing time 29 
minutc.s. Produced in 1957 by nnd procurable on rental 
($7.50) or purchase ($250) from Educational Film S.ales 
Department, University Extension, Unis’ersity of C.ilifornia, 
Los Angeles 21. 

This film dcmonstrales the scope of professional 
nursing activities in contributing to effective re¬ 
habilitation of tbe patient; it stresses that rehabili¬ 
tation is dependent on coordination of all health 
workers rather than on one individual. Designed 
for nurses, physicians, medical students, and lay 
groups, it shows the teamwork needed in rehabilita¬ 
tion programs, w'ith special emphasis on the nurses 
role. It shows that rehabilitation takes time, pro¬ 
fessional skill, understanding, and contributions 
from many people, while at tbe same time tbe re¬ 
sponsibility rests on the individual himself. Empha¬ 
sis is on the team approach in dealing with the 
patient, and tbe film also shows that rehabilitation 
starts immediately on tbe patient’s admission. It 
should make a valuable contribution for discussion 
purposes in nursing groups. Although they are not 
pictured as members of the team, dietitians and 
medical social workers should also be interested, 
since seeing the patient in the film would alert 
them to his problem. 

NEW FILMS ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 

Helping Hnnds for Julie: 16 nim., black and white, sound, 
showing time 25 minutes. Cleared for television. Presented 
by tlie American Medical Association and the American 
Hospital Association. Sponsored as a public service by E. R. 
Squibb and Sons, Dixusion of Olin Mathieson Chemical 
Corporation, New York. Produced in 1958 by Henry Strauss 
Productions, Inc., New York. Procurable on loan (no service 
chiirge) from Motion Picture Library, American Medical 
Association, 535 N. Dearborn St., Chicago 10. 

This film is designed to attract students to health 
careers by dramatizing tlieir opportunities. The 
story revolves around Julie’s fight for life when she 
is brought into the hospital emergency room- 
diagnosis unknown. Her family doctor, a surgeon, 
and a resident mobilize the entire medical team, 
and it swings into swift, disciplined, and decisive 
action. The helping hands aiding the doctors in this 
vital search for the correct diagnosis are those of 
nurses, medical technologists, x-ray technicians, 
and the medical record librarian. Witli the diag¬ 
nosis made, the drugs of the pharmacist, the nour¬ 
ishing food of the dietitian, the restorative work of 
the physical therapist, and the care of the nurse 
help to bring Julie back to health. This is a moving 
story which is well told and has a powerful emo¬ 
tional appeal. The complexity'’ of the modem hos¬ 
pital service, including the record room, visiting 


medical staff, internist, surgeon, pathologist, radi¬ 
ologist, interns and residents, medical technologists, 
x-ray technicians, pharmacist, dietitian, physical 
therapist, and nurse, is shown in the right perspec¬ 
tive. It will appeal to high school and college stu¬ 
dents and is especially recommended for physicians 
who are called on to lecture to groups on health 
careers. 

Ectopia Cordis in a Twin: 16 mm., color, sound, showing 
time 8 minutes. Prepared in 1957 by Elliott S. Hurwitt, M.D., 
and Alvin Lebendiger, M.D., New York. Produced by a 
grant in aid from Medical Research Division of Johnson and 
Johnson. Procurable on loan (service charge $1.00) from 
Motion Picture Library, American Medic.al Association, 535 
N. Dearborn St., Chicago 10. 

Complete ectopia cordis in a live infant occurs 
so infrequently that few physicians are given the 
opportunity to observe a newborn baby xvhose 
heart is beating outside of the thoracic cage. The 
authors have prepared tlris film to document a 
situation that has rarely been reported: premature 
twin boys, one essentially normal and the other 
bom with his heart projecting almost at a right 
angle to the long axis of the body. The surgical 
attempt to provide a covering of skin for this heart, 
the postoperative appearance of the baby with his 
heart beating subcutaneously, and the combination 
of major intracardiac and extracardiac abnormalities 
found at autopsy are illustrated and demonstrated. 
This case-record film presents an unusual condition. 
An attempt made to replace the heart in the chest 
proved unsuccessful. Nevertheless, the condition, 
although unusual, is of interest, especially to cardi¬ 
ologists. 

Someone Is Watching: 16 mm., black and white, sound, 
showing time 15 minutes. Produced in 1957 by Information 
Productions, Inc., New York, for the New York State De¬ 
partment of Healtli. Procurable on loan (service cliarge $2) 
from Motion Picture Library, American Medical Association, 
535 N. Dearborn St., Chicago 10. 

This motion picture calls attention to the various 
ways in which legal narcotics stocks fall into the 
hands of dope addicts and peddlers through care¬ 
lessness and false confidence, and it emphasizes the 
need for safeguarding of drugs. Actual cases are 
taken from the files of the New York State Health 
Department’s Bureau of Narcotics Control. In¬ 
cluded among these cases are those of a registered 
nurse who gains a place on the hospital staff and 
steals from the hospitaTdrug stocks xvhile on duty, 
a repairman who gains admittance to the oflBce of 
a general practitioner under the pretense of having 
been called to repair a sterilizer, and a confidence 
man working with accomplices who dupes even the 
wary druggist. This film is highly recommended 
for showing to physicians, hospital administrators, 
nurses, and pharmacists. 
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INTERNAL MEDICINE 

Perforation of the Heart During Cardiac Cath¬ 
eterization and Selective Angiocardiography. D. J. 
W. Escher, J, H. Shapiro, B. M. Rubinstein and 
otliers. Circulation 18:418-422 (Sept.) 1958 [New 
York]. 

The authors report on a 24-year-old woman who 
was admitted to Montefiore Hospital in New York 
for evaluation of suspected congenital heart disease. 
The patient underwent a standard diagnostic car¬ 
diac catheterization with the aid of a Cournand 
type catheter, and after its completion selective 
intracardiac biplane angiocardiography was per¬ 
formed with the aid of a 7 National Institutes of 
Health (NIH) catheter. Anteroposterior and left 
lateral projections were obtained 2 and 8 seconds 
after the injection of the contrast medium (50 cc. 
of 70% sodium acetrizoate [Urokon]) into the right 
ventricle; they revealed the appearance of some of 
the contrast medium in the pericardial cavity coin¬ 
cident with its anticipated appearance within the 
right ventricle. The amount of contrast medium in 
the pericardial cavity was gradually increasing to 
the end of the examination. Several globules of the 
contrast medium were seen in the right ventricular 
apical myocardium distal to the tip of the cardiac 
catheter, suggesting that perforation of the he.art 
had occurred at this point. A portable chest roent¬ 
genogram, with the patient in the sitting position, 
showed the cardiac shadow to be somewhat en¬ 
larged, with contrast medium collected along the 
diaphragmatic surface of the pericardial cavity. 
The heart rate rose to 139, the blood pressure 
dropped to 70/40 mm. Hg, and the occurrence of 
cardiac tamponade seemed certain. 

With the aid of general endotracheal anesthesia, 
the right chest was opened and the heart exposed. 
A vertical pericardial incision was made anterior 
to the right phrenic nei’ve, and about 200 cc. of 
blood-stained fluid gushed fortli under tremendous 
pressure. The heart beat immediately became 
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Strong and full, and the peripheral pulses returned. 
At the apex of the right ventricle, there was a soft 
cleft, the point where the perforation must have 
occurred. There was no further bleeding. The post¬ 
operative course was uneventful. Tliere is reason 
to suspect that perforation probably did not occur 
with the Cournand catheter which is relatively 
flexible and which was not inserted in the area of 
the apex of the right ventricle. The perforation oc¬ 
curred more likely during the insertion of the rela¬ 
tively sharp-tipped, more rigid NIH catheter, most 
probably when the catheter was additionaify ad¬ 
vanced after its initial positioning. The occurrence 
of perforation of the myocardium during cardiac 
catheterization with selective angiocardiography 
serves to emphasize some of the risks taken in the 
application of several of the newer, specialized 
methods now available for the evaluation of con¬ 
genital heart disease. With careful technique and 
good team work, however, the danger to the pa¬ 
tient can be held to a minimal level and is far out¬ 
weighed by the positive values of the procedures. 


A Study of the Manifestations of Rheumatic Fever 
Following Cessation of Therapy. E. E. Fischel, 
C. W. Frank and M. T. Bellows. Circulation IB; 
367-370 (Sept.) 1958 [New York], 


The authors studied the reappearance of rheu¬ 
matic activity in 257 children during a 3-week ob¬ 
servational period after cessation of treatment for 
acute rheumatic fever with corticotropin (ACTH), 
cortisone, and aspirin administered for 6 weeks m 
a cooperative clinical trial of these dmgs in the 
United States and Canada. Of tlie 257 children, 6) 
(26.1%) did not show any manifestations of rheu¬ 
matic activity, and the remaining 190 (73.9%) had 
some manifestations, most frequently an increased 
erythrocyte sedimentation rate or rise in tempera¬ 
ture. Occasionally more severe and comple.v mani¬ 
festations occurred. The number of manifestations 


was greater in those patients with more severe 
initial involvement, i. e., at the start of the 6-wee 
therapy. In some patients the severity of the dis 
ease during the post-therapy period was as grea 
or greater than at the institution of the treatmen • 

In most instances, the various abnormalities su 
sided spontaneously. Re-treatment was consideve 
necessary for only 6 patients. 

When any or all of the presenting manifestation 
of rheumatic fever subside during drug 
the effect may be attributed to several 
causes: spontaneous remission in the course or 
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{lisca.se, bed rc.sl, or ihc dnig administered. After 
cessation of Ihcr.apy, the rocnrroncc of rheumatic 
manifestations is ample evidence that the drug cm- 
ploj'cd did not eradicate the disease. However, it 
is also evidence, in retrospect, that the drug had a 
suppres-sive action while it was being administered. 
It was widely thought that aspirin did not affect 
the rlienmatic inflammation in the heart, and that 
concept has occasionally been extended to corti¬ 
sone. The recurrence of heart failure or pericarditis 
after withdrawal of cither drug conflicts with this 
view. A flare-up of the disease process could not 
be c.xpectcd if a totally ineffective agent were with¬ 
drawn. The manifestations of the post-therapy peri¬ 
od are sufRciently common under apparently good 
conditions of management. Study of the post¬ 
therapy period should be included in attempts to 
define optimal therairy for rheumatic fever, and it 
may provide some perspective concerning diag¬ 
nostic criteria. 

The Cardiac Complications of Hypertension. A. L. 
Cornish. J. Kentucky M. A. 56:862-864 (Sept.) 1958 
[Louisville, Ky.]. 

At least 60 to 75% of hypertensive patients ulti¬ 
mately succumb to cardiac complications, especially 
heart failure. Coronary atherosclerosis has been 
found in 907o of patients dying with hypertension. 
Cardiac involvement, as a rule, does not develop 
until hj'pertension has been present for 12 to 15 
years. Eventually the sti-ain of maintaining an ele¬ 
vated blood pressure, plus the effect of coronary 
sclerosis, takes its toll on the ventricular muscle. 
In all probability, the effect of coronary sclerosis 
predominates. Later, impairment of kidney function 
leads to retention of salt and thus aggravates con¬ 
gestive heart failure. The hypertensive heart pa¬ 
tient may present himself with either congestive 
heart failure or the picture of coronary insufficiency 
or both. Congestive heart failure develops slowly 
in about half of the patients and suddenly in the 
other half. When it is sudden, a definite precipitat¬ 
ing cause should be searched for. Correcting the 
precipitating cause greatly improves the prognosis. 
The more common precipitating causes of acute 
congestive heart failure in hypertensive patients are 
-respiratory infections, increased coronary insuffi¬ 
ciency (silent infarction), paroxysmal tachycardia, 
excessive sodium intake, discontinuation of digitalis 
therapy, hemorrhage and anemia, development of 
thyrotoxicosis, pulmonary embolism, too rapid ad¬ 
ministration of blood or other sodium-containing 
infusions, physical and emotional strains, and un¬ 
congenial climatic conditions. 

In the further management of hypertensive pa¬ 
tients with congestive failure, the author found it 
useful to let the degree of functional impairment 
guide the treatment. In a class 1 patient, when 
heart disease is present but there is no symptomatic 
limitation of activities, he merely tries to lower the 


blood pressure, exirlains the precipitating causes of 
heart failure, and encourages weight reduction. If 
the patient is in class 2 and has symptoms on mod¬ 
erate exertion, periods of rest plus a slowing down 
and delegation of responsibility are advised. In a 
class 3 patient, who has symptoms on ordinary 
exertion, the author uses more active measures, 
such as careful digitalization and moderate sodium 
restriction. Another important manifestation of 
hypertensive heart disease is angina pectoris. The 
essential clinical feature is that the anginal pain 
occurs with exertion and excitement, lasts only a 
few minutes, and is relieved by rest and adminis¬ 
tration of glyceryl trinitrate (nitroglycerin). The 
electrocardiogram is diagnostic in 95% of cases, 
showing depression of the RS-T segment and 
T-wave abnormalities. If these are not present 
when the patient is at rest, Master’s exercise test 
may bring them out. Factors contributing to angina 
pectoris must be searched for and treated—for ex¬ 
ample, anemia, hyperthyroidism, peptic ulcer, dia¬ 
phragmatic hernia, gallbladder disease, and asso¬ 
ciated heart failure. Precipitating factors must be 
avoided. Slow walking, with rest periods, and care 
about exercising on a full stomach and in cold 
weather are advised. Nearly every obese patient 
benefits from losing weight. Of all drugs used for 
angina, glyceryl trinitrate alone has stood the test 
of time. A mild sedative may help the anxious 
patient. 

Degenerative Cardiovascular Disease in the Orient: 
II. Hypertension. H. A. Schroeder. J. Chron. Dis. 
8:312-333 (Sept.) 1958 [St. Louis]. 

The author studied the incidence of arterial 
hypertension and its serious consequences among 
the patients of 13 university teaching hospitals in 9 
Oriental cities, namely, Taipeh (Taiwan or For¬ 
mosa), Victoria (Hong Kong), Manila (Philippine 
Islands), Bangkok (Thailand), Agra, Lucknow, 
Bombay, and New Delhi (India), and Beirut (Leb¬ 
anon), and in Japan. Hypertension was frequently- 
observed among these Oriental populations, being 
diagnosed both clinically and pathologically. In 
several cities cardiologists or internists e.xpressed 
tile opinion that the incidence of hypertension was 
increasing. No conjecture can be made as to 
whether the apparent increase in hypertension is 
merely one symptom of an aging population or is 
related to some new environmental factor added 
during the past 27 years covered by tlie study. 
When measured in Oriental people, dietary intakes 
of sodium chloride, to which hypertension might 
be related, either approximated or were less than 
the ranges commonly accepted for Americans, with 
the possible exception of the northern Japanese. 
Therefore, it was most difficult to ascribe the fre¬ 
quency of hypertension to such dietary habits. Nor 
was it possible to involve the intake of protein, 
which, in general, was lower than that of Western 
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populations and in many cities consisted largely of 
vegetable proteins. “Westernization,” i. e., the 
adoption of European culture, habits, and food, 
was little apparent, except among a few of the 
well-to-do, for income levels are very low in all 
these countries. The author believes that environ¬ 
mental factors, so far unrevealed, played the lead¬ 
ing causative role. 

One of the most interesting and unexplained re¬ 
sults of this study is the predilection of hypertension 
to make its consequences obvious either on the 
vessels of the brain or on the heart in different 
localities. Thus, cerebral hemorrhage as the fatal 
outcome has far outdistanced heart failure in 
Taipeh, Bangkok, and Agra, while cardiac disease 
is as predominant in Manila, Beirut, Bombay, and 
Lueknow as it is in the United States. Civilian Chi¬ 
nese in Formosa and Hong Kong are more apt to 
die of apoplexy than heart failure. Thus, it appears 
that cerebral hemorrhage is a much more common 
outcome of hypertension among peoples of the 
yellow and brown races than among Indo-Euro¬ 
peans or Semites in the cities visited. There was no 
obvious relationship of the amount or kind of 
dietary fat or salt to these consequences of hyper¬ 
tension. This study serves to dispel unproved ru¬ 
mors that hypertension does not occur in some 
Oriental countries. 

Cardiovascular Disease in Arachnodactyly. F. S. P. 
Van Buchem. Acta med. scandinav. 161:197-205 
(No. 3) 1958 (In English) [Stockholm]. 

The diagnosis of arachnodactyly is important 
because this condition is not infrequently combined 
with abnormalities of the eyes and especially of 
the heart, aorta, and pulmonary artery. The pa¬ 
tients are usually tall and of asthenic body build. 
Because the extremities are very long, they have 
an arm span that exceeds body height. They have 
strikingly long and thin fingers and toes, a muscular 
system that is usually hypotonic and insufficiently 
developed, a slight layer of subcutaneous fat, and 
flaccid articular ligaments permitting abnormal 
joint movements. The patients suffer from kypho¬ 
sis, kyphoscoliosis, flatfeet, genu valgum, and some¬ 
times a funnel chest or pectus carinatum. The head 
is dolichocephalic, the face is long and narrow, the 
palate has a high arch, and the teeth are often 
irregular. The characteristic longitudinal growth 
of these patients starts at an early age, and not 
infrequently in younger patients it is so marked 
that the final height is abnormal. Moreover, in 
younger patients the bone age may be 3 or 4 years 
higher than the chronological age. The cardiovas¬ 
cular abnormalities which the author observed in 
patients in this category included aneurysms of the 
ascending aorta, thoracic descending aorta, ab¬ 
dominal aorta, and pulmonary artery, aortic coarc¬ 
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tation, pulmonary stenosis, left-sided vena cava 
superior, ventricular septal defect, and “araclino- 
dactyly heart.” 

Pulseless Disease. B. di Bello, 0. Etorena and B, 
Rodriguez Barrios. An. Fac. med. Montevideo 43; 
37-42 (Jan.-April) 1958 (In Spanish) [Montevideo, 
Uruguay]. 

A woman with subjective and objective svmp- 
toms of circulatory disorder due to occlusion of the 
main branches arising from the aortic arch was ob¬ 
served at the age of 23 years and again at 37. At the 
first consultation the patient complained of pain 
in the arms, of occasional precordial pain which 
radiated to the back, and of transient hemiparesis. 
The pulse arising from the aortie arch was absent. 
Arterial pulsation in the legs was present in all the 
areas of usual palpation for its detection. The reac¬ 
tion for syphilis was negative. A diagnosis of sjn- 
drome of the aortie arch was made. The patient 
had antisyphilitic treatment for 1% years, after 
which she said she felt better and did not report 
for consultation for 12 years. On the second con¬ 
sultation all the early symptoms presented a slow 
course, with periods of improvement and relapse. 
New symptoms consisted of occasional transient 
loss of memory and loss of vision, irritability, and 
bilateral facial pain during mastication. The er)th- 
rocyde sedimentation rate was increased on both 
the first and the second examination. On ausculta¬ 
tion, there was a thrill over the left supraclavicular 
fossa after the systole. The patient did not have 
syphilis or diabetes. Examination of the fundus of 
tlie eyes showed the characteristic presence of 
venous microaneurysms. A diagnosis of pulseless 
disease from occlusion of the main branches of the 
aortic arch w'as made because of the negative re¬ 
sults of tests for syphilis, the lack of thrombi, the 
increased velocity in the sedimentation of the 
ery'throcytes, and the sex and age of the patient. 
A treatment with corticosteroids was given the pa¬ 
tient for more than a year, up to the present time, 
with marked improvement in the symptoms. The 
authors direct attention to the value of corticos¬ 
teroids as symptomatic treatment of pulseless dis¬ 
ease. 

Spontaneous Pneumothorax in Asian Influenza. 
R. I. H. Welsh. South African M. J. 33:817-81 
(Aug. 16) 1958 [Cape Town]. 

During the epidemic of Asian influenza, which 
was at its height in the Transvaal Province of th^ 
Union of South Africa during July and Augus, 
1957, about 200 nurses with this form of influen^ 
were admitted to the General Hospital in Pretoria. 
In 2 of these nurses spontaneous pneumothorax 
developed, and both of them died. The author be 
lieves that in this condition air finds its way ° 
the perivascular tissue planes of the lung via rup 
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turccl alveoli, bronchiolc.s, or a bronchus and 
spreads toward the niediastimun. Its path may then 
follow the fascial idane of the great vesscLs into 
the neck and present clinically as surgical emphy¬ 
sema. A build-up of pressure in the mediastinum 
mny result in a rupture of the pleural covering, 
with the development of pneumothorax. It is likely 
that this was the sequence of events in the first 
patient. Air rarely leaks into the interstitial pul¬ 
monary tissues without predisposing causes. In this 
instance atelectasis of the right lower lobe, with 
overinflation of adjoining area.s, bronchospasm, and 
cough, was sufficient to predispose the lung to this 
condition. A pneumatocele bursting into the inter¬ 
stitial lung tissue would have been a ready e.xplana- 
tion for the sequence of events. 

The spontaneous pneumothorax in the second 
patient urns the result of rupture of a pneumatocele 
into the left pleural cavity. Pneumatoceles forming 
in areas of consolidation and resultant spontaneous 
pneumothorax from their rupture are characteristic 
roentgenologic findings in staphylococcic pneu¬ 
monia. Staphylococcic pneumonia seems to occur 
most commonly as a complication of influenza. In 
the 1957 epidemic of Asian influenza Staphylo¬ 
coccus pyogenes var. aureus was the most danger¬ 
ous secondary invader. The sputum culture of 
coagulase-positive staphylococcic and characteristic 
roentgenologic signs of pneumatoceles in this pa¬ 
tient confirmed the diagnosis of a secondary inva¬ 
sion. That the improvement after release of the 
tension within the pleural cavity was only tem¬ 
porary indicates the overwhelming nature of the 
combined infection. 

Plasma-Clearing Effect of Gastric Mucin in Healthy 
and Atherosclerotic Subjects Under Basal Condi¬ 
tions. B. Rossi and V. Rulli. Circulation 18:397-399 
(Sept.) 1958 [New York]. 

The authors determined photometrically the 
optical density of the plasma obtained from 5 ap¬ 
parently healthy persons and from 10 patients, 
presumed to have atherosclerosis because of a 
history of myocardial infarction or of definite an¬ 
ginal symptoms with clear-cut electrocardiographic 
changes, who had been fasting for at least 12 hours. 
The determinations were made immediately and 
again after 20 hours at room temperature. Although 
the optical density of the plasma varied in the dif¬ 
ferent persons and at different times, it remained 
unchanged during the 20-hour' observation period. 
The densitometric curve was higher among the 
atherosclerotic patients than among the healthy 
persons. The determinations of the optical density 
of the plasma were repeated a few days later on 
the same persons who this time were given 250 mg. 
of gastric mucin before the determinations were 
made. Administration of gastric mucin was always 
followed by a reduction in the optical density of 
the plasma. In both groups the maximal reduction 


occurred at the end of the third hour. The magni¬ 
tude of the clearing effect at this time was 30% for 
the healthy persons and 26% for the patients with 
atherosclerosis. The clearing effect was similar to 
that of heparin in regard to constancy and degree, 
but differed insofar as it lasted longer and did not 
increase with the passage of time in vitro at room 
temperature. The mechanism underlying the clear¬ 
ing effect of gastric mucin is not clear, but it seems 
likely that it is not due to an enzymatic effect of 
the lipoprotein lipase type, such as the one that is 
apparently responsible for the heparin clearing 
effect. 

Studies in Cystic Fibrosis of the Pancreas: Occur¬ 
rence of Rectal Prolapse. L. L. Kuiczyeki and H. 
Shwachman. New England J. Med. 259:409-412 
(Aug. 28) 1958 [Boston]. 

This survey comprises 386 patients with cystic 
fibrosis of the pancreas, 85 (22.6%) of whom gave 
a history of rectal prolapse. There were no sig¬ 
nificant differences regarding the sex of the pa¬ 
tients. The initial prolapse occurred most commonly 
between 1 and 2 years of age; in 67 patients (78.6%) 
the prolapse occurred before a diagnosis of cystic 
fibrosis of the pancreas was made. Eight patients 
had prolapse on 1 occasion, and 46 had prolapse 
on more than 10 occasions. In 46 patients (54.1%) 
the duration of the complaint was less than 1 year, 
although in some cases it recurred over a period 
of more than 5 years. Analysis of the data revealed 
that many more cases were diagnosed early in life 
in the larger group in whom rectal prolapse never 
developed. In most instances rectal prolapse was 
partial with a descent of the mucosa alone, manual 
replacement usually being accomplished readily. 
In 16 patients rectal prolapse was the principal 
complaint for which parents sought medical ad¬ 
vice, and in 2 other patients the attending phy¬ 
sician recognized the rectal prolapse as one mani¬ 
festation of a general nuh'itional or metabolic 
problem. In 14 patients the problem was considered 
a local one until more striking manifestations of 
cystic fibrosis of the pancreas developed. 

In retrospect, a more carefully taken history and 
physical examination, combined with the perform¬ 
ance of a few simple laboratory tests, such as the 
stool trypsin and chloride imprint tests and roent¬ 
genogram of the chest, might have given a clue to 
the pathological process. Mention is made of the 
long interval between the initial complaint of rectal 
prolapse and the diagnosis of cystic fibrosis of the 
pancreas. In 7 patients the diagnosis of cystic 
fibrosis was made between 3 and 10 years after the 
initial episode of rectal prolapse; in 4 cases the 
interval was 1 to 3 years, and in 5 cases it was less 
than 6 months. In only 4 patients was the nutri¬ 
tional status of the patient considered good. Only 
2 patients had severe pulmonary changes; 1 was 
free of recognizable pulmonary involvement; and 
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the remaining 13 had varying degrees of pulmonary 
changes. The institution of dietary therapy, pri¬ 
marily a high-protein and a reduced fat intake, 
combined with pancreatic replacement therapy, 
plus antibiotics to control the pulmonary infection, 
will usually sufRce to correct many of the factors 
responsible for rectal prolapse. The earlier the diag¬ 
nosis of cystic fibrosis of the pancreas, the less the 
likelihood of rectal prolapse. 

The Blood ^^olume After Plasma and Blood Trans¬ 
fusions. E. Wollheim and K. W. Schneider. Ger¬ 
man M. Month. 3;237-240 (Aug.) 1958 (In English) 
[Stuttgart, Germany]. 

The authors studied the behavior of the “active” 
plasma and blood volume in healthy persons and 
hospitalized patients after 84 plasma transfusions, 
each of which varied from 450 to 460 cc., and 49 
whole blood transfusions, each of which varied 
from 440 to 450 cc. The term “active blood and 
plasma volume” refers to the plasma volume, which 
was determined by differential photometry within 
4 to 10 minutes after the injection of 10 cc. of 0.2% 
Evans blue (T 1824), and to the red blood cell 
volume calculated from the hematocrit reading. 
The results of these determinations were compared 
with those obtained by the analysis of simultane¬ 
ously drawn samples for red blood cells tagged 
with radioactive phosphorus (P”") or radioactive 
chromium (Cr®'). The plasma and whole blood 
determinations were made before the transfusions 
and at various intervals after the transfusions over 
a period up to 18 hours. 

An increase in plasma volume was observed 
after 52 (62%) of the 84 plasma infusions and after 
23 (47%) of the 49 whole blood transfusions. The 
plasma volume remained unchanged after 32 (38%) 
of the plasma transfusions and after 26 (53%) of the 
whole blood transfusions; in the absence of any 
increase, the plasma or blood either may have 
passed into the capillary network witli lower cir¬ 
culation or may have entered the extravascular 
tissues already during the transfusion. An increase 
in plasma and blood volume occurred particularly 
in persons in whom plasma or blood volume had 
been decreased before the transfusion was given. 
These findings suggest a volume-regulating mecha¬ 
nism. An increase in volume appeared to be more 
likely after the transfusion of plasma than after 
that of whole blood. 

Tetanus and Chronic Ulcers of the Legs. P. Riis. 
Nord. med. 60:1048-1049 (July 24) 1958 (In Danish) 
[Stockholm]. 

BeUveen 1940 and 1958, 88 patients with non- 
neonatal tetanus were admitted to the epidemi¬ 
ologic department of the Blegdam Hospital in 
Copenhagen. In 10 patients, between the ages of 19 
and 70 years, the infection was apparently through 
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chronic ulcers of the legs. Nine of these ulcers were 
varicose, and one was due to erythema induratum. 
Toxigenic tetanus bacilli were found in excised 
ulcer tissue from 5 patients. The course of tetanus 
in the patients in whom the portal of entry was one 
or more ulcers of the leg was usually protracted, 
and in 2 it was fatal. In patients with chronic leg 
ulcers the period during which conditions lot 
growth of Clostridium tetani are present is longer 
than in patients with smaller traumatic wounds. 
Chronic varicose ulcers seem to have become rela¬ 
tively more important as portals of entry for Cl. 
tetani in recent years, as tetanus infections from 
purely traumatic lesions have been reduced through 
widespread prophylaxis. Patients with chronic 
ulcers of the leg should be immunized against teta¬ 
nus; the vaccination entails no risk. 

The Carpal Tunnel Syndrome. J. B. Lyons. Irish 
J. M. Sc. 6:382-388 (Aug.) 1958 [Dublin]. 

^^^len fully developed, the carpal tunnel sra- 
drome is characterized by pain and tingling in the 
hand in the distribution of the median nerx'e, im¬ 
paired appreciation of light touch, pin-prick, and 
tactile discrimination in the fingers over the median 
territory, weakness of the abductor pollicis brens 
and opponens pollicis, and wasting of these muscles 
causing a distinctive, shelf-like, partial thenar 
atrophy. Impairment of fine movements, e. g., pick¬ 
ing up small objects betxveen thumb and fingers, 
is invariable. The condition is frequently bilateral. 
Incidence is highest in the 5th and 6th decades and 
is commoner in women. The syndrome may occur 
spontaneously but has been described in a variet)' 
of conditions which cause encroachment on the 
carpal tunnel. The author tabulates the salient 
points in the clinical pictures of 11 patients wtlr 
the carpral tunnel syndrome. All the patients were 
in the 4th decade or older, and all but 3 w’® 
women. Pain and/or paresthesia were the mam 
symptoms. 

The author discussed the relationship of tlm 
carpal tunnel syndrome to acroparesthesia, pointing 
out that this term has been used to designate a 
clinical picture most common!)' seen in midote' 
aged women of the working class affected by an 
unpleasant and distressing tingling involving one 
or both hands. Acroparesthesia is usually 
troublesome at night, preventing sleep or xvakinr 
the patient and causing her to hang the limb oinn 
the side of the bed or to get up and pace the now 
seeking relief; in the morning the fingers ten 
clumsy and swollen. The etiology of this conditmn 
has been ascribed variously to cervical osteoait i 
tis, cervical rib, and the thoracic inlet syndromo- 
On a suggestion that acroparesthesia is caused ) 
median nerve compression at the wrist, a num 
of patients have been treated successfully by dn^^ 
sion of the transverse carpal ligament. In 
of the contention that the lesion responsible 
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situated at the wrist, it was pointed out that fre¬ 
quently tlie 5lh finger is unafTcclcd, that careful 
sensory testing will reveal loss of median distribu¬ 
tion, and that a varying degree of partial atrophy 
may be present. The essence of a test that is some¬ 
times helpful is that obliteration of the blood sup¬ 
ply to the forearm by a sphygmomanometer cuff 
may cause in some cases of median nerve compres¬ 
sion a rapid onset of distressing tingling and irain, 
most marked in the thumb, inde.v, and possibly 
ring fingers, or the development of sensory loss in 
the median territory. Splinting of the wrist may 
have diagnostic as well as therapeutic value. 

Ulcerative Colitis. E. S. R. Hughes. M. J. Au.stralia 
2:181-185 (Aug. 9) 1958 [Sydney]. 

The author has reported on 58 men and 70 wom¬ 
en with ulcerative colitis who have been observed 
in Melbourne since 1950. Most of the 128 patients 
were between the ages of 20 and 50 years. Ulcera¬ 
tive colitis was mild in 61 patients, of severe chronic 
trpe in 55, and of severe acute or fulminating type 
in 12. 

As to the first group, the inflammation was mild 
in patients with proctitis, and it appeared likewise 
to be mild in the zone of transition between the 
normal and the inflamed mucosa in patients with 
the more severe form of proctocolitis. In 43 of the 
61 patients with mild manifestations, the inflamma¬ 
tion was limited to the rectum or to the rectum 
and rectosigmoid section, and in 18 patients the 
more pro.Kimal part of the colon was involved. The 
external appearance of the intestine was normal, 
and the lumen was readily distensible. Radiologi- 
cally, the function appeared normal. Reassurance 
that cancer was not the cause of symptoms was 
sufficient treatment for a large number of patients 
with this tyqpe of ulcerative colitis. Increased hours 
of sleep, a low-residue diet, and the occasional 
insertion of bland suppositories proved useful in a 
number of the more resistant patients. Antibiotics 
did not exert any permanent effect on the disease. 
Psychotherapy appeared to be a useless method of 
treatment. No patient in the group with mild mani¬ 
festations has advanced to a stage where surgery 
has been considered. 

In the 25 men and 30 women of the second 
group with severe chronic manifestations, nonsur- 
gical treatment of ulcerative colitis did not produce 
more than temporary relief. Longer hours of rest, 
a nonresidue diet, and transfusions of whole blood 
accomplished more than prolonged antibiotic ther¬ 
apy did. Steroid therapy was not used in any ex¬ 
tensive trial. It is generally accepted that for pa¬ 
tients vrath this type of the disease surgical ti-eat- 
ment is the best method, but 9 of the 55 patients 
have not yet given their consent for such treatment, 
and only 2 have made arrangements to undergo 
surgery later. Four patients in tliis group died of 
carcinoma. The remaining 39 patients were sub¬ 


jected to surgical treatment. Pathological examina¬ 
tion of the surgical specimens obtained from 35 of 
these patients who underwent colectomy revealed 
inflammatory changes. These changes were con¬ 
fined to the descending colon in 4 patients. Tliere 
xvas involvement of the whole colon except the 
cecum and ascending colon in 6 patients, involve¬ 
ment of the whole colon but not the ileum in 7, 
and involvement of the ileum in 18. Diarrhea had 
been present for years, associated with anemia, 
loss of weight, and chronic fatigue. Exacerbations 
and remissions were characteristic of this group. 
In 8 of the 128 patients malignant growth was 
superimposed on the colitis. Seven of these 8 pa¬ 
tients with carcinoma of the colon belonged to a 
group of 19 with a history of colitis for 10 or more 
years; the 8th patient had had a history of colitis 
of 7 years’ duration. These data show that malig¬ 
nancy may supervene in patients with ulcerative 
colitis of long duration. 

In the third group of 6 men and 6 women with 
severe acute ulcerative colitis, sigmoidoscopy re¬ 
vealed ulceration of the mucous membrane. The 
intervening bridges were pale and edematous or 
red and friable. The chief diagnostic difficulty lay 
in deciding whether or not peritonitis or peritoneal 
abscess was present. As a rule, laparotomy was 
necessary. In each patient turbid fluid was present 
in the peritoneal cavity, but in only one was there 
free gas. This latter patient, aged 62 years, had 
been treated with cortisone without success. Ten 
of these 12 patients were subjected to surgical 
treatment, and on each tire operation was per¬ 
formed as an emergency procedure. Ileostomy and 
subtotal colectomy were performed on 5 patients; 
1 patient died. On the remaining 5 patients ileos¬ 
tomy and proctocolectomy were performed; again 
1 patient died. Two patients did not submit to 
operation, and both died. 

Surgery of ulcerative colitis has improved during 
the past few years. The colon can be removed in 
a single stage. Ileostomy and the prevention of 
complications related to this construction are better 
understood; the appliances used in ileostomy have 
been simplified. The mortality associated witli 
ulcerative colitis may be reduced by early opera¬ 
tion in acute fulminating cases and by urging more 
patients partially disabled by chronic ulcerative 
colitis to undergo surgery. 

Cushing’s Syndrome in Childhood: Report of Case 
of Adrenocortical Carcinoma with Excessive Aldo¬ 
sterone Production. W. P. U. Jackson, B. Zilberg, 
B. Lewis and D. McKenzie. Brit. M. J. 2:130-133 
(July 19) 1958 [London]. 

Adrenocortical overactivity in childhood may 
produce 2 distinct syndromes. The adrenogenital 
syndrome caused by excessive production of andro¬ 
gens manifests itself in 3 ways: pseudohermaphrod¬ 
itism and virilism in a female and a “pocket Her- 
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cules” variety of isosexual precocity in a male. An 
excess of glucocorticoids results in Cushing’s syn¬ 
drome without masculinization. The authors report 
a characteristic “mixed picture” of a Cushing syn¬ 
drome and an adrenogenital syndrome in a 2%- 
year-old girl. Since the age of one year there had 
been a rapid gain in weight, and at this age pubic 
and axillary hah appeared. Physical examination 
revealed an obese child with Cushing-like facies 
and signs of virilism. The patient had a plethoric 
appearance, a strong body odor, an enlarged clitoris, 
and a well-marked “buffalo neck,” although there 
was no true breast development. Roentgenograms 
of the long bones showed normal bone age and the 
absence of osteoporosis, and pyelograms revealed 
normal functioning kidneys, with the exception 
that the left kidney was depressed and a mass was 
visibly present above it. The 24-hour urinary out¬ 
put of 17-ketosteroids was 39 mg., of 17-ketogenic 
steroids 11.6 mg., and of aldosterone 75 meg., the 
normals of which are less than 2 mg., 3 mg., and 
10 meg. respectively. The patient received 50 mg. 
of cortisone and was later subjected to a left-sided 
adrenalectomy. The blood pressure dropped from 
the initial 140/90 to 100/70 mm. Hg. Five to 12 
weeks after the operation the patient had lost a 
total of 7 lb.; she was no longer pletlioric; the facial 
eruption had diminished; the “buffalo hump” on 
the neck had disappeared, as had the body odor; 
and the clitoris was smaller. Hirsuties was still 
present, although the urinary output of 17-keto¬ 
steroids had fallen to 1 mg. per 24 hours. Seven 
months after the operation the clitoris was of nor¬ 
mal size, and the pubic hair had disappeared. 

Cone Shell Stings: Recent Cases of Human Injury 
Due to Venomous Marine Snails of the Genus 
Conus. A. J. Kohn. Hawaii M. J. 17:528-532 (July- 
Aug.) 1958 [Honolulu]. 

The author discusses 8 hitherto unreported cases 
of injury sustained by man and due to stings of 
marine mollusks of the genus Conus. Five of these 
occurred in the Hawaiian Islands, and the persons 
affected were stung by the mollusks while collect¬ 
ing cone shells. The 6th case occurred in the Mar¬ 
shall Islands, and the 7th in the Mariana Islands. 
No cases of Conus stings have previously been re¬ 
ported from these 3 archipelagoes. The 8th case 
occurred at Hope Island, Australia. Five of these 8 
cases were caused by 4 species of Conus not pre¬ 
viously known to be toxic to man, namely. Conus 
lividus, C. pulicarius, C. obscurus, and C. nanus. 
All species of Conus are potentially dangerous to 
man, but certain species are particularly venomous 
The latter are often characterized by relatively thin 
univalve shells with wide apertures, which may 
flare basally. The size of the cone shells varies from 
3 to 23 cm., (1 to 9 in.). It seems probable that the 
larger the size the. larger the quantity of venom 
delivered. Some large species, however, have a 
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rather poorly developed venom apparatus and are 
likely to be of little danger to man despite their 
size. According to Hinegardner of the department 
of zoology of the University of Hawaii, the venom 
apparatus of the cone shell consists of the follow¬ 
ing parts: a muscular bulb, which is attacked to a 
long, convoluted venom duct, in which the venom 
is secreted; a radula sheath, in which the radula 
teeth are produced and stored; a muscular pharjm.x; 
and an extensible proboscis. A salivary gland is at¬ 
tached to the radula sheath. Prior to the actual 
sting, the radula tooth is forcefully inserted, by the 
proboscis, into the mollusk’s victim. Then the venom 
is injected through the hollow tooth, which is held 
at its base by the end of the proboscis. How the 
venom is forced through the tooth is not clear. The 
living animals should be handled, if necessary, 
with special care. 

Seventeen cases of Conus stings had been re¬ 
ported previously by other workers, and 1 addi¬ 
tional case, which occurred in the Seychelles Is¬ 
lands, has come to the attention of the author since 
he submitted his paper for publication. Thus, a 
total of 26 cases of Conus stings are now known. 
Of these, 5 due to C. geographus and C. textih 
were fatal, but none of them occurred in th* 
Hawaiian Islands. The sy'mptoms resulting fron 
Conus stings vary considerably. Localized ischemia 
cyanosis, and numbness in the area about thf 
wound or a sharp stinging or burning sensatior 
are usually the initial symptoms. In severe cases 
joaralysis of the voluntary muscles begins early 
Knee jerks are generally absent. Aphonia and dyS' 
phagia occasionally become very marked. Blurring 
of vision and diplopia are commonly present. Nau¬ 
sea may be present. Coma, cardiac failure, and 
respiratory distress have been reported by other 
workers. Immediate lancing of the wound and 
sucking of tire venom from it are recommended. 
Further treatment is symptomatic. 


Chest Pain of Colon Origin. E. D. Palmer. Gastro- 
enterologia 90:15-21 (No. 1) 1958 (In English) 
[Basel, Switzerland]. 


The author, who is connected with an American 
hospital in Germany, observed in the course of a 
year 30 patients with the primary complaint of 
chest pain and with a colon gas syndrome as the 
explanation. The gaseous distention involved the 
hepatic or splenic flexures of the colon, usually the 
latter. Almost always colon symptoms per se were 
wholly absent, as were other abdominal symptoms, 
and the colonic basis for the problem was not ap¬ 
parent to the patient or often at first to the physi¬ 
cian. In 26 of the 30 patients the gas syndrome was 
the whole problem, and in the remaining 4 the gas 
syndrome prolonged and superimposed atypicalness 
on the chest pain of acute myocardial infarction 
(Laubry-Soule syndrome). The 4 patients ynw 
Laubry-Soule syndrome were patients who, witlim 
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3 or 4 diiys of aciilo myocardial infarction, experi¬ 
enced new pain and a distressing feeling of fnlness 
in the anterior part of the cliest on the left, had 
difficulty in taking a deep breath without true 
dyspnea, and had a tremendous collection of gas 
in the splenic flexure with elevation of the left leaf 
of the diaphragm, all in the absence of any sign of 
extension of infarction or of cardiac decompensa¬ 
tion. These patients had no difficulty in distinguish¬ 
ing this new pain from that of the infarction. 

The 30 patients included 16 women and 14 men, 
ranging in age from 22 to 54 years. The duration of 
painful symptoms prior to study varied from less 
than a day to several years. Three patients pre¬ 
sented themselves as emergency problems of acute 
new chest pain, but most had had recurrent pain 
for a few weeks to several months, with varying 
inten.sity from time to time. All the patients 
complained of pain which was predominantly 
paroxysmal, the paroxysms being sudden in onset, 
lasting from a minute to a couple of hours, and 
subsiding rather rapidly, cither completely or leav¬ 
ing persistent heavy discomfort in their wake. In 
the outpatient clinic of the American-German hos¬ 
pital, chest pain of colon origin was about 3 times 
as common as duodenal ulcer. This sjTnptom com¬ 
plex seems to be more of a problem in this overseas 
region than back home. In a fair portion of patients 
the onset of sjmptoms coincided with their over¬ 
seas movement. Patients often suggested that 
change in food and water might be responsible. 
Treatment with buttermilk was remarkably effec¬ 
tive in some cases, rather ineffective in others. 

Phaeochromocytoma, Diabetes and Glycosuria. P. 
Freedman, R. Moulton, M. L. Rosenheim and 
otliers. Quart. J. Med. 27:307-321 Quly) 1958 
[London]. 

The authors report on a 37-year-old man and on 
3 women, between the ages of 32 and 65 years, 
with pheochromocytoma which caused severe dia¬ 
betes mellitus in 2 of these 4 patients and persistent 
glycosuria in the other 2. A diagnosis of diabetes 
mellitus had been made in 3 of these patients be¬ 
fore the adrenal tumor was discovered, and many 
of their symptoms had been considered by other 
physicians, who did not have experience with 
pheochromocytoma, to be manifestations of anxiety. 
Severe hypertension is rare in idiopathic diabetes 
mellitus but is common in diabetes associated with 
pheochromocytoma. Advanced hypertensive ret¬ 
inopathy, as distinct from diabetic retinopathy, does 
not often occur in idiopathic diabetes mellitus but 
is common in patients with pheochromocytoma. In 
any diabetic patient with severe hypertensive ret¬ 
inopathy as distinct from diabetic retinopathy, the 
pressor amine content of the urine should be meas¬ 
ured. The hypertension in diabetes caused by pheo¬ 
chromocytoma may be paroxysmal or sustained, 
and the blood pressure is frequently raised between 


attacks, as was observed in 2 of the 4 patients. 
Similarly, the disturbance in carbohydrate metab¬ 
olism may be accentuated in paroxysms, but usual¬ 
ly, if it is severe enough for the patient to have 
diabetic symptoms, glycosuria and high blood sugar 
levels are constantly present, as they were in these 
2 patients. A high blood sugar level during attacks, 
sometimes followed by glycosuria, is common in 
patients with pheochromocytoma, and such pa¬ 
tients may have a diminished glucose tolerance— 
though they have not been considered as diabetics, 
as was the ease in the 4th patient. Surgical removal 
of the tumor led to considerable improvement of 
diabetic symptoms in all 4 patients, but the glucose 
tolerance test still showed eonsiderable intolerance 
of carbohydrates in 2 patients, while it reverted 
rapidly to normal in 1. A systematic search for sim¬ 
ilar cases (including determination of the excretion 
of pressor amines in the urine) was made by tbe 
authors among 1,100 patients with diabetes mellitus 
attending the diabetic clinic of the University Gol- 
lege Hospital in London, and 2 additional possible 
cases were found. 

Tbe mecbanisni by which pheochromocytoma 
may cause diabetes is uncertain. It is considered 
that the high plasma concentration of epinephrine, 
and to a much smaller extent of arterenol, causes a 
rise in blood sugar by accelerating glycogenolysis 
in the liver. This may well increase the rate of 
secretion of insulin by the pancreas and occasional¬ 
ly produce a temporary or permanent exhaustion 
of the islets of Langerhans. It is also possible that 
epinephrine may antagonize insulin by its action on 
the anterior pituitary gland, causing an increased 
secretion of corticotropin and thus indirectly stim¬ 
ulating the secretion of hydrocortisone. Insulin 
sensitivity tests carried out in one patient with 
diabetes caused by pheochromocytoma showed 
insulin resistance, thus affording indirect evidence 
of an increase in insulin antagonists. The insulin 
requirements are usually greatly decreased within 
24 hours after removal of the tumor, and the pa¬ 
tients may be completely cured of their diabetes. 
Pheochromocytoma should be suspected in any 
diabetic patient with severe hypertension and in 
any hypertensive diabetic patient with unusual 
symptoms. 

Treatment of Strongyloidiasis: New Drugs. J. Asfora 
and M. A. Maranhao. Rev. brasil. med. 15:325-330 
(May) 1958 (In Portuguese) [Rio de Janeiro]. 

The incidence of strongyloidiasis varies between 
9 and 17% among the population of Brazil. The 
classical treatment, which consists in the intraduo- 
denal instillation of 40 cc. of a 1% methylrosaniline 
chloride (gentian violet) solution, gives a recovery 
rate of less than 10% of the cases. Brazilian re¬ 
searchers recently reported good results from the 
intraduodenal instillation of methylrosaniline solu- 
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tion by the following technique: 1. An Einhorn 
sound is passed through the nose into the duo¬ 
denum and left in place for 20 minutes. 2. A solu¬ 
tion containing 60 Gm. of Panemax (a papain prepa¬ 
ration) in 250 cc. of distilled water is then instilled, 
followed by the instillation of a vial of hyaluroni- 
dase. 3. Two or 3 minutes later 40 cc. of a 1% 
methylrosaniline solution is instilled. 4. The intra- 
duodenal sound is removed 3 minutes later. Papain 
acts as a mucolytic substance by exposing the duo¬ 
denal mucosa to the action of the methylrosaniline 
solution, whereas hyaluronidase favors diffusion of 
the solution over the mucosa. 

Twenty patients with strongyloidiasis were 
treated by this technique at th§ clinic of the faculty 
of medicine of the University of Recife. The pa¬ 
tients were between the ages of 20 and 40 years. 
Sixteen patients tolerated the treatment well, but 
4 vomited. The treatment was repeated in 2 of the 
4 patients who vomited. As a result of the treat¬ 
ment the clinical symptoms of duodenal parasitism 
disappeared, and examination of feces at late in¬ 
tervals proved the absence of nematodes of the 
strongyloides genus. The patients in whom good 
results were obtained included 3 with strongyloidi¬ 
asis alone, 3 with strongyloidiasis and ascariasis, 
and 6 with strongyloidiasis and infection with 
other intestinal parasites. The authors conclude 
that the combination of papain, hyaluronidase, and 
methylrosaniline gives better results than any other 
treatment for the cure of duodenal strongyloidiasis 
and ascariasis (80%). When the treatment is re¬ 
peated after a failure, die good results are 100%. 
Intolerance showed only in vomiting of the drugs; 
pain or any other unpleasant symptoms did not 
occur. The treatment is practical, economical, and 
well tolerated. 

Systemic Lupus Erythematosus Simulating Acute 
Surgical Condition of the Abdomen. V. E. Poliak, 
W. J. Grove, R. M. Kark and others. New England 
J. Med. 259:258-266 (Aug. 7) 1958 [Boston]. 

The authors present observations on 14 patients 
in whom abdominal symptoms developed that were 
severe enough to suggest a surgical emergency. In 
all 14 patients the diagnosis of systemic lupus 
erythematosus was made on the basis of clinical 
observation and laboratory data. In all but 4 pa¬ 
tients the diagnosis was confirmed by histological 
study of kidney specimens obtained either by 
biopsy or at autopsy. The clinical picture varied 
considerably from patient to patient. In 10 patients 
the abdominal illness was the result of vascular 
lesions (“lupus vasculitis”) in the submucosa and 
subserosa of the intestine and its appendages and 
of vascular lesions in the retroperitoneal, peripan- 
creatic, and periadrenal connective tissues. In some 
these lesions were widespread; in others they were 
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localized. It was not surprising, therefore, to find 
that many different clinical diagnoses were made in 
these patients, such as acute appendicitis, acute 
cholecystitis, perforating peptic ulcer, voluilus, 
paralytic ileus, obstruction of the small intestine^ 
severe gastroenteritis, parametritis, infection of the 
broad ligament, and infective peritonitis. All 10 
patients complained of abdominal pain, which in 5 
was dull and persistent and either involved the 
entire abdomen or was limited to the lower abdo¬ 
men, The most frequent roentgenologic finding was 
distention of the large or the small intestine or both. 
A single attack of acute abdominal sjTnptoms o^ 
curved in 5 paitents, and 2 or more attacks occurred 
in the other 5. The problems presented by these 
patients and the disease causing their illness are 
illustrated in case histories. 

A clinical diagnosis of pancreatitis was made in 
4 of the 14 patients. In the 3 who died, lesions mre 
found post mortem in the pancreas and elsewhere 
in the abdomen. In one of these patients acute 
pancreatitis developed when the patient already 
was severely ill with renal failure due to lupus 
glomerulonephritis. The serum amylase level was 
elevated, suggesting that there was true necrosis 
of the pancreatic acini. This was confirmed at 
autopsy. The lesions in the pancreas did not appear 
to result from systemic lupus erythematosus. The 
large arteries of the pancreas were the seat of 
polyarteritis nodosa in one case. In the other, the 
small arteries and arterioles were occluded fay 
platelet thrombi—tjfpical of thrombotic thrombo¬ 
cytopenic purpura. In neither was there necrosis 
of the pancreatic acini, nor were the serum amy¬ 
lase levels elevated. Both patients had definite 
clinical and pathological evidence of systemic 
lupus erythematosus. The details of the clinical 
illness and pathological findings in one of these 
patients are presented. 

The differential diagnosis of acute surgical con¬ 
dition of the abdomen due to systemic lupus erythe¬ 
matosus could be made with some confidence when 
the patient had concurrent involvement of other 
organs by tire lupus and particularly when there 
was an abnormal urinary sediment and leukopenia- 
Even when a diagnosis of acute abdominal emer¬ 
gency from this cause has been made, it must be 
remembered that in such cases intercurrent, un¬ 
related acute abdominal emergencies may develop- 
Exploratory surgery should not be undertaken 
lightly, for the trauma of the operation may resu t 
in a further deterioration of the patients alrea \ 
serious clinical state. When this diagnosis is nia ^ 
the patient should be treated vigorously wU 
adrenal corticosteroids, and the drug should e 
given by the intravenous route if necessary. 1 
authors found that the acute abdominal symoptoms 
improved within 24 or 48 hours of the start of trea 
ment with large doses of adrenal corticosteroi s. 
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SURGERY 

Peisislcnt Po.sl-liaumatic Fluid Fistulas: Anatonio- 
clinical and Tlicr:ipculic Shuly of 20 Cases. J. 
Calvct, G. LazortRcs, A. Ribct and Y. Lacoinmc. 
Prcssc mod. 60:1305-1807 (Aug. 2) 1958 (In French) 
[Paris]. 

Fractures of the base of the skull are often com¬ 
plicated by a transient escape of cerebrospinal 
fluid through a natural opening in the face. Per¬ 
sistence of such a flow for move than a week, how¬ 
ever, is rare and indicates the c.xistence of an 
ostcoineningcal fistula. Conservative treatment, 
which consists in keeping the patient as quiet as 
possible in a recumbent or semirccumbent position, 
in reducing the fluid intake, and in giving anti¬ 
biotics (especially penicillin), both systemically and 
in aerosol form, sometimes results in a definitive 
cure of the fistula but does not always eliminate 
the danger of meningitis or cerebral abscess. 

Spontaneous cures usually take place within the 
first 10 days after the injury but may occur later, 
especially when the fluid escapes through the ear. 
Conservative treatment, however, should not be 
continued for more than about 3 weeks because 
of the serious nature of the infectious complica¬ 
tions to which patients with osteomeningeal fistulas 
are always subject. Meningitis may appear long 
after an apparent cure of the fistula (22 months in 
one of tlie authors’ 20 patients) and is no less severe 
then than when it develops promptly. Immediate 
surgical treatment is indicated only in patients 
vuth an open fracture of the frontal sinus, but con¬ 
servative treatment may have to be abandoned in 
favor of early ojieration if meningitis develops or if 
the flow is so abundant that there is a danger of 
cerebral collapse. 

A unilateral frontal flap usually provides ade¬ 
quate access to the lesion. Closure of the osteo¬ 
meningeal opening can be secured in most cases by 
packing with fragments of muscle: one is applied 
to the internal aspect of the dura mater, and an¬ 
other, coated with sulfonamide powder and peni¬ 
cillin, is used to fill the opening in the bone. This 
method of closure, which has been used exclusively 
during the last 5 years, has apparently produced 
better results than those obtained earlier when 
other methods and materials were tried. 

Surgery for Congenital Coronary Artery Arterio¬ 
venous Fistulae. E. H. Fell, M. Weinberg Jr., A. S. 
Gordon and others. A. M. A. Arch. Surg. 77:331-335 
(Sept.) 1958 [Chicago]. 

The authors report on an 18-year-old girl and 3 
boys, aged 14 months, 3 years, and 9% years, re¬ 
spectively, who were operated on for anomalous 
coronary arteries entering directly into the venous 
system. In the girl, a large anomalous branch of 


the left coronary artery communicated with the 
outflow tract of the right ventricle, but the condi¬ 
tion was not associated with an aneurysm of the 
artery or ventricle. In the 2 older boys the right 
coronary artery with a diffuse aneurysm communi¬ 
cated directly with the right ventricle. In the 14- 
month-old boy the large right coronary artery 
emptied into an aneurysm at the apex of the right 
ventricle. The anomalies in these 4 patients were 
believed to be congenital. The histories of the 3 
boys revealed cardiac murmurs heard as early as 
the ages of 1, Vk, and 7 months respectively. De¬ 
velopment was normal in each patient. All the 
children showed cardiac enlargement, and a ma¬ 
chinery murmur was heard at the apex or to the 
right of the sternum in each patient. The catheteri¬ 
zation studies revealed a left-to-right shunt into 
the right venh-iclc. Angiocardiograms and aorto- 
grams localized the lesions and were diagnostic in 
the youngest and in the oldest boy in whom the 
condition was correctly diagnosed before the sur¬ 
gical intervention; in the 3-year-old boy tlie pre¬ 
operative diagnosis was one of rupture of the sinus 
of Valsalva into the right ventricle. In the girl, who 
did not have angiocardiograirhic studies, the con¬ 
dition was believed to be a patent ductus arteriosus 
before the surgical intervention. 

Surgical correction of the anomalies was success¬ 
ful in all 4 patients; the fistulas were closed and 
the aneurysms resected. Normal cardiac function 
resulted in all the patients, and no left-to-right 
shunt exists. These findings suggest that patients 
with a coronary artery arteriovenous fistula tolerate 
well closure of the fistula and e.xcision of the 
aneurysms of the artery or ventricle or both. 

A Study of the Treatment of 637 Patients with 
Trigeminal Neuralgia. D. Ruge, R. Brochner and 
L. Davis. J. Neurosurg. 15:528-536 (Sept.) 1958 
[Springfield, Ill.]. 

The authors report on 373 female and 264 male 
patients, between the ages of 15 and 89 years, with 
trigeminal neuralgia. Fifteen patients had the onset 
of pain before they reached their 25th year, and 7 
noted their symptoms after they were 80 years old. 
The right side of the face was the site of pain in 
393 patients, the left side in 228, and 16 had bi¬ 
lateral pain. Spontaneous remissions of pain for 
periods of 18 months to 7 years were observed. 
Extradural preganglionic neurotomy by way of tlie 
middle fossa, according to Frazier’s technique 
modified by Adson, was performed on 627 of the 
637 patients. Complete sensory section was carried 
out in 556 patients. Partial seleetive root section 
spared the sensory innervation of the eye in 65. 
The motor root was preserved in 206 patients. 
There were 4 operative deaths, caused, respectively, 
by meningitis, subdural hematoma, hemorrhage, 
and pulmonary infarct. 
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Transient ipsilateral facial paresis constituted an 
early postoperative complication in 41 patients, re¬ 
quiring commonly 1 to 4 weeks for recovery. Con¬ 
tralateral facial paresis with prompt recovery was 
observed in 1 patient, transient lateral rectus muscle 
palsy was experienced by 5 patients, and transient 
parotitis occurred in 1 jratient. Continuous post¬ 
operative follow-up was possible in 513 patients, 
303 of whom did not have latent postoperative 
complications or unfavorable results. Conjunctival 
infection occurred in 39 patients and corneal ulcera¬ 
tion in 19; enucleation of the injured eye was re¬ 
quired in 6 of the latter. Postoperative paresthesias 
were observed in 104 patients, and miscellaneous 
disturbances in 40. Two patients committed suicide, 
each of them 8 years after the surgical intervention. 

Extradural preganglionic neurotomy is the most 
effective surgical procedure for the tieatment of 
trigeminal neuralgia. Properly performed, the op¬ 
eration is an anatomic one which gives relief from 
excruciating pain. Most patients, if properly pre¬ 
pared psychologically before the operation for the 
loss of sensation, which must be incurred for the 
permanent relief of pain, do not suffer from pares¬ 
thesias which interfere with their lives. Corneal 
ulceration occurs only after direct trauma to an 
insensitive cornea and is not the result of a trophic 
loss, independent of injury. Facial weakness and 
herpes of the lips, which may occur immediately 
after the operation, are caused b)' excessive and 
unnecessary handling of the ganglion in the latter 
instance and by elevation of the dura mater from 
the floor of the middle fossa too far posteriorly in 
the first instance. Patients are usually confined to 
the hospital for 7 to 10 days. 

Experiences in the Surgical Treatment of Aortic 
Isthmus Stenoses (Report on 120 Operated Cases). 
K. Kremer, H. Hilke and K. H. Willmann. Arch, 
klin. Chir. 288:513-525 (No. 6) 1958 (In Gennan) 
[Berlin]. 

In an earlier report the authors discussed the 
clinical aspects and the surgical treatment of steno¬ 
sis of the aortic isthmus, but since then the number 
of patients with this defect whom they subjected to 
surgical treatment increased to 120. On the basis of 
their observations they feel that the customary 
classification of aortic isthmus stenosis in infantile 
and adult forms merely on the basis of anatomic 
factors is not satisfactory, because the functional 
effects of the ductus arteriosus Botalli (direction of 
the shunt) is of decisive importance. The situational 
relationship of the stenosis to the ostium of the 
ductus arteriosus and the absence or presence of a 
collateral circulation have generally been regarded 
as the classical differentiating characteristics be¬ 
tween the 2 forms. Thus, it is assumed that in tire 
infantile form the lower part of the body is supplied 
with blood by way of the ductus arteriosus, which 
is excessively dilated and terminates poststenotical- 
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ly, whereas in the adult form the collateral circula¬ 
tion is well developed because of the prestenotic 
ostium of the ductus. 

The authors observed types of aortic istlimm 
stenosis that were intermediate between these 
forms. An adult form and infantile forms, with and 
without collateral circulation, are presented. A 
6-year-old girl was observed, who had isthmus 
stenosis and a maximally dilated ductus arteriosus 
with poststenotic ostium; there was no collateral 
circulation, but despite this there existed a left-to- 
right shunt with extreme pressure increase in the 
lesser circulation. The division of the ductus re¬ 
duced the pulmonary hyptertension immediately, 
and eorrection of the moderate isthmus stenosis 
normalized the pressure in the systemic circulation. 

The authors emphasize that patients with steno¬ 
sis of the aortic isthmus require surgical treatment. 
The only contraindications are severe impairment 
of the cardiac function, subacute endocarditis or 
aortitis, and age over 45 years. The prognosis is 
unfavorable when other congenital defects are com¬ 
bined with the stenosis of the aortic isthmus. The 
aim of the operation is always the direct anastomo¬ 
sis according to the technique of Gross-Crafoord; 
however, it should not be forced at the risk of an 
insecure suture. Transplantations should be re¬ 
stricted to a minimum. 

Preparatory Treatment and Operation in Bilateral 
Bronchiectasis. F. Spath. Arch. klin. Chir. 288i505- 
512 (No. 6) 1958 (In German) [Berlin]. 

Resection in patients with bronchiectasis has 
proved to be one of the most gratifying operations 
of the thoracic surgeon. This applies particularly 
to patients with unilateral bronchiectasis. Bilateral 
involvement has been reported in from 20 to 4054 
of patients, and while bilateral resections have 
been successfully carried out, frequently the resec¬ 
tion of the main focus will have such a favorable 
effect on the less seriously involved side that a 
second operation will not be necessary. The author 
observed 12 patients in whom this was the case 
and presents the history of one of these. If A'® 
lesions are severe on both sides, bilateral resection 
will be necessary, but the operation should be 
done first on the more severely involved side. 

The results of bilateral resection are favorable, 
provided that certain essential steps are follow^ 
in orderly sequence: (1) exact localization of dm 
bronchiectatic lesions by a special bronchograpbie 
technique; (2) careful testing of the respiratory an 
circulatory function by spirometry, bronchospirO' 
raetry, oximetry, and spiro-ergometry; (3) effective 
and prolonged local and systemic preparatory treat¬ 
ment, consisting in sanitization of chronic foci o 
suppuration, normalization of the blood and of the 
fluid, electrolyte, and protein economies, also psp 
chotherapy and the administration of vitamins; (I 
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; proper evalualion of (Ire indications for the opera¬ 
tion, and meticulous surgical technique; and (5) 
systematic and effective after-treatment. 

In the preparatory treatment, serial endoscopic 
suctioning off, irrigation, and instillation of pre- 
• tested .sulfonamides and of antibiotics proved valu¬ 
able, In a 19-year-old girl with a particularly severe 
. form of bilateral bronchiectasis, additional climato- 
therapy (sojourn at an elevation of 1,200 meters 
[3,900 ft.]) proved helpful. A double suction drain¬ 
age forces the c.xpansion of the residual lung. The 
application of a depot (long-acting) anesthetic to 
the irritated intercostal nerves near the surgical 
wound will facilitate painless c.xpcctoration im¬ 
mediately after the patient awakens. All measures 
that promote expectoration should be employed. 
Continuous observation of the patient will make 
possible e.arly recognition of dangerous atelectasis 
in the residual lung. If atelectasis has developed, 
endoscopic suctioning off of the bronchial tree 
should be instituted at once in order to reinflate the 
remaining lung, because, should .atelectasis persist, 
new ectah'c processes will dcx'clop. 

Tuberculosis of the Breast: Report of 25 Cases. 
T. T. Yeh. Chine.se M. J. 77:6.3-69 (July) 1958 (In 
English) [Peking]. 

Tlie author reports on 1 man and 24 women, be- 
Uveen the ages of 17 and 45 years, with tuberculosis 
of the breast. The right breast w.os involved in 15 
of the 25 patients, and the left in 11; 1 patient had 
bilateral involvement in successive stages. The 
outer-upper quadrant was the most common site 
of the lesion. The interval between noticing a pain¬ 
less lump and obvious local inRltration was usually 
1 to 2 months. This fact is of practical significance 
in early recognition. The duration of the disease 
in most of the patients varied from several months 
to 2 years. In cases of long duration, the lesion 
being deep and its development insidious, the 
patient was not aware of it, but even in these pa¬ 
tients a detailed history might have facilitated dif¬ 
ferential diagnosis from cancer and nonspecific 
mastitis. In the early stages the margin of the 
tubercular lesion was indistinct on palpation, and 
the breast was usually not enlarged. After a quies¬ 
cent period the lesion gradually enlarged, and hard 
and soft areas occurred with irregular margins. At 
this time the tissues and skin surrounding the mass 
were infiltrated and adherent. There was mild 
tenderness, swelling, and reddish discoloration of 
the skin. Deviation of the axis of the nipple was 
observed in 9 patients in whom the mass was close 
to the areola. A huge cold abscess, with pus dis¬ 
charging from tire nipple, was observed in 3 pa¬ 
tients in whom the mass softened and manifested 
a cystic sensation. As a rule, constitutional symp¬ 
toms were absent. The general condition was either 
good or average in 21 patients. 


Tuberculosis of the breast is usually not accom¬ 
panied by active tubercular lesions elsewhere in 
the bod)'. The principal routes of infection are 
probably through the blood stream and the lym¬ 
phatic system. Pregnancy, lactation, secondary in¬ 
fection, and trauma are important stimulating fac¬ 
tors. Tuberculosis of the breast is a localized proc¬ 
ess, and early diagnosis and treatment can bring 
about complete cure. The early stage of lesions of 
the nodular type may be treated conservatively by 
employing supportive measures and by adminis¬ 
tration of antituberculous drugs before and after 
operation. In the series presented early excision 
prevented spread of the disease and resulted in 
satisfactory healing of the lesions in 9 patients. 
When the tuberculous process involves more than 
one-third of the breast in patients with confluent 
and scirrhous-type lesions, simple mastectomy com¬ 
bined with preoperative and postoperative admin¬ 
istration of antituberculous drugs is the treatment 
of choice. Antituberculous drugs and other anti¬ 
biotics may be used simultaneously for the treat¬ 
ment of secondary pyogenic infections. For the 
treatment of tuberculosis of the breast complicated 
by external fistulas, early simple mastectomy is 
advocated. According to the author 7 patients sub¬ 
jected to this treatment obtained satisfactory re¬ 
sults. 

Idiopathic Retroperitoneal Fibrosis; A Condition 
Involving the Ureters, the Aorta, and the Inferior 
Vena Cava, E. Hackett. Brit. J. Surg. 46:3-9 (July) 
1958 [Bristol, England], 

The disorder becoming known as "idiopathic 
retroperitoneal fibrosis” consists of a dense flattened 
plaque of fibrous tissue which lies immediately 
anterior to the bodies of the lumbar vertebrae and 
the fascia covering the front of the iliopsoas muscles. 
It can extend across the midline, surrounding the 
great vessels, or may be on one side only. It may 
be confined to the level of the kidneys, to tire brim 
of the pelvis, or to an intermediate area. In the 14 
men and 6 women, betxveen the ages of 23 and past 
60, whose cases were collected from the literature, 
the plaque of fibrous tissue always enveloped and 
progressively constricted some or all of the struc¬ 
tures which lie in the same site—the ureters, the 
aorta, the inferior vena cava, and the common iliac 
vessels. The histological reports showed the plaque 
to be composed of normal fibroblasts and collagen 
with some foci of cells of chronic inflammatory 
type; it had the general nature of a scar or keloid 
and not that of a fibroma or fibrosarcoma. 

The author reports 2 additional cases of this dis¬ 
order in 2 men, aged 40 and 54 years. The younger 
of the 2 died, and autopsy revealed the lesion to 
be fully developed. In the second patient, laparot¬ 
omy revealed the lesion to be in an early or abor¬ 
tive stage. These 2 cases bring the total of those 
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reported to 22. Surgical treatment was carried out 
in all except 1 patient. Of the 21 patients operated 
on, successful dissection to free the ureters or kid¬ 
ney was carried out in 12, 3 were subjected to 
nephrostomy only, 2 had nephrectomies, and 4 had 
diagnostic laparotomies. Irradiation treatment was 
given to 3 patients; the doses were 600, 840, and 
4842 to 6000 r. There was apparent improvement 
in 2 patients, but no improvement or histological 
change occurred in 1. So far no satisfactory cause 
has been proposed for the condition. The author 
believes that in some, and perhaps in most cases, 
it is produced by organization of a hematoma or 
of a fibrinous effusion. The treatment should be 
surgical. 

Acute Pancreatitis and Hyperdiastasuria after Par¬ 
tial Gastrectomy. S. Wallensten. Acta chir. scan- 
dinav. 115:182-188 (No. 3) 1958 (In English) [Stock¬ 
holm]. 

The author reports an analysis of the incidence 
of fatal acute pancreatitis and the occurrence of 
hyperdiastasuria after gastric resection (Billroth 
types I and II) in patients with peptic ulcer. In a 
series of 1,769 Billroth II resections there were 12 
deaths caused by acute postoperative pancreatitis, 
while in a comparative series of 605 Billroth I re¬ 
sections there were no deaths attributed to acute 
postoperative pancreatitis, Hyperdiastasuria oc¬ 
curred in 18 patients (16%) after 117 Billroth II 
resections and in 5 patients (9%) after 55 Billroth I 
resections. The difference in the incidence of hyper¬ 
diastasuria after the Billroth I and II resections is 
not considered significant. Whether there is pene¬ 
tration of the ulcer into the pancreas does not seem 
to affect the incidence of postoperative pancreatic 
disturbances. Thus, operative treatment may be 
extended and need not be limited to palliative re¬ 
section. Although the etiology of postoperative pan¬ 
creatic disturbance (acute pancreatitis and hyper¬ 
diastasuria, respectively) is still relatively obscure, 
analysis of the data would seem to indicate that 
their cause is related in some way to the operative 
method. Duodenal and afferent loop stagnation are 
adjudged as being of importance in the etiology of 
postoperative disturbances after Bilirotli II gastric 
resections. 

Studies During the Immediate Postoperative Period 
Following Total Body Perfusion. E. C. Matthews, 
L. C. Clark, F. K. Edwards and others. A. M. A. 
Arch. Surg. 77:313-318 (Sept.) 1958 [Chicago]. 

The authors carried out physiological studies 
during perfusion and the immediate postoperative 
period in 10 consecutive patients, between die 
ages of 1 and 15 years, who were operated on for 
various congenital cardiac defects. Results showed 
that, if patients are perfused with fully oxygenated 
blood of normal pH at a rate which yields venous 
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oxygen saturation in excess of 50%, metabolic 
acidosis does not occur. There is no need to per¬ 
fuse at alkaline pH’s in anticipation of ensuin-' 
metabolic acidosis or to administer alkali durim 
the postoperative period. In the postoperative 
period, a more or less constant pattern for all the 
patients appeared from the intermittent arterial 
sampling. Initial pH values were usually low, the 
lowest being 7.25, but they showed a steady rise, 
so that most were normal by 3 hours and all were 
within the range of normal by 6 hours. The carbon 
dioxide contents initially were elevated and re¬ 
mained so during the sampling period. The carbon 
dioxide pressure likewise was initially elevated but 
showed a tendency to fall during the sampbag 
period. The over-all picture was one of mild respira¬ 
tory acidosis. 

Thus, postoperative respiratory acidosis, com¬ 
parable to that reported in patients undergoing 
thoracotomy for procedures not involving perfu¬ 
sion, may occur, but it is mild and of short dura¬ 
tion. Sudden postoperative deaths, ascribed by 
other workers to oxygen toxicity, did not occur in 
these patients, and evidence of oxygen toxicity was 
not observed in these or other patients who were 
consistently perfused at arterial oxygen tensions 
ranging between 500 and 550 mm. Hg. The po¬ 
tential hazard of producing oxygen bubbles in the 
patient’s arterial system exists, since the solubilit)' 
of oxygen in blood is decreased with increasing 
temperatures; it is, however, obviated if the blood 
in the pump-oxygenator is maintained at tire tem¬ 
perature of the patient’s blood. 

Acute Necrotizing (Pseudomembranous) Entero¬ 
colitis. A. W. Kay, R, L. Richards and A. j. Watson. 
Brit. J. Surg. 46:45-57 (July) 1958 [Bristol, England). 

The authors report on 1 woman and 15 men, 
between the ages of 27 and 67 years, with acute 
necrotizing (pseudomembranous) enterocolitis. Oi 
the 16 patients, 14 had been subjected previously 
to abdominal operations, and the enterocolitis oc¬ 
curred in them as a postoperative complication. 
The operation which most frequently preceded the 
condition was gastrectomy. The enterocolitis u® 
associated with heart disease in the remaining - 
patients. The outstanding clinical feature of the 
16 patients was the rapid development of a star 
of irreversible acute peripheral circulatory failure. 
Diarrhea was an inconstant feature, but it v® 
sometimes severe. Symptoms occurred , ° 

6 days after the surgical intervention, and all e 
patients died within 48 hours of the onset. 

Autopsy which was performed on all 16 patien 
revealed that necrosis of the intestinal mucosa, as 
sociated with thrombotic occlusion of the rejaa 
capillaries and venules, was the most pronunfi'' 
pathological feature. The changes may ^ 
spread, localized, or focal in distribution, and / 
may occur in any part of the small or the larg 
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intestine and occasionally in the stomach. Super¬ 
ficial innaininatory exudation was not a constant 
finding, although in many patients it did constitute 
a distinct pseudomembrane. Concerning the causa¬ 
tion and pathogenesis of the disease, the authors 
were unahic to confirm the concept that a vaso¬ 
motor disturbance a.ssociated with shock may he a 
causal condition. Hefore ascribing a causative sig¬ 
nificance to antibiotics, it should be noted that 
necrotizing enterocolitis was recognized, particular¬ 
ly as a postoperative complication, for many dec¬ 
ades before their introduction. The hypothesis that 
necrotizing enterocolitis is directly due to infection 
of the intestine by cnterotoxin-producing strains of 
Staphylococcus ps'Ogenes var. aureus must be re¬ 
garded as unproved, ;Tnd there is considerable cir¬ 
cumstantial evidence against the acceptance of this 
concept. Staphylococcic enteritis and acute necrotiz¬ 
ing enterocolitis are proliably not directly related, 
although they may occur together. Attention .should 
be paid to the possibility’ that other bacteria, such 
as varieties of Clostridium welchii, might be the 
cause of acute necrotizing enterocolitis; the po.ssi- 
bility that the disease may be due to a virus infec¬ 
tion should also be considered. In the postoperative 
cases the clinical diagnosis between acute necrotiz¬ 
ing enterocolitis and high obstruction of the small 
intestine is difficult; immediate laparotomy i.s, 
therefore, advised. Treatment for shock and the 
administration of erythromycin and adrenal hor¬ 
mones liave so far pros’ed ineffective. 

Intemal-Mammarj'-Artcry Ligation for Angina Pec¬ 
toris: Its Failure to Produce Relief. R. G. Fish, T. F. 
Crs’mes and M. G. Lovell. New England J. Med. 
259:418-420 (Aug. 28) 1958 [Boston].' 

The authors report on the results of bilateral 
internal mammary artery ligation in a group of 24 
selected patients with moderate or severe angina 
pectoris. All the patients were males, ranging in 
age from 32 to 64 years. In 22 patients the diagnosis 
of angina pectoris was made on the basis of a 
classic history, with transient electi’ocardiographic 
ST-segment or T-wave changes accompanying pain, 
or electrocarcliographically proved transmural myo¬ 
cardial infarction at some time in the past. The 
character, duration, and progression of pain, re¬ 
quirements of glyceryl trinitrate (nitroglycerin), 
exercise tolerance, and occupational history were 
carefully noted. Eleven patients (46%) had previous 
transmural myocardial infarction; 10 (42%) had 
angina decubitus on admission. In 20 of the 24 
patients on whom internal mammary' artery ligation 
was performed, there was an initial marked im¬ 
provement in the immediate postoperative period, 
which lasted for approximately 10 to 60 days. This 
period of improvement was marked by' electro¬ 
cardiographic stability', an increased exercise toler¬ 
ance, and a reduction in the quantity of glyceryl 
trinitrate required. This improvement was partic¬ 


ularly dramatic in patients who entered the hos¬ 
pital with angina decubitus and who continued to 
have occasional episodes of rest angina up to the 
time of operation—an impro^'ement which in the 
light of subsequent findings is difficult to explain. 
Two patients died during the subsequent follow-up 
period, one patient succumbing 3 months after op¬ 
eration of bronchopneumonia complicating influ¬ 
enza, the other death occurring 5 months after 
operation as a direct result of coronary' artery dis- 
ea.se. In most of the remaining patients there was 
definite regression, with development of recurrent 
angina. The condition was such that at the time 
of writing there were only 4 patients who in their 
own opinion e.xperienced moderate improvement 
and 2 u'ho believed that they were slightly' im¬ 
proved. In the remaining IS patients the anginal 
sy'ndrome resumed its preoperative course. Wheth¬ 
er or not the survival time of these patients has 
been increased by an operation that failed to alter 
sy'mptoms is an interesting speculative aspect of 
this and other surgical attempts to revascularize 
the myocardium. 

Citrate Intoxication: A Clinical and Experimental 
Study. J. Ludbrook and V. Mb'im. Brit. M. J. 2:523- 
528 (Aug. 30) 1958 [London].' 

The authors report on 3 men. between the ages 
of 24 and 55 years, and on a 44-y'ear-old woman 
who were operated on with the aid of hy'potherraia 
for the following conditions: an aortic thrombosis 
extending up to the level of the renal arteries (2), 
an aortic aneurysm situated in the region of the 
11th to 12th thoracic x'ertebrae, and a hemangioma 
of the liver with associated cirrhosis. In the course 
of the operation the 4 patients were given infusions 
of citrated blood, and high plasma citrate levels 
occurred during the infusions. One patient died 
with signs attributable to citrate intoxication. These 
observations induced the authors to study tlie 
metabolism of the infused citrate in dogs and in 
normal y^ersons. A linear relationship between the 
rate of infusion of citrate and the rise in plasma 
citrate le^'el was observed in normal men and dogs. 
For each 1 mg. of citrate infused per kilogram of 
body weight per minute, the rise in plasma citrate 
level was about 20 mg. per 100 cc. in dogs and 
12.5 mg. per 100 cc. in man. By' using a constant 
infusion technique, it was shown that in dogs about 
40% and in man about 20% of the infused citrate 
was e.xcreted in the urine, and the remainder was 
metabolically destroyed. In both dog and man 
lowering the body' temperature to 28 or 29 G (82.4 
or 84.2 F) by surface cooling (liy'pothermia) was 
shown to reduce the rate of metabolic destruction 
of citrate by' 30 to 40%. 

From these findings it would seem that the in¬ 
fusion of citrated blood at less than 1 pt. (540 cc.) 
in 5 minutes in an adult is unlikely to cause a 
dangerous rise in the plasma citrate le\'el, prox'ided 
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reported to 22. Surgical treatment was carried out 
in all except 1 patient. Of the 21 patients operated 
on, successful dissection to free the ureters or kid¬ 
ney was carried out in 12, 3 were subjected to 
nephrostomy only, 2 had nephrectomies, and 4 had 
diagnostic laparotomies. Irradiation treatment was 
given to 3 patients; the doses were 600, 840, and 
4842 to 6000 r. There was apparent improvement 
in 2 patients, but no improvement or histological 
change occurred in 1. So far no satisfactory cause 
has been proposed for the condition. The author 
believes that in some, and perhaps in most cases, 
it is produced by organization of a hematoma or 
of a fibrinous effusion. The treatment should be 
surgical. 

Acute Pancreatitis and Hyperdiastasuria after Par¬ 
tial Gastrectomy. S. Wallensten. Acta chir. scan- 
dinav. 115:182-188 {No. 3) 1958 (In English) [Stock¬ 
holm]. 

The author reports an analysis of the incidence 
of fatal acute pancreatitis and the occurrence of 
hyperdiastasuria after gastric resection (Billroth 
types I and II) in patients with peptic ulcer. In a 
series of 1,769 Billroth II resections there were 12 
deaths caused by acute postoperative pancreatitis, 
while in a comparative series of 605 Billrotli I re¬ 
sections there were no deaths attributed to acute 
postoperative pancreatitis. Hyperdiastasuria oc¬ 
curred in 18 patients (16%) after 117 Billroth II 
resections and in 5 patients (9%) after 55 Billroth I 
resections. The difference in the incidence of hyper¬ 
diastasuria after the Billroth I and II resections is 
not considered significant. Whether there is pene¬ 
tration of the ulcer into the pancreas does not seem 
to affect the incidence of postoperative pancreatic 
disturbances. Thus, operative treatment may be 
extended and need not be limited to palliative re¬ 
section. Although the etiology of postoperative pan¬ 
creatic disturbance (acute pancreatitis and hyper¬ 
diastasuria, respectively) is still relatively obscure, 
analysis of the data would seem to indicate that 
their cause is related in some way to the operative 
method. Duodenal and afferent loop stagnation are 
adjudged as being of importance in the etiology of 
postoperative disturbances after Billroth II gastric 
resections. 

Studies During the Immediate Postoperative Period 
Following Total Body Perfusion. E. C. Matthews, 
L. C. Clark, F. K. Edwards and others. A. M. A. 
Arch. Surg. 77:313-318 (Sept.) 1958 [Chicago]. 

The authors carried out physiological studies 
during perfusion and the immediate postoperative 
period in 10 consecutive patients, between the 
ages of 1 and 15 years, who were operated on for 
various congenital cardiac defects. Results showed 
that, if patients are perfused with fully oxygenated 
blood of normal pH at a rate which yields venous 


oxygen saturation in excess, of 50%, metabolic 
acidosis does not occnr. There is no need to per¬ 
fuse at alkaline pH’s in anticipation of ensuins 
metabolic acidosis or to administer alkali during 
the postoperative period. In the postoperative 
period, a more or less constant pattern for all tbe 
patients appeared from the intermittent arterial 
sampling. Initial pH values were usually low, tbe 
lowest being 7.25, but they showed a steady rise, 
so that most were normal by 3 hours and all rveie 
within the range of normal by 6 hours. The carbon 
dioxide contents initially were elevated and re¬ 
mained so during the sampling period. The carbon 
dioxide pressure likewise was initially elevated bul 
showed a tendency to fall during the samplins 
period. The over-all picture was one of mild respira 
tory acidosis. 

Thus, postoperative respiratory acidosis, com¬ 
parable to that reported in patients undergoing 
thoracotomy for procedures not involving peifn 
sion, may occur, but it is mild and of short dura¬ 
tion. Sudden postoperative deaths, ascribed bj 
other workers to oxygen to.xicity, did not occur in 
these patients, and evidence of oxygen toxicity was 
not observed in these or other patients who were 
consistently perfused at arterial oxygen tensions 
ranging between 500 and 550 mm. Hg. The po¬ 
tential hazard of producing oxygen bubbles in the 
patient’s arterial system exists, since the solubilit)' 
of oxygen in blood is decreased with increasins 
temperatures; it is, however, obviated if the blood 
in the pump-oxygenator is maintained at the tem¬ 
perature of the patient’s blood. 

Acute Necrotizing (Pseudomembranous) Enlero 
colitis. A. W. Kay, R. L. Richards and A. J. Watson- 
Brit. J. Surg. 46:45-57 (July) 1958 [Bristol, England]. 

The authors report on 1 woman and 15 men, 
between the ages of 27 and 67 years, %vith acute 
necrotizing (pseudomembranous) enterocolitis. Of 
the 16 patients, 14 had been subjected previously 
to abdominal operations, and the enterocolitis oc¬ 
curred in them as a postoperative complication. 
The operation which most frequently preceded the 
condition was gastrectomy. The enterocolitis was 
associated with heart disease in the remaining - 
patients. The outstanding clinical feature of the 
16 patients was the rapid development of a sta e 
of irreversible acute peripheral circulatory failure- 
Diarrhea was an inconstant feature, but it 
sometimes severe. Symptoms occurred 
6 days after the surgical intervention, and all 
patients died within 48 hours of the onset. 

Autopsy which was performed on all 16 
revealed that necrosis of the intestinal mucosa, ^ 
sociated with thrombotic occlusion of the rela e 
capillaries and venules, was the most 
pathological feature. The changes may _ 
spread, localized, or focal in distribution, ^ 
may occur in any part of the small or the 8 
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intestine and occasionally in the stomach. Snpor- 
ficial inflannnatory exudation was not a constant 
finding, although in many patients it did constitute 
a distinct psendomemhrane. Concerning the causa¬ 
tion and pathogenesis of the disease, the authors 
were nnahlc to confirm the concept that a vaso¬ 
motor disturbance associated with .shock may he a 
causal condition, hefore ascribing a causative sig- 
nificiuice to antibiotics, it .should be noted that 
necrotizing enterocolitis was recognized, particidar- 
ly as a postoperative complication, for many dec¬ 
ades before their introduction. The hypothesis that 
necrotizing enterocolitis is directly due to infection 
of the intestine by enterotoxin-prodneing strains of 
Staphylococcus pyogenes var. aureus must be re¬ 
garded as unproved, jTnd there is considerable cir¬ 
cumstantial evidence against the acceptance of this 
concept. Staphylococcic enteritis and acute necrotiz¬ 
ing enterocolitis arc probably not directly related, 
although they may occur together. Attention .should 
be paid to the possibility that other bacteria, such 
as varieties of Clostridium wclchii, might be the 
cause of acute necrotizing enterocolitis; the possi¬ 
bility that the disease may be due to a virus infec¬ 
tion should also be considered. In the postoperative 
cases the clinical diagnosis between acute necrotiz¬ 
ing enterocolitis and high obstruction of the small 
intestine is difficult; immediate laparotomy is, 
therefore, advised. Treatment for shock and the 
administration of erythromycin and adrenal hor¬ 
mones have so far proved ineffective. 

Intemal-Mamniary-Artcry Ligation for Angina Pec¬ 
toris: Its Failure to Produce Relief. R. G. Fish, T. F. 
CrjTnes and M. G. Lovell. New England J. Med. 
259:418-420 (Aug. 28) 1958 [Boston]. ' 

The autliors report on the results of bilateral 
internal mammary artery ligation in a group of 24 
selected patients with moderate or severe angina 
pectoris. All the patients were males, ranging in 
age from 32 to 64 years. In 22 p)atients the diagnosis 
of angina pectoris was made on the basis of a 
classic history, with transient electi'ocardiographic 
ST-segment or T-wave changes accompanying pain, 
or electrocardiographically proved transmural myo¬ 
cardial infarction at some time in the past. The 
character, duration, and progression of pain, re¬ 
quirements of glyceryl trinitrate (nitroglycerin), 
exercise tolerance, and occupational history were 
carefully noted. Eleven iratients (46%) had previous 
transmural myocardial infarction; 10 (42%) had 
angina decubitus on admission. In 20 of the 24 
patients on whom internal mammary artery ligation 
was performed, there was an initial marked im¬ 
provement in the immediate postoperative period, 
which lasted for approximately 10 to 60 days. This 
period of improvement was marked by electro¬ 
cardiographic stability, an increased exercise toler¬ 
ance, and a reduction in the quantity of glyceryl 
trinitrate required. This improvement was partic¬ 


ularly dramatic in patients who entered the hos¬ 
pital with angina decubitus and who continued to 
have occasional episodes of rest angina up to the 
time of operation—an improvement which in the 
light of subsequent findings is difficult to e.xplain. 
Two patients died during the subsequent follow-up 
period, one patient succumbing 3 months after op¬ 
eration of bronchopneumonia complicating influ¬ 
enza, the other death occurring 5 months after 
operation as a direct result of coronary arterx' dis¬ 
ease. In most of the remaining patients there was 
definite regression, with development of recurrent 
angina. The condition was such that at the time 
of writing there were only 4 patients who in their 
own opinion experienced moderate improvement 
and 2 who believed that they were slightly im¬ 
proved. In the remaining 18 patients the anginal 
syndrome resumed its preoperative course. Wheth¬ 
er or not the survival time of these patients has 
been increased by an operation that failed to alter 
.symptoms is an interesting speculative aspect of 
this and other surgical attempts to revascularize 
the myocardium. 

Citrate Intoxication: A Clinical and Experimental 
Study. J. Ludbrook and V. Wynn. Brit. M. J. 2:523- 
528 (Aug. .30) 19.58 [London]. 

The authors report on 3 men, between the ages 
of 24 and 55 years, and on a 44-year-old woman 
who were operated on with the aid of hypothermia 
for the following conditions: an aortic thrombosis 
extending up to the level of the renal arteries (2), 
an aortic aneurysm situated in the region of the 
11th to 12th thoracic vertebrae, and a hemangioma 
of the liver with associated cirrhosis. In the course 
of the operation the 4 patients were given infusions 
of citrated blood, and high plasma citrate levels 
occurred during the infusions. One patient died 
with signs attributable to citrate intoxication. These 
observations induced the authors to study the 
metabolism of the infused citrate in dogs and in 
normal persons. A linear relationship between the 
rate of infusion of citrate and the rise in plasma 
citrate level was observed in normal men and dogs. 
For each 1 mg. of citrate infused per kilogram of 
body weight per minute, the rise in plasma citrate 
level was about 20 mg. per 100 cc. in dogs and 
12.5 mg. per 100 cc. in man. By using a constant 
infusion technique, it was shown that in dogs about 
40% and in man about 20% of the infused citrate 
was excreted in the urine, and the remainder was 
metabolically destroyed. In both dog and man 
lowering the body temperature to 28 or 29 C (82.4 
or 84.2 F) by surface cooling (liypothermia) was 
shown to reduce the rate of metabolic destruction 
of citrate by 30 to 40%. 

From these findings it would seem that the in¬ 
fusion of citrated blood at less than 1 pt. (540 cc.) 
in 5 minutes in an adult is unlikely to cause a 
dangerous rise in the plasma citrate level, provided 
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that the rate of citrate metabolism is not reduced. 
However, in metabolically abnormal patients, with 
liver disease or with anuria, in those whose body 
temperature has been rendered abnormally low, 
or in those with impaired liver circulation or ap¬ 
plication of clamps to the thoracic or the high ab¬ 
dominal aorta, the ability to clear the plasma of 
citrate may be so impaired as to make high plasma 
citrate levels a real danger. If there are good re- 
sons for suspecting that a high plasma citrate level 
is the cause of otherwise unexplained hypotension 
or cardiac arrhythmia, calcium chloride should be 
given. Prevention is possible in planned surgical 
procedures when blood may have to be given 
rapidly (and when one or more of the circumstances 
which depress the rate of clearance of citrate from 
the plasma are present) by having available blood 
collected without the use of citrate. 

Surgical Treatment of Pulmonary Valvular Stenosis. 
J. Pliego. Gac. med. Mexico 88:481-505 (July) 1958 
(In Spanish) [Mexico, D. F.]. 

Twenty-four patients with a diagnosis of con¬ 
genital pulmonary valvular stenosis were observed 
at the Institute Nacional de Cardiologia, of Mexico 
City, between 1952 and 1958. Nine patients had 
pure pulmonary valvular stenosis, and 15 had this 
malformation with interatrial communication (Fal¬ 
lot’s trilogy). The interventricular septum was 
normal in all the patients. One patient died of 
ventricular fibrillation in the course of ti'ansven- 
tricular exploration of the pulmonary valve before 
valvulotomy. In the remaining 23 patients the 
treatment consisted of a valvulotomy, alone or with 
closure of the gap in the interatrial septum. In the 
group of patients with pure pulmonary valvular 
stenosis, there was no operative mortality from 
either transventricular or transatrial valvulotomy. 
One patient died one week after transatrial valvu¬ 
lotomy of purulent pericarditis. In the group of pa¬ 
tients with Fallot’s trilogy, there were 2 operative 
deaths from transatrial valvulotomy: One patient 
died of cerebral anoxia during extracorporeal oxy¬ 
genation, and the other of arrest of the heart dur¬ 
ing hypothermia. Two other patients with Fallot’s 
trilogy died after transventricular valvulotomy, 4 
hours and 4 days, respectively, after the operation. 
One patient died of cerebral ano-xia, and the other 
of acute insufficiency of the left heart. Eight pa¬ 
tients with the pure valvular malformation and 10 
with Fallot’s trilogy are living, more than 4 years 
having elapsed since the operation. 

Preoperative and postoperative clinical observa¬ 
tions and the results of electrocardiograms and of 
roentgenograms of the chest and of angiography, 
as well as the results obtained from catheterization 
of the right heart, proved that the transatrial tech¬ 
nique is far superior to the transventricular 
technique. In patients with pure pulmonary val¬ 
vular stenosis the increase in oxygen saturation of 


the peripheral arterial blood was more marled 
after the transatrial than after the transventricular 
operation, and the gradient of systolic pressure 
between the right ventricle and the pulmonars’ 
artery was either normal or greatly improved. In 
patients with Fallot’s trilogy the results of the op¬ 
eration with either technique were fair. Oxygen 
saturation of the peripheral blood increased from 
87 to 93%. Evaluation of either technique is diffi¬ 
cult, because the results of the operation depend 
on the severity of the predominant malformation, 
either valvular or septal. The author concludes that 
the ideal operation for pulmonary valvular stenosis 
alone or with Fallot’s trilogy is transatrial valni- 
lotomy, which permits opening of the arterial valve 
down to the ring or else resection of a segment of 
the valvular apex. Transatrial valvulotomy prevents 
damage to the right ventricle during the operation. 
It is not followed by cardiac insufficiency or hy 
postoperative mortality. The systolic pressure in 
the ventricle becomes normal or almost normal. 
The systolic pressure of the pulmonary artery in¬ 
creases. The interatrial gap is easily closed under 
direct vision. In cases of Fallot’s trilogy, with the 
lesser circulation maintained by ventricular hyper¬ 
tension in the presence of a small foramen ovale, 
the correction of the valvular condition alone re¬ 
sults in conti'olling the lesser circulation. Exclusion 
of circulation in cases of pure pulmonary valvular 
stenosis should be made with the patient under 
hypothermia, unless there is an infundibular le¬ 
sion, and in this case tire extracorporeal oxygena¬ 
tion should be used. In cases of Fallot’s trilogy, 
transatrial valvulotomy under e.xtracorporeal cir¬ 
culation facilitates correction of both the interatrial 
and the septal malformations in a short time. The 
period of extracorporeal circulation should never 
exceed 8 minutes for the correetion of each ab¬ 
normality. Transatrial valvulotomy is indicated in 
all patients with pulmonary valvular stenosis or 
with Fallot’s trilogy. The patients regain a normal 
status after the operation. 

The Conservative Treatment of Hemangiomas in 
Infants and Children. H. M. Blackfield, F. A. Tor- 
rey, W. J. Morris and B. V. A. Low Beer. J. Internal. 
Coll. Surgeons 30:255-261 (Aug.) 1958 [Chicago]. 

Spontaneous involution of hemangiomas of in¬ 
fancy and childhood was reported in the literature 
as early as 1888, although it was not until the ap¬ 
pearance of Lister’s paper in 1938, in which he 
reported a clinical study of 97 children with in¬ 
voluting hemangiomas, that adequate attention was 
focused on this phenomenon. During the 4 years 
of the present study, in which the authors wished 
to verify the occurrence of spontaneous involution 
and to observe its various stages, they were im¬ 
pressed by the fact that the lesions in patients 
undergoing treatment were involuting in the same 
manner as the untreated ones, thereby casting 
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fcrious doubt uixjn the cfTcctivcncss of treatment. 
The following classification has been devised to 
differentiate between the involuting and the non- 
imnluting U-^re of hemangioma: (1) involuting (in¬ 
fants)—superficial, combined (superficial and deep), 
and deep; and (2) noninvoluting (adults)—port-wine 
stain (ncMis flammeus) with or without subsequent 
growth, true cavenious with or without subsequent 
growth, and venous racemose aneur\ sms and arte¬ 
riovenous fisUdas. 

When surgical treatment is forced by parental 
pressure and is attempted during the growing 
phase of the large involuting h^pe of hemangioma, 
the tumor can rarely be aimpletcly excised, and 
growth will continue in the residual vascular tissue 
until tlic latent period is reached. If operation is 
delayed until inxolution has commenced, a more 
conservative c.xcision can be accomplished, as the 
x-asailar tissue will involute spontaneously. Plastic 
surgical measures are necessary to remove the resi¬ 
dual disfigurements of the large hemangioma; how¬ 
ever. such procedures, when performed a number 
of years after the involution of a large hemangioma, 
are much simpler and less dangerous than when 
attempted in infancy. Radical methods of treatment 
that may damage or prevent the growth of normal 
tissues are contnrindicated. 

The Management of Vascular Tumors. K. L. Ste¬ 
phenson. J. Intemat. CoU. Surgeons 30:229-248 
(.\ug.) 195S [Chicago], 

Until such a time as criteria are available that 
will permit definitive difierentiation of the aggres¬ 
sive from the regressive angiomatous tumors, these 
tumors are best managed by surgical e.xcision. Siu:- 
gical excision should be undertaken at the first 
appearance of the tumor so far as the xvelfare of 
the patient is concerned. Excision can often be 
accomplished with the patient under local anes¬ 
thesia or, on an outpatient basis, under brief gen¬ 
eral anesthesia. Management of these neoplasms is 
minimized in the event of early surgical inten'en- 
tion, which prex'ents extension and complication of 
the growth. In the present series no recurrence was 
noted after surgical excision, despite the fact that 
many of the patients were operated on during a 
period of tumor growth. 

Forcible Blood and Fluid Injection info the Arterial 
System for Patients in Terminal States. V. P. Ra- 
dushkexich.- Vestnik khir. 81:13-19 (-4iUg.) 19-38 (In 
Russian) [Leningrad]. 

The author exuluates the method of forcible blood 
and fluid injection developed by V. A. Negox'ski in 
the treatment of terminal cases. The method con¬ 
sists of injection imder pressure of blood and blood 
substitutes into the peripheral arteries or into the 
ascending aorta. The author reports on 224 patients 
who when dx-ing were treated by this method. The 


treatment was successfvd in 47.2rc of the patients, 
in 29.5^ the response was transient only, and in 
23.1^ there was no response. TwenW-four of tlie 
patients were treated by blood transfusion into the 
aorta; 9 of these have recovered, the transient im¬ 
provement only of tlie remaining 15 being due to 
injuries which were incompatible with hfe. Of the 
40 neurosurgical patients in severe shock, with 
blood pressure readings of 40 to 50 degrees of 
mercury column, IS have recovered. In 11 cases 
of clinical death, 6 patients have recovered, and of 
3 patients in the agonal state, 1 has recovered. The 
author advocates forcible intra-arterial blood trans¬ 
fusion in general siugical practice and in severe 
neurosurgical cases. 

Intraosseous Blood and Plasma Transfusion in 
Children. N. P. Lapshina. Vestnik khir. 81:42-44 
(.■\ug.) 1958 (In Russian) [Leningrad]. 

The author reports on intraosseous blood and 
plasma transfusion in 118 infants and children, 
whose ages ranged from birth to 14 years. In the 
majority of the cases operative shock or hemorrhage 
required blood transfusion. The quantitx" of the 
transfused blood and plasma varied from 30 to 
200 cc. In 84 of tlie patients the superior tibial 
metaphysis was used, in 61 the inner malleolus, 
and in 12 the e.xterior condyle of the femiu. The 
author emphasizes that in young children the 
sternum should not be employed for this purpose. 
The intraosseous administration of blood and 
plasma was found to be verx- effective as an anti- 
shock measure and is advocated by the author as 
the method of choice for blood transfusion in 
infants and in children. 

Early Surgical Correction of Inguinal Hernias in 
Infancy and Childhood. W. B. Kiesewetter. A. M. A. 
J. Dis. Child. 96:362-367 (Sept.) 1958 [Chicago]. 

The author reports on tlie residts of 4S3 inguinal 
herniorrhaphies: 410 (91Sc) of this series were in 
boys; 4-3 (9^) were in girls. The right side was 
involved in 41^, the left in 19Sc, and both sides in 
40ic. .Mthough both the direct and the indirect 
types of inguinal hernias are possible in children 
as in adults, the indirect varietx- is the only one that 
is of significance, as 99.6^ of the 45-3 inguinal her¬ 
niorrhaphies reported were of that type. Two possi- 
bihties exist in the pathogenesis of indirect 
inguinal hernia; 1. The processus vaginalis may 
never go on to complete fusion. 2. A closed pro¬ 
cessus vaginalis may be wedged open by an increase 
in intra-abdominal pressure. In either event a com¬ 
munication exists between the peritoneal carity 
and the inguinal-scrotal area. 

The age at onset of symptoms in 130 (547o) of the 
243 patients xvhose parents replied was 6 months 
or less. Twenty-foiu of the 453 patients were ad¬ 
mitted to the hospital because of an incarceration; 
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16 of the infants were under one year of age. Six 
of the patients required emergency surgery as the 
incarceration could not be reduced. There were 
only 2 recurrences in the 243 patients followed up, 
a rate (0.8%) that compares favorably with the 5 
to 10% recurrence in adults. Only 4 of the patients 
had even slight asymmetry between the testes. 
Complications from the procedure were of 3 types; 
wound infections (8); “collodion burns” (2); and 
iatrogenic cryptorchidism (2). Of the 6 courses sup¬ 
posedly available for the correction of inguinal 
herniation—permitting spontaneous resolution; as¬ 
piration in the event of hydrocele; injection of 
sclerosing agents; preoperative medication, eleva¬ 
tion of the foot, and application of an ice bag to 
the affected area; wearing of trusses; and surgery— 
tlie latter is, in the opinion of the author, the only 
rational and correct method of therapy for the 
condition. 


NEUROLOGY & PSYCHIATRY 

“Sodium Chloride Plombage” Used for Prevention 
of Complaints After Lumbar Punctm-e. G, Harrer. 
Medizinische, no. 29/30, pp. 1132-1133 (July 26) 
1958 (In German) [Stuttgart, Germany]. 

During the past year the author performed 136 
lumbar punctures in the neurological department 
of the District Hospitals in Salzburg, Austria. 
Immediately after the puncture, 10 to 20 cc. of 
isotonic sodium chloride solution, depending on 
the amount of the removed cerebrospinal fluid, was 
injected into the epidural space. By this technique, 
drainage from the puncture point, the main cause 
of a patient’s complaints after the puncture, was 
prevented. The epidural sodium chloride plombage 
acts as a liquid cushion, which prevents the escape 
of cerebrospinal fluid from the spinal space into the 
epidural space. The method is simple, free from 
risk, and may be performed without notable ex¬ 
penditure of time and money. Only 3 of the 
136 lumbar punctures were followed by mild 
complaints. The same satisfactory results were ob¬ 
tained with 100 lumbar punctures performed ac¬ 
cording to the same method at the neurological 
clinic of the University in Innsbruck, Austria. 

Suicidal Poisoning. F. G. Norbury. Illinois M. J. 
114:99-101 (Sept.) 1958 [Chicago]. 

Suicidal deaths occur in the United States at the 
rate of 17,000 per year. Although ingestion of 
poisons ranks below firearms and hanging as causes 
of suicide, poisonings account for about 80 suicidal 
deaths a year in Illinois. Most suicidal attempts do 
not end in death, and they frequently go unre¬ 
ported, so that no accurate figures are available as 
to their incidence. Every hospital emergency room 


has experience with such cases; they form an im¬ 
portant segment of emergency medical practice. 
Friends or relatives usually bring poisoned indi¬ 
viduals under medical observation before death 
supervenes, and suicidal poisoning usually can be 
successfully h-eated. Patients who attempt suicide 
with barbiturates and other hypnotic drugs usuallv 
obtain these drugs on prescription. These patients 
often make the rounds of several physicians and 
clinics and accumulate several prescriptions before 
the attempt is made. With the recent increasing 
popularity of newer sedatives and ataractic drugs, 
suicide attempts with these products will occur 
more frequently. Attempts have been reported with 
glutethimide (Doriden), meprobamate (Miltoum, 
Equanil), and chlorpromazine (Thorazine). 

Because suicide attempts so frequently involve 
the use of prescription drugs, the medical profes¬ 
sion must bear some of the responsibility for their 
prevention. The possibilities of a suicidal trend 
should be considered in patients whose symptoms 
are of an emotional nature or are vague. Evidences 
of depression, impulsive behaw’or, obsession with 
insomnia, deficiencies in judgment, and alcoholism 
are all signs that should lead to wariness in pre¬ 
scribing large doses of sedatives. Care in prescrib¬ 
ing involves limitations on amount and on refills. 
The patient-physician relationship may be a power¬ 
ful factor in suicide prevention. Patients often wel¬ 
come the chance to talk about their depression and 
.suicidal thoughts if the opportunity is offered them 
by the physician. When suicidal trends are sus¬ 
pected, it is imperative to inform a member of the 
family of the risk, and it may be necessary to have 
the family control the supply of drugs. The method 
of attempted suicide may offer clews to tire person¬ 
ality of the patient and act as a guide to therapy. 

Aneurysms of the Middle Cerebral Artery: A Re¬ 
port on 52 Cases. G. af Bjbrkensten and H- Troup. 
Acta chir. scandinav. 115:153-159 (No, 3) 1958 (In 
English) [Stockholm]. 

During the years from 1937 to 1956, 184 patients 
with intracranial aneurysms were admitted to the 
department of neuro-surgery of the Finnish Red 
Cross Hospital in Helsinki. Of the 184 patients, 52 
had aneurysms of the middle cerebral artery, 2/ 
of which were on the left side and 21 on the right. 
Two patients had bilateral aneurysms. One patient 
had aneurysms of the right middle cerebral and 
left pericallosal arteries, and another had bilateral 
middle cerebral aneurysms with a third aneurj'sm 
of the left pericallosal ar tery. Thirty'-five of the pa¬ 
tients were subjected to surgery—carotid ligature 
was not done in any instance—and the remaining 
17 patients were treated conservatively. Fifty'-o”® 
of the patients had shown the typical clinical pic¬ 
ture of subarachnoid hemorrhage, and this finding 
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was coiifumt'd by lumbar puncUire in 43. Eighteen 
patient.s had no focal neurological signs; 22 patients 
were or bad been at one time Iieiniplegic or heini- 
paretic; and in 2 patient.s (1 of whom was hemi¬ 
plegic), who exhibited hemianopsia, a temporal 
expansion was found at angiography. In all 23 pa¬ 
tients with focal signs the aneurysm was found on 
the contralateral side. Approximately half of the pa¬ 
tients exhibited definite latcralizing signs. Of the 17 
patients treated conscrvativ’cly, 9 died of recurrent 
hemorrhage at the following intervals: 3 within 10 
days, another 3 within a month, 1 at 4Vi months, 
and 2 o\'cr 2 and 3 years, respectix’ely, after the ini¬ 
tial hemorrhage. One patient surx'ix’cd, sex’erely dis¬ 
abled for 2ti years, but with no symptoms of recur¬ 
rent hcmoiThage, only to die of cancer of the lung. 

Four (llTr) of the 35 patients operated on died. 
Postoperative angiograms performed on 21 of the 
31 surviving patients revealed that in 11 cases there 
was no filling of the aneurysm, in 5 the aneurysm 
was still filling, and in 5 others the aneurysm was 
in much the same condition as it was preoperatively. 
No patient surviving operation has died, nor have 
any had sxmiptoms suggestive of recurrent sub¬ 
arachnoid hemorrhage. In 7 patients there was 
hemiparesis or hemiplegia preoperatively, and in 3 
more it was noted immediately after operation, 
while 1 other patient developed hemiplegia 15 days 
after operation. Only one patient in the entire 
group was hypertensix'e, although all the patients 
were over 40 years of age. Of those patients who 
had epilepsy preoperatively, 1 died, while the other 
2 have been controlled by antiepileptic medication. 
Of the 7 who bad epileptic seizures postoperatively, 
6 had electroencephalographic foci in the corre¬ 
sponding frontotemporal region, and 1 had gen¬ 
eralized epileptic dysrhythmia. The authors draw 
attention to the advisability of prophylactic epi¬ 
leptic therapy and suggest that hypothermia will 
prove particularly valuable in this type of aneurysm 
in which, for anatomic reasons, complications will 
perhaps always be more frequent than in aneurysms 
in other locations. 

Transillumination of the Infant Head Demon¬ 
strated by a Case of Hydranencephaly. J. Griffiths. 
South African M. J. 32:773-774 (Aug. 2) 1958 [Cape 
Town]. 

Transillumination of the infant head is a sign 
deserving of greater prominence, inasmuch as it is 
simple to elicit and requires only a darkened room 
and a source of illumination—a pocket torch has 
been used with success. Normally, and where the 
cerebral cortex is more tban 1 cm. thick, the test is 
negative, and the head does not transilluminate. 
Wien hydranencephaly is present or when the 
cerebral cortex is very thin, a light placed behind 


the head in a darkened room will light up the en¬ 
tire head with an orange-red light, giving an ap¬ 
pearance rather like a Chinese lantern. The vessels 
of the scalp and the basal structures of the brain 
stand out in dark contrast to the reddish glow of 
light through the brain. 

The transillumination test was negative in one 
infant with an enlarged head, and upon admission 
to hospital it was determined that the baby was an 
early and suitable case for operation. A second 
infant showed a strikingly positive test. The patient 
—believed to be tbe first reported case of hydran¬ 
encephaly in a South African Bantu—was a plump 
infant with a large head measuring 19'A in. in cir¬ 
cumference. An electroencephalogram showed lit¬ 
tle or no electric activity on the left side; on the 
right, however, high-voltage delta activity was 
recorded. Five months later the child had shoum 
no neurological improvement, irritability had in¬ 
creased, and the head had enlarged to a circum¬ 
ference of 22V^ in. 

Paragonimiasis of Central Nervous System; Ob¬ 
servations on 76 Cases. Y. C. Shih, Y. H. Ch’en and 
Y. C. Chang. Chinese M. J. 77:10-19 (July) 1958 (In 
English) [Peking]. 

The authors report on 1 female and 75 male pa¬ 
tients with paragonimiasis of the central nervous 
system, who were admitted to the neurological 
service of the First Medical College in Shanghai be¬ 
tween 1951 and 1955. Paragonimiasis is a parasitic 
disease caused by the lung fluke, Paragonimus 
westermani. The lung was involved in all 76 pa¬ 
tients, who had cough, hemoptysis, and chest pain. 
The brain was involved in 71 patients, whose 
sxTTiptoms consisted of headache, epileptic seizures, 
and motor disability. The site of predilection was 
the temporal lobe. The spinal cord was involved 
in 8 patients, 3 of whom also had involvement of 
the brain. Of 69 patients subjected to roentgen-ray 
examination of the skull, only 9 showed abnormal 
findings, with osteoporotie lesions in the dorsal 
region of the sella turcica and enlargement of the 
hypophysial- fossa, indicating increased cranial 
pressure. Two patients had a discernible side-to- 
side shift of the calcified pineal gland. Pneumo- 
encephalographic studies revealed evidences of a 
mass-occupying lesion mixed with various degrees 
of brain atrophy in many patients. While pneumo¬ 
encephalography was of great diagnostic impor¬ 
tance, cerebral angiography was of little aid in the 
diagnosis of the disease. 

Thirty-one of the 76 patients were subjected to 
33 operations. Complete resection of the lesion was 
performed in 12 patients, and an adult worm was 
found in 8 of these; in 2 of 12 patients in whom 
partial resection was done, an adult worm was 
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detected. Four patients died in the immediate post¬ 
operative period, and 2 others died after 6 months 
and 1 year, respectively, the causes of death being 
apparently unrelated to the operation. Of the 25 
survmng patients, 14 were well without much 
handicap, 3 had occasional epileptic attacks, and 8 
were seriously crippled. Of the 40 patients not op¬ 
erated on because of relative mildness of clinical 
symptoms, inability to localize the lesion, or wide 
spread of brain atrophy, 2 died. Of the 38 surviving 
patients, 7 were markedly disabled, 6 had repeated 
epileptic attacks, and 25 had headache, impairment 
of vision, or some other neurological symptoms. 

Adult worms were found in 15 (40.5%) of 37 pa¬ 
tients either in the course of the surgical interven¬ 
tion or at autopsy. These findings support the 
concept that involvement of the central nervous 
system by paragonimiasis is due to direct invasion 
by the worm rather than to egg embolism for 
which no evidence was found. The authors agree 
with other workers that an adult worm is able to 
migrate within the host, and they believe that, in 
case of brain involvement, the path of entry of the 
worm is through the carotid canal. The anatomic 
proximity of the carotid canal to the basal portion 
of the temporal lobe, the site of predilection of the 
brain lesion, is emphasized. All the patients had 3 
or 4 courses of emetine and chloroquine therapy 
before they were operated on; yet, in their brains 
living worms were still present. Hence, to remove 
the worms and, thus, protect the nerve tissue from 
further damage, surgical treatment is required. 
Surgical treatment is contraindicated in patients 
with focal or diffuse brain atrophy, in those in 
whom the disease focus is so extensive that com¬ 
plete resection is impossible, and in the acute 
meningoencephalitic stage of the disease. 

GYNECOLOGY & OBSTETRICS 

The Stein-Leventhal Syndrome: A Curable Form 
of Sterility. I. F. Stein Sr. New England J. Med. 
259:420-423 (Aug. 28) 1958 [Boston]. 

The Stein-Leventhal syndrome consists of a his¬ 
tory of secondary amenorrhea and sterility, the 
finding of bilateral and symmetrically enlarged 
ovaries, and the excretion of normal amounts of 
17-ketosteroids and follicle-stimulating hormone in 
the urine. In approximately 30% of the patients 
tliere is a varying degree of hirsutism; there is no 
virilism. The breasts are smaller than normal in 
50% of the patients, and there is uterine hj'poplasia 
in 75%. The direct diagnosis of the Stein-Leventhal 
syndrome rests upon the history and upon physical 
and pelvic findings corroborated by or first revealed 
by one of the following visual methods of diagnosis: 
(1) gynecography (pneumoroentgenography); (2) 
culdoscopy; (3) colpotomy; and (4) laparotomy. 


Trials in patients with the Stein-Leventhal sjn- 
drome with endocrine therapy, roentgenotherapy, 
and no treatment at all have failed to result in 
permanently restored reproductive function. By 
proper wedge resection more than 85% of the pa¬ 
tients in the author’s series have been rendered 
ovulatory, as proved by the occurrence of pregnan¬ 
cy, and the fertility has been maintained through¬ 
out the woman’s normal reproductive span. The 
operation is essentially one of decompression of 
the ovaries rather than the removal of ovarian 
tissue. In all probability simple incision and punc¬ 
ture or multiple punctures alone may render a 
favorable result. Seventy-one of 96 patients were 
included in follow-up studies, from the standpoint 
of fertility, with the following results; 1. Sixty-three 
patients (88.7%) became pregnant one or more 
times. 2. One hundred forty-tliree pregnancies re¬ 
sulted, with 119 live births, including 4 sets of 
twins. 3. Two patients were undelivered at the 
time of this report. 4. Twenty-four patients had 
either miscarriages or stillbirths. In this series there 
were no ectopic pregnancies, no carcinoma of the 
endometi-ium. and no recurrence of bilateral poly¬ 
cystic ovaries. Although menses were restored in 
95% of the women after surgical resection of die 
ovaries, one patient was amenorrheic for an entire 
year; she then began to menstruate spontaneously 
and has continued to do so regularly. Selectivity of 
patients for wedge resection is of prime importance. 
Neither the complaint of sterility nor amenorrhea 
alone is sufficient basis in itself to justify surgical 
interv’ention. 

Carcinoma of the Cervical Stump. J. C. Ullery and 
B. V. Bisca. Am. J. Surg. 96:360-364 (Sept.) 1958 
[New York]. 

Despite the low mortality and morbidity of total 
hy'sterectomy today, the incidence of carcinoma of 
the cervical stump after supracervical or subtotal 
hysterectomy remains practically unchanged from 
that of 10 or 15 ymars ago. During the past 18 years 
82 patients with cancer of the cervical stump have 
been seen among a total of 1,027 patients treated 
for cervical cancer. Of these 82 cases, 58 (70.7%) 
were “true” cases and 24 (29.3%) were "coincident 
cases of carcinoma of the cervical stump, the coin¬ 
cident” cases being defined as those in which the 
diagnosis was made within 2 years from the tune 
of supracervical hysterectomy, and it was inter¬ 
preted that cancer existed at the time of the original 
operation. If the malignant lesion was manifested 
after that time, it was listed as a “true” case and 
was presumed to have developed after the opera¬ 
tion. Thus, in nearly one-third of the cases in 
which the diagnosis of cervical stump carcinoma 
was established, the malignancy was present when 
the initial operation was performed. 
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Tlie aijcs of llie 82 pulionls ra\ij!;ccl from 32 to 78 
' years, with a mean average of 52 ycar.s. Thirty 
' (36,67o) of the 82 patients had ner-er Ircen pregnant. 

Tlie latter figure is surprising, as parity has seemed 
to have more tlian a casual relationship to cervical 
* carcinoma. The ages at wiiicli tlie milliparous pa- 
r. lients had their supravaginal hysterectomies per- 
■■■ formed varied from 18 to 52 years, and 10 of the 
milliparous patients had undergone subtotal hyster- 
ectonu’ before the age of 30, which may help to 
“ e.\plain the low fertility of the entire group but 
r leaves une.vplaincd the indications for subtotal 
■- hysterectomy in this age group. The majority of 
the subtotal hysterectomies were performed for 
uterine fibroids. More than one-half (49) of the 
■ patients classified (International Classification) fell 
r, into the stage 2 ancl stage 3 categories, showing the 
degree to which the cancer had progressed beyond 
! the limits of the cervix by the time the patient bad 
made her initial visit to the clinic. Only 5 of the 
- stage 2 patients have survived, 3 of them for 5 
years or more. Each of the 3 is living with disease, 
complicated by rectovaginal fistula in the first and 
third patients and by colostomy and chordotomy 
in the second. Only 1 of the 11 iratients with stage 
4 cancer is living 4 years after treatment ancl with 
,, disease complicated by colostomy and chordotomy. 
The total 5-year survival rate for the 82 patients 
has been 35%. 

The therapy given to the 82 patients was basically 
radiation, consisting of either radium or radiocobalt 
(Co"”) administered intravaginally and usually fol¬ 
lowed by external radiation; several patients re¬ 
ceived Co*® intracervically. In recent years selected 
patients have received intravaginally administered 
Co““, follosved by radical cervicectomy and bilateral 
pelvic lymph-node excision. Mdien hysterectomy is 
indicated, the only' operation justified is total hys¬ 
terectomy', as this method offers the only' absolute 
metliod of eradicating carcinoma of the cervical 
stump. In all patients on whom hysterectomy is to 
be performed, a thorough study of the ceiwix by 
cytological and biopsy methods and the routine 
dilatation and curettage of the fundus and cervical 
canal must be done. 


PEDIATRICS 

School Epidemics of Tuberculosis. R. Mande, A. 
Herrault, P. Loubry and C. Bouchet. Semaine hop. 
Paris 34:1837-1842 (June-July) 1958 (In French) 
[Paris]. 

Epidemics of tuberculosis have changed greatly 
in recent years. Infection occurs at a much higher 
age than before, and tuberculosis has become rare 
in small children except in cases of direct family 
contamination. In contrast to this general tendency, 
collective contamination of children in schools has 


become more common and often has such an ex¬ 
plosive spread that these group infections have 
been called “school epidemics of tuberculosis.” 
These collective school epidemics have increased 
in recent years in France. From the epidemiologic 
point of view this fact is not surprising. The epi¬ 
demic spread of tuberculosis is only possible if 
most of the population concerned has never been 
exposed to Mycobacterium tuberculosis, and this 
is now largely true of children of school age in 
France. Tuberculosis in school epidemics is char¬ 
acterized by the appearance of the disease in an 
unusually large number of children, by' the rela¬ 
tively short time within which the cases occur (an 
average of 8 weeks), and by the frequency' of 
severe forms. It is to be noted that no instance of 
collective contamination was observed when the 
children in a school had been vaccinated with BCG. 

The origin of the tuberculous infection was es¬ 
tablished in 19 of 25 school epidemics studied by 
the authors. In 10 of these outbreaks, it could be 
traced to the teacher, in 8 to a pupil, and in 1 to a 
member of tlie auxihary personnel. The knowledge 
that group contamination may occur in schools 
makes regular examination of both pupils and mem¬ 
bers of the teaching staff essential. 

Study of the Medullary Iron in tlie Course of Acute 
Rheumatic Fever in Children. M. Bemheim, C. 
Mouriquand and D. Germain. Semaine hop. Paris 
34:1813-1871 (June-July) 1958 (In French) [Paris]. 

This study of medullary iron in patients \vith 
acute rheumatic fever is based on 119 myelograms 
obtained from 87 children, ranging in age from 5 
to 15 years. The acute stage of rheumatic fever is 
marked by a fall in the number of sideroblasts, 
contrasting with an increase in extraery'throblastic 
iron, which is often considerable. Normalization of 
the medullary iron level occurs when the inflam¬ 
matory process subsides, either spontaneously or, 
even more often, as a result of therapy. The changes 
observed in the present series were particularly 
distinct in the initial stage of the disease, i. e., the 
first 10 days after the onset of the articular mani¬ 
festations. The restoration of the medullary iron 
to normal was found in 46 myelograms obtained 
after treatment with deltacortisone or hydrocorti¬ 
sone, given in the usual doses, for from 1 to 8 weeks. 
The sideroblast level was equal to or higher than 
20% in 39 of the 46 patients (84.8%). The extra¬ 
cellular iron was considerably reduced; in 34 pa¬ 
tients it was normal (0 to 1-j-); in 10, 2-}-; and in 2, 
3-1-, which was the highest level observed. 

The significance of these changes in the medul¬ 
lary iron becomes clear in the light of studies by 
many workers on iron metabolism in the course of 
infection. These studies show that in the presence 
of inflammation iron is blocked in the reticuloen- 
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dothelial system; it is turned aside from its normal 
end, which is hematopoiesis. Cytological studies of 
medullary iron by the prussian blue reaction have 
illustrated tliis phenomenon in patients with acute 
rheumatic fever, showing that iron cannot pene¬ 
trate into the interior of the erythroblast in the 
acute stage of the disease and that, therefore, it 
accumulates in the reticular cells of the marrow. 
Normal utilization of iron is restored when the in¬ 
flammatory process disappears. 

The rapid normalization of medullary iron under 
the influence of corticoid therapy brings up the 
question of corticoid hormone intervention in iron 
metabolism. Recent studies seem to show that the 
principal action of the corticoid hormones is to 
facilitate iron absorption by the cells able to use 
them. According to this, corticoid therapy would 
act directly on the sideroblastic changes. In any 
case, the rapid suppression of the inflammatory 
process remains the primary factor in the normaliza¬ 
tion of medullary iron. Comparison of tlie level of 
medullary iron with that observed in the course of 
experimental acute scurvy reveals a striking simi¬ 
larity and suggests that tlie changes in patients with 
acute rheumatic fever may be explained by a de¬ 
crease in ascorbemia. The possibility that there is 
a relation between vitamin C deficiency and rheu¬ 
matic fever has already been mentioned by several 
workers. 

Septicemia of the Newborn. W. L. Nyhan and 
M. D. Fousek. Pediatrics 22:268-278 (Aug.) 1958 
[Springfield, III.]. 

The authors reviewed the records of all infants, 
less than 30 days of age, who were admitted to the 
pediatric service of the Grace-New Haven Com¬ 
munity Hospital in New Haven, Conn., between 
January, 1933, and July, 1957, and from whom 
positive blood cultures were obtained. From these 
patients 70 boys and 36 girls were selected, in 
whom a diagnosis of neonatal septicemia was made 
according to Silverman and Homan’s criteria for 
sepsis of obscure origin in the newborn infant. 
Males predominated in a ratio of 2 to 1. The mean 
age at onset was 9.6 days. Twenty-five of the 106 
patients were less than 48 hours of age at onset. 
The results of blood cultures showed that the dis¬ 
tribution of causative agents in recent years dif¬ 
fered from that observed before 1944. During the 
period from 1933 to 1943 the beta-hemolytic, group 
A, streptococci were predominant infecting or¬ 
ganisms, while between 1944 and 1957 infections 
with coliform organisms were the most common, 
although group A streptococcic infections con¬ 
tinued to occur. Significant numbers of those pa¬ 
tients observed in the last 15 years were found to 
be infected with Pseudomonas aeruginosa and with 
beta-hemolytic streptococci of groups other than A. 
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Fever, abdominal distention, jaundice, and enlarge¬ 
ment of the liver were the most common clinical 
manifestations suggesting sepsis. However, in most 
patients the clinical picture was one of general 
rather vague systemic illness. The serious nature 
of neonatal septicemia and the difficulty of eailv 
diagnosis were emphasized by the over-.nll mor¬ 
tality rate of 72% (76 of the 106 patients). 

Rapid institution of antibacterial therapy is essen¬ 
tial, for infants with septicemia often die before 
definitive bacteriological results of blood cultures 
are available. Vigorous search for the infecting 
organism is imperative; if the infecting organism 
is known at the time of instituting therapy, tlie 
choice of the antibiotic is simplified. The drug of 
choice in patients with srieptococcic and pneu- 
mococcic sepsis is penicillin; patients infected witli 
coliform organisms are best treated with a broad- 
spectrum antibiotic, such as chloramphenicol or a 
tetracycline, with or without additional administra¬ 
tion of streptomycin. For the initial treatment of 
severe staphylococcic infections, a combination of 
either chloramphenicol or erythromycin with a 
bactericidal drug, such as penicillin or streptomy¬ 
cin, would appear to be indicated. The genera! re¬ 
sistance of Ps. aeruginosa to most antibacterial 
agents is such that in the presence of this organism 
the use of polymyxin B combined with a broad- 
spectrum antibiotic would appear to be justified 
for initial therapy. The use of relatively large doses 
in initial antibiotic therapy is suggested by the 
rapidly fatal nature of the disease and the fre¬ 
quency of infection with resistant strains. Intensive 
therapy should be continued until the patient is 
free of signs and symptoms of infection and blood 
cultures are negative. 

Eczema Vaccinatum. A, H. Reynolds and H. A. 
Joos. Pediatrics 22:259-267 (Aug.) 1958 [Spring- 
field, Ill.]. 

The authors report the cases of 8 boys and 1 gH 
between the ages of 2 months and 4 years, who 
were admitted to the Children’s Hospital of Los 
Angeles with eczema vaccinatum. In only one o 
the children was the condition a complication to 
direct smallpox vaccination; in the others it w® 
the result of contact between a child with atopm 
eczema and a recently vaccinated child, usualiy a 
sibling. Suddenly appearing umbilicated posh! os 
and vesicles, limited in distribution to areas o 
atopic eczema on which they are superimposed, w 
an acutely ill child with fever and lymphadenop 
athy, are almost diagnostic of eczema vaccina ^ 
or eczema herpeticum. Umbilicated lesions do no 
occur with mere secondary bacterial ’ 5 ( 

Eczema herpeticum caimot be reliably os n 
guished from eczema vaccinatum by the charac 
and distribution of the lesions or by the course 
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the illness. History of direct contact with a recent 
vaccination (3 to 21 clays) or with a recent typical 
infection of hcipes simplex is strong presumptive 
evidence for the specific cause. Hyperimmune vac¬ 
cinia gamma globulin is now available for specific 
therapy. In the authors’ scries it was given intra¬ 
muscularly in closes of 0.6 to 1 cc. per kilogram of 
body weight. Two of the 9 patients died. The 
others recovered without further complications, 
except one patient who suffered significant scarring 
of the face and resoh’cd iridokeratitis. 

Because of the serious nature of eczema vacci- 
inatnm the following steps are recommended for 
prophylaxis: 1. No child with atopic eczema or 
other .skin disease should he vaccinated. 2. No 
child .should be vaccinated if an\' member of his 
family has eczema or other skin disorder. 3. Parents 
of children with eczema should be notified at the 
onset of the disease of the danger from vaccination 
contact. 4. If a sibling of a child with atopic eczema 
is vaccinated, he must be completely separated 
from that child for at least 21 days. 5. Forms used 
by state and local health departments for parents’ 
consent to vaccination should include an appro¬ 
priate warning of the contraindications. 6. Eczema 
vaccinatum should be a reportable disease. 7. Pa¬ 
tients recently vaccinated must be excluded from 
pediatric wards containing patients with atopic 
eczema, otlier diseases of the skin, burns, or heal¬ 
ing surgical incisions. S. Vaccination may be recom¬ 
mended at 2 months of age, especially for babies 
from strongly allergic families. 

Clinical Signs of Neonatal Tetany: With Especial 
Reference to Their Occurrence in Newborn Babies 
of Diabetic Mothers. W. S. Craig. Pediatrics 22: 
297-308 (Aug.) 1958 [Springfield, III.]. 

The author describes the occurrence of hypo- 
calcemic tetany in 7 newborn infants. All the babies 
were born prematurely, 6 of them to mothers with 
a history of diabetes mellitus. The mother of the 
7th infant was obese and had a prediabetic type of 
glucose tolerance curve. Clinical signs of tetany 
appeared within 24 hours of birth. They were 
severe in 5 infants and mild in 2. Significantly low 
concentrations of calcium were determined in the 
serums obtained from the 5 infants with severe 
clinical manifestations of tetany; the lowest value 
obseiwed was 2.6 mg. per 100 cc. In the 2 babies 
with mild clinical tetany the concentrations of 
calcium in the serum were also low but less dra¬ 
matically so than in the more severely affected 
infants. 

In discussing differential diagnosis of tetanic 
from nontetanic convulsions, clinical signs related 
to the presence of hyaline membrane, hypogly¬ 
cemia, intracranial injury, and meningitis are con¬ 
sidered. An observation of value is that in newborn 
babies, in whom hyaline membrane is later demon¬ 


strated at autopsy, respiratory embarrassment is 
detectable within about one hour of birth. In this 
series respiratory distress, occurring as part of the 
tetanic syndrome, did not appear at the earliest 
until some 6 to 12 hours after birth. The respiratory 
embarrassment in the infants with tetany was inter¬ 
mittent and lacked the insidious deterioration seen 
in premature babies with extensive hyaline mem- 
Iirane formation. Low concentrations of sugar in 
the blood were observed in only 1 of the 7 infants. 
In many respects the abnormal signs attributed by 
earlier workers to hypoglycemia resembled those 
associated with hypocalcemia in the 7 children. 

The differential diagnosis of tetany from cerebral 
disturbance due to stress of birth is not always easy, 
and the 2 conditions may occur simultaneously in 
the same infant. In none of the infants did tlie cir¬ 
cumstances of delivery suggest that the infant had 
been subjected to e.xcessive or unusual stress, ex¬ 
cept insofar as all the infants with tetany were 
premature. Features of the hyperactive phases seen 
in the babies with tetany, distinguishing these 
phases from convulsions due to intracranial trauma, 
were their frequent onset in the absence of stimuli 
and immediately after a sudden apneic attack, the 
development of generalized neuromuscular excita- 
bilit)' with no rhythmic movement pattern, and the 
expulsion of small masses of meconium. An unnat¬ 
ural quietness and almost absolute stillness fol¬ 
lowed periods of generalized neuromuscular agita¬ 
tion; this sudden change from wild excitability to 
silent immobility was not seen in any other neonatal 
condition. The possibility of intracranial infection 
was confidently excluded, since in each infant re¬ 
covery was rapid and complete in the absence of 
antibiotic therapy. 

Hypocalcemic tetany probably occurs with a 
significant frequency in babies newly born to 
mothers with diabetes mellitus. The occurrence of 
hypocalcemic tetany apparently is favored by the 
temporary decline which normally occurs soon after 
birth in the concentration of calcium in the serum, 
more particularly in premature babies. The dis¬ 
turbance of the normal maternal hormonal adjust¬ 
ments to pregnancy, and especially of adreno- 
pituitarj' function in diabetic mothers, may be a 
determining factor. 

Treatment of Tuberculous Meningitis of Cliildren 
with the Exclusion of the Subarachnoid Method of 
Therapy. A. N. Shvedova. Pediatriya 36:23-25 (Aug.) 
1958 (In Russian) [Moscow]. 

Shvedova reports on 32 children with tuberculous 
meningitis, who were treated with phtivazid (a 
vanilyl derivative of isoniazid) and with PAS by 
mouth and with streptomycin given intramuscu¬ 
larly. The drugs were not given by the subarach¬ 
noidal route. The improvement in the general state 
of the patients took place at an earlier date than 



1718 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Nov. 22,19o< 


it did in the childrei! previously treated by tire 
subarachnoidal route. The into.\ication decreased, 
the temperature returned to normal, the meningeal 
symptoms disappeared, and the cerebrospinal fluid 
returned to normal. There were no complications. 

Hyperthyroidism in Children. J. S. Hyde, M. A- 
Halpin and I. T. Bronstein. Illinois M. J. 114:45-51 
(Aug.) 1958 [Chicago]. 

The authors report on 10 girls and 1 boy with 
hyperthyroidism, who were between the ages of 3 
and 12 years at the time of onset of symptoms and 
were treated at the pediatric endocrinology clinic 
of the Univensity of Illinois College of Medicine. 
Diagnosis was unequivocal in every patient, al¬ 
though the severity and symptomatology varied. 
All the patients had an enlarged thyroid gland and 
the characteristic cardiovascular manifestations of 
rapid bounding pulse and wide pulse pressure. All 
but one patient had eye signs, varying from separa¬ 
tion of the eyelids to frank proptosis. Confirmation 
of the diagnosis had been obtained with radioiodine 
(I uptakes since 1950 and in more recent years 
with determinations of serum protein-bound iodine. 
Elevated values of serum protein-bound iodine of 
9 to more than 20 meg. per 100 cc, were seen. 

Either propylthiouracil or methimazole was used 
in treating these patients. The starting dose of 
propylthiouracil for young children should be 50 
mg. every 8 hours. For adolescents it ranges up to 
100 mg. every 8 hours. The dose of methimazole 
is about one-tenth that of propylthiouracil. The pa¬ 
tients were kept in the hospital under mild sedation 
until improvement occurred—usually within B 
weeks. However, a completely euthyroid status was 
usually not achieved for 2 to 4 months. The sub¬ 
sequent assessment of the thyroid status was based 
on clinical appraisal, and the dosage was regulated 
accordingly. Occasionally, over 500 mg. of propyl¬ 
thiouracil had to be given daily to arrest thyroid 
activity. Maintenance treatment, with doses re¬ 
duced to one-half or one-third, was continued for 
6 months after the euthyroid status had been 
achieved to prevent recurrence. Three of the 11 
patients in this series are still being treated with 
propylthiouracil. All are clinically euthyroid but 
require daily doses of 350 to 450 mg. of the drug 
to maintain remission. Their I uptakes 6 months 
prior to the time of writing, and after discontinu¬ 
ance of therapy for 1 month, were 57, 46, and 447® 
respectively. Some exophthalmos has persisted in 
the medically treated patients, but the thyroid 
gland has been considerably reduced in size. 

If a child continues to have hyperthyroidism for 
more than one month despite attempts at medical 
control, surgery is advisable. Accordingly subtotal 
th>Toidectomy was performed on 8 of fhe 11 pa¬ 
tients in this series because of nodulation of the 
thyroid, toxic reactions to the antithyroid drugs. 


failure to maintain the euthyroid state on an oaf. 
patient basis, or inability to maintain adequatt 
supervision of the patient after discharge from tb 
hospital. Of the 8 patients operated on, 6 are now 
euthyroid; 1, however, has mild hyperthyroidism 
and 1 has recurrent toxic states and is cunenll) 
receiving I therapy because of great emotiona' 
instability and failure to cooperate with medica 
management. A second operation was necessan 
in 2 patients because of recurrent thyroid nodules 
A long-term follow-up of patients, even after sub 
total thyroidectomy, is required. Surgical and mod 
ical opinions are divided about treatment of 
thyroidism in children. The lack of extended pa 
tient series, the relative rarity of this disorder ii 
children, and wide variations in follow-up prac 
tices at different clinics contribute to the existin: 
differences in point of view. 

Insulin-Producing Capacity of the Pancreas of Chil 
dren with Diabetes Mellitus. R. Klein, J. Marks am 
I. A. Mirsky. Pediatrics 22:289-296 (Aug.) 195! 
[Springfield, Ill.]. 

The authors determined the response of concen 
tration of sugar in the blood to the oral adminis 
tration of 50 mg. per kilogram of body weight o 
tolbutamide and 2 Gm. per square meter of esfi 
mated body surface of indole-3-acetic acid in 121 
children with diabetes mellitus and in childrei 
without evidence of metabolic disorder. Thesi 
drugs are insulin-dependent hypoglycemic agents 
Of the 120 children, 39 were studied during thei 
initial hospitalization within 3 months after thi 
diagnosis of diabetes mellitus had been made; 83 
children had had clinical diabetes mellitus for 6 to 

24 months, 23 had had it for 24 to 48 months, and 

25 had had evident disease for 48 months or more. 
The administration of tolbutamide to nondiabetic 
children resulted in a decrease in the concentration 
of sugar in the blood to 56 ± 5.8% of tlie initial 
concentration within 30 minutes; the concentration 
of sugar increased slightly by the second hour and 
then remained at a hypoglycemic level for the next 
3 hours. The nondiabetic children given indole-3- 
acetic acid did not show statistically significant 
changes in concentration of sugar in the blood. The 
administration of either tolbutamide or indole- 
3-acetic acid to the children whose metabolic 
derangement was discovered at or shortly before 
the time of admission resulted in a marked, sta¬ 
tistically significant hypoglycemic response to about 
70% of the initial concentration of sugar in the 
blood. A similar statistically significant decrease in 
the concentration of sugar in the blood was ob¬ 
served in the children with diabetes mellitus of 6 
to 24 months’ duration who were given indoIe-3- 
acetic acid. The children with diabetes mellitus o 
24 or more months’ duration showed less or no 
hypoglycemic response to the standard dose o 
either agent. 
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Since cliilcliTn with diiil)ctcs of recent origin do 
respond to tliese insulin-dependent hypoglycemic 
ngents, it is postulated that the pancreas is capable 
of secreting insulin early in the course of diabetes 
in young persons. This ability is gradually and 
steadily lost, so that children with diabetes of over 
, 2 ycar.s’ duration are almost uniformly unresponsive 
to these 2 hypoglycemic agents. The data suggest 
that, after a variable period of clinically evident 
diabetes mellitus, the pancreas of the child becomes 
exhausted and incapable of secreting insulin. 

Tlieorctical and Practical Questions on Chromo¬ 
somal Sex Determination. E. Zdansky. Ann. paediat. 
191:26-49 (July) 1958 (In German) (llasel, Switzer¬ 
land]. 

Some investigators of chromosomal sex determi¬ 
nation suggested that the sexual differences in the 
sex chromatin are caused by the differences in the 
size of the heterochromatic portions of the sex 
chromosome complexes of the nuclei of the somatic 
cells in females and males. Whereas the hetero¬ 
chromatic portions of 1 X-chromosome alone or of 
1 X-chromosome and 1 Y-chromosome together are 
not large enough to be differentiable from the re¬ 
mainder of the chromatin, the female XX-complex 
is just large enough to be recognized as the “sex 
chromatin.” Some observers cited as proof of this 
assertion the observation that the ovulum in the 
human ovary, which contains only 1 X-chromosome, 
has no sex chromatin but the surrounding follicular 
cells do have the sex chromatin. Considered from 
this view'point, the sex chromatin is really the con- 
globation of the heterochromatic compact porHons 
of the 2 X-chromosomes of the cellular nucleus in 
the female organism. The male X-Y complex, which 
under normal conditions is too small to be differ¬ 
entiable from the remaining chromatin, becomes 
evident during chromatolysis. This fact must be 
considered during the practical evaluation of this 
sexual differentiation. 

The author discusses various metliods employed 
in chromosomal sex determination. At least 2 
methods should be used to arrive at a reliable 
diagnosis of the genetic sex. The methods most 
easily employed in a clinic are the determination 
of chromosomal sex from the segment-nuclear leu¬ 
kocytes and from the epithelial cells of the buccal 
mucosa. The advantages of Feulgen staining over 
those of cresyl-violet staining are pointed out. 
Chromosomal sex determination is of particular 
importance in problems of intersexuality and in 
persons with deformities of the genitalia. The re¬ 
sults obtained in persons with such abnormalities 
raised the question xvhether the sex chromatin is 
influenced by genetic, endocrine, or other factors. 
In this connection the author gives particular at¬ 
tention to the “drumstick” form of the sex chromatin 
in the leukocytes. If endocrine or other factors seem 


to exert an influence on the sex chromatin, they do 
this only indirectly by way of the nuclear mor¬ 
phology, because the influence becomes apparent 
only in the nuclei of the neutrophil leukocytes, not 
in the nuclei of the mucosal epithelium. 

Meningeal Hemorrhages of Weak and Premature 
Infants: New Anatomicoclinical Investigations. 
P. Giraud, J. Espinas, J. Coignet and P. Decoppet. 
Semaine hop. Paris 34:1817-1830 (June-July) 1958 
(In French) [Paris]. 

Meningeal hemorrhage is a frequent cause of 
mortality during the first days of life in weak and 
premature infants! It was observed in 75 (15%) of 
500 infants weighing less than 2,000 gm. (4% lb.), 
who were admitted to the Centre Hospitalier for 
weak and premature infants at Marseilles, during 
the last 5 years. Meningeal hemorrhage was re¬ 
sponsible for 51 of the 100 deaths due to known 
causes, and of the infants in whom this complica¬ 
tion occurred, 70% died. Autopsy findings in 59 
cases showed that meningeal hemorrhage is not 
caused by rupture of the large vessels or by lacera¬ 
tions of the dura mater but that it is the result of 
a slow escape of blood, often associated with 
edema of the central nervous system. The hemor¬ 
rhage originates in the pia mater, the choroid 
plexuses, and the vessels of the ventricular walls. 
The mechanism producing this accident depends 
more on the degree of debility and prematurity 
than on obstetric trauma. The clinical signs of men¬ 
ingeal hemorrhage consist of respiratory disturb¬ 
ances, rather than of neurological disorders in the 
strict sense. Vasomotor disturbances, due to tlie 
inability of the vegetative system .to perform its 
function because it is not yet fully developed, seem 
to be responsible for the edematous and hemor¬ 
rhage-producing congestion of the nerve centers 
seen in the specimens. Prematurity itself, that is, 
the anatomic and functional underdevelopment of 
the nerve centers and the vegetative system, is ap¬ 
parently the cause of meningeal hemorrhage in the 
weak and premature infant. Other factors, such as 
trauma and anesthesia, may contribute to the fatal 
outcome, but the premature infant can be said in 
many instances to die because of the functional 
inadequacy of his nervous system. 

Therapy should be based chiefly on careful reani¬ 
mation, the administration of circulatory analeptics, 
coagulants, and, as adjuvants, nerve sedatives. 
Lumbar puncture and transfusions should be used 
with caution. Cortisonic remedies do not appear 
to have much effect on the course of the condition. 
Good nursing care, carried out by a well-trained 
nursing staff, is just as important as purely medical 
treatment. Preventive treatment of debility alone 
can diminish the frequency and severity of men¬ 
ingeal hemorrhage, which still contributes so ex¬ 
tensively to infant mortality statistics during the 
first days of life. 
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A Major Clinical Entity in Pediatrics: Respiratory 
House-Dust Allergy. R. Mande, A. Herrault and 
C. Therond. Semaine hop. Paris 34:1843-1852 (June- 
July) 1958 (In French) [Paris]. 

Respiratory house-dust allergy, which is the most 
common form of respiratory allergy in the Paris 
region, may appear as rhinitis, rhinopharyngitis, re¬ 
current tracheitis, bronchial asthma, or true asthma. 
The condition seems to be more prevalent in boys 
than in girls; out of 308 children with this form of 
allergy, 189 (61.3%) were boys. The age of the 
children at onset varies. Disturbances are not ex¬ 
ceptional before the first year of life, and in 21% 
of the children of this series they began before the 
age of 6 montlis. Certain clinical signs, especially 
the appearance of the symptoms in die autumn 
and winter, should be sufficient to arouse suspicion 
of the allergic nature of the disturbance and should 
lead to tests with specific allergens. Intradermal 
tests are preferable to scarification, because they 
produce more distinct reactions. Examination 
should consist of thorough interrogation, clinical 
examination, a search for other allergic manifesta¬ 
tions, especially cutaneous ones, a study of the 
eosinophil count, and examination of the nasal 
mucosa. Treatment does not consist in desensitiza¬ 
tion properly speaking, but rather in “mithridatism” 
or hyposensitization. This may be produced either 
by giving injections of gradually increasing doses 
of dust extract at short intervals, or by giving ex¬ 
tremely weak doses of dust extract at longer in¬ 
tervals. The second method takes longer, but it is 
especially suitable for children, because it is gende 
and fle.xible. Out of 154 children so treated, 133 
were definitely improved (86.4%); 18 were mod¬ 
erately improved (11.7%); and in 3 (1.9%) the treat¬ 
ment did not seem to influence the allergy. Thus, 
satisfactory results were obtained in more than 
80%. The success of the treatment was most strik¬ 
ing in the seriously ill patients with permanent 
asthma or inveterate cough, most of whom were 
able to resume their normal activities and school 
attendance. The authors emphasize the fact that, 
except in limited and definite instances, all rhino- 
pharyngeal surgical interventions, such as tonsillec¬ 
tomy and adenoidectomy, should be avoided in 
allergic children, because they lead to undesirable 
sequelae. 


UROLOGY 

Long-Term Treatment of Urogenital Tuberculosis 
with Triple-Drug (Aminosalyl + Streptomycin -{- 
Isoniazid). C. G. Hansson. Nord. med. 60:978-979 
(July 10) 1958 (In Swedish) [Stockholm]. 

The advantages of treatment of urogenital tuber¬ 
culosis with a combination of chemotherapeutics— 
PAS, streptomycin, and isoniazid—that are (1) lower 
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doses of the preparations can be applied and lo.xic 
side-effects avoided, (2) a synergetic effect results 
presumably because the preparations have different 
points of attack on the tubercle bacilli, and (3) fffe 
development of resistant strains can be delayed or 
possibly prevented by the combination of thera¬ 
peutics. At Ravlanda Sanatorium triple-drug treat¬ 
ment was given for at least a year to 25 patients 
(17 men and 8 women) with urogenital tuberculosis. 
In all cases the urine reverted to. normal. The av¬ 
erage time from the start of treatment until rever¬ 
sion was 2.9 months; the average time from rever¬ 
sion until the last guinea-pig test was 18.2 months. 
No relapses occurred during this time. The average 
time of observation from ended treatment until 
the last guinea-pig test was 6.2 months. Earlier 
experiences showed that in cases with recurrence 
the relapse, as a rule, appeared during the first 
months after ended treatment. Because of the good 
results of triple-drug therapy at Ravlanda, nephrec¬ 
tomy is performed only in cases where there is 
marked reduction of function in one kidney be¬ 
cause of extensive tuberculous changes. In 12 other 
patients (9 men and 3 women) given triple-drug 
therapy for a time, one of the preparations was 
withdrawn on account of side-effects; however, 
treatment was continued with the other prepara¬ 
tions for at least a year, with good effect. In a few 
patients the triple-drug treatment was not carried 
out for a year, as tubercle bacilfi continued to be 
found in the urine after 6 to 8 months’ treatment, 
and another combination was applied. 


INDUSTRUL MEDICINE 

Pneumoconiosis in Iron Miners: Chemical and His¬ 
tological Study. R. Even and C. Sors. J. franp. med. 
et cluT. tliorac. 12:374-387 (No. 4) 1958 (In French) 
[Paris]. 

A partial answer to the question whether the 
pneumoconiosis of iron miners is a siderosis, a 
silicosis, or a combination of these conditions has 
been obtained by the chemical and histological 
study of autopsy specimens in 12 personal iinpnb' 
lished cases of pneumoconiosis. The patients were 
miners who had worked exclusively in iron mines 
and who had been exposed to the danger of 
moconiosis for from 19 to 31 years (average, -3 
years). The disease was recognized, and the pa¬ 
tients were indemnified from 1 to 7 years before 
death in 7 of the 12 cases; in tire other 5, tire diag¬ 
nosis was established only after death. The level o 
free silica in the lungs, which is normally 50 mg- 
per 100 Gm. in a fresh specimen and 250 mg- P®s 
100 Gm. in a dry specimen, was twice or three 
times that amount in 6 cases, 5 of which presente 
evidence of silicosiderosis. Ferric oxide was aU 
greatly increased, usually to a level 14 or 15 times 
the normal, in all 12 cases. 
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Dcatli was caused by riglit veiUricular insuffi¬ 
ciency in 7 palionls, pulmonary tuberculosis in 1, 
ordinary broncbopneuinonia in 1, prostatic cancer 
in 1, primary broncbinl cancer in 2, and various 
conditions in 4. Right ventricnlar insufficiency was 
the cause of death in 5 of the 6 patients who had 
silicosiderosis and in 2 of the 6 who had siderosis. 
Sclerosis, emphysema, and siderosis were constant 
histological findings, in contrast to silicosis which 
was found in only half of the specimens. The case 
reports and the autopsy findings in these 12 pa¬ 
tients, as presented in this article, thus show that, 
contrary to the optimistic views commonly held, 
the pneumoconiosis of iron miners usually pro¬ 
gresses to death as a result of right ventricular in¬ 
sufficiency. It should therefore be regarded as an 
occupational disease entitling the patient to com¬ 
pensation. 

Pneumoconiosis from Bagasse, Cement and Agave. 
E. W. Baadcr. Bob Asoc. ined. Puerto Rico 50:171- 
180 (May) 1958 (In Spanish) [Santurce]. 

Inhalation of the dust of bagasse, cement, and 
agave fibers is a frequent cause of industrial pneu¬ 
moconiosis. The symptoms of bagassosis may ap¬ 
pear as early as 8 weeks after e.xposure of a person 
to the dust. They consist of acute bronchitis and 
atypical pneumonia, with fever, violent cough, and 
hemoptj’sis. The disease may be fulminant, may 
follow a natural course to recovery of the patient, 
with or without respiratory sequelae, or may fol¬ 
low a slow course for .3 or 4 years to a fatal out¬ 
come. The disease is believed by some to be an 
allergy; by others it is considered a reaction of the 
lungs either to a foreign body or to the salicylic 
acid contained in bagasse. The author believes that 
bagassosis is a mycosis caused by fungi and spores 
firing in bagasse. He isolated 8 strains of organisms 
of the Aspergillus, Rhizopus, and other genera 
from bagasse. The pathological condition of the 
lungs of rats which had been subjected to inhala¬ 
tion of bagasse dust consisted of a chronic inflam¬ 
mation and a foreign body reaction. Although 
there is no specific treatment for bagassosis, pre¬ 
vention of the disease by means of apparatus to 
absorb the dust in sugar factories is of value. 

Contact of cement dust with the skin may pro¬ 
duce abscesses, ulceration, eczema, and other 
cutaneous lesions. Working in an environment 
pregnant with cement dust may cause conjunc¬ 
tivitis, inflammation and ulceration of the buccal 
and nasal mucosa, and even perforation of the 
nasal septum. Inhalation of cement dust may cause 
the formation of rhinoliths and inflammation of the 
mucosa of the upper respiratory tract. Cement 
pneumoconiosis is rare. Still more rare are the 
severe forms of the disease progressing to a fatal 


outcome. Pneumoconiosis caused by the dust from 
fibers of the agave is more frequent than it is be¬ 
lieved to be according to the modern literature. 

The Effect of Tractor Noise on the Auditory Sensi¬ 
tivity of Tractor Operators. D. M. Lierle and S. N. 
Reger. Ann. Otol. Rhin. &: Laryng. 67:372-388 
(June) 1958 [St. Louis]. 

Little is known about the effect of tractor noise 
on auditory sensitivity. During a practice of oto¬ 
laryngology for the past several years in a rural 
area, the authors observed a number of farmers 
with dips at 4000 cps. In some instances the ear 
history and the physical examination were normal, 
except for the probability of tractor-noise-induced 
hearing loss. This paper presents the results of a 
two-part study of the effect of tractor noise on 
auditory sensitivity: the first part deals with the 
measurement of tractor noise; the second part is 
concerned with the results of pure tone threshold 
sensitivity measurements on 80 full-time tractor 
operators. The authors consider the results of this 
preliminary study as tentative until confirmed by 
other auditory measurements. They note the fol¬ 
lowing points: 1. Tractor noise is sufficiently high 
in intensity to produce high-frequency hearing 
losses in tractor operators with noise susceptible 
ears if exposed over a period of several years. 2. 
The intensity of tractor noise can be reduced by 
more effective mufflers; the noise of certain tractor 
attachments also can be reduced by vibration con¬ 
trol methods. 3. Dips in high-frequency perception 
are more common in patients between the ages of 
.30 and 60 years. 4. The absence of dips in older 
persons does not nde out the possibility of some-~ 
noise-induced hearing loss. 5. Slightly greater losses 
occur in left than in right ears. 6. Individuals with 
noise susceptible ears usually experience tinnitus; 
such persons should wear ear plugs while operating 
tractors. 7. It is recommended that hearing surveys 
in the future be designed to test sensitivity at 500, 
1000, 2000, 3000, 4000, and 8000 cps in order to 
obtain more information about the frequency-in¬ 
tensity characteristics of dips and to learn rriore 
about the aging ear. 

THERAPEUTICS 

The Liberation of Morphine from Codeine in Man 
and Dog. P. Paerregaard. Acta pharmacol. et toxi- 
col. 14:394-399 (No. 4) 1958 (In English) [Copen¬ 
hagen]. 

In an attempt to answer the question whether 
the analgesic action of monomethyl-morphine (co¬ 
deine) is due entirely or in part to conversion into 
morphine, experiments were carried out on 6 
human volunteers and on 3 dogs. The human 
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volunteers were given 50 mg. of codeine phosphate 
orally, and urine was thereafter collected over 
8-hour periods. Each of the dogs was given doses 
of 2, 20, and 40 mg. of a preparation containing 5% 
codeine per kilogram of body weight in 3 succes¬ 
sive experiments; the drug was given subcutane¬ 
ously in 2 experiments and orally in 1. Urine speci¬ 
mens were collected for 24 hours in 2 amounts—an 
8-hour fraction and a 16-hour fraction. Each urine 
specimen was analyzed for morphine, 1 portion 
before and 1 portion after hydrolysis, in order to 
determine both free and total morphine. About 4% 
of the administered amount of codeine was ex¬ 
creted as morphine in the urine of the human 
volunteers. This corresponds to a conversion into 
morphine of about 10% of the codeine. No measur¬ 
able amounts of free morphine were found in the 
urine. In the dogs, about 2% of the codeine was 
demethylated to morphine. After the administration 
of the largest doses of codeine, 2 to 4% of the mor¬ 
phine excreted was in the free form. These findings 
suggest that the pharmacological action of codeine 
is due, at least in part, to the morphine produced. 
There is much evidence to suggest that the effect 
of the resulting morphine is considerably less than 
that of the same amount of morphine injected as 
such into the organism. 

Clinical Experiences with Orisul, a Long-acting 
Sulfonamide Preparation. A. F. Essellier, H. Hun- 
ziker and R. Goldsand. Schweiz, med. Wchnschr. 
88:813-817 (Aug. 16) 1958 (In German) [Switzer¬ 
land]. 

The authors report on 73 patients with diseases 
of the genitourinary tract, 37 patients with diseases 
of the respiratory tract, 3 patients with diseases of 
the bile ducts, and 7 patients with miscellaneous 
conditions who were admitted to the medical clinic 
of the University in Zurich, Switzerland, and were 
treated with Orisul [3-(p-amino-benzolsulfonami- 
do)-2-phenyl-p)T:azol]. As a rule, the patients were 
given orally 1.5 Gm. of the drug per day; a few 
seriously ill patients were given 1.5 Gm. twice a 
day at intervals of 12 hours. Unconscious patients 
or those with a preceding intestinal disturbance 
were given 0.5 to 1 Gm. of the drug intramuscular¬ 
ly every 12 hours. The success of the therapy was 
evaluated according to the following criteria: res¬ 
toration of temperature to normal, improvement in 
local findings,- decreased erythrocyte sedimentation 
rate, and generally improved condition. The ab¬ 
sorption, excretion, and tolerance of the drug were 
studied in an additional 54 patients. 

•Maximal concentration of Orisul in the blood 
was obtained within 3 or 4 hours after the oral 
administration of a single dose of 1.5 Gm., and 
after 44 hours the blood level was still 1.5 mg. per 


100 cc. The degree of acetylation proved to be 
small, 10 to 15% appearing in the blood in the 
acetylated form. Orisul proved to be clinically effe^ 
tive in infections caused by streptococci, entero¬ 
cocci, pneumococci, staphylococci, Escherichia coli, 
and Proteus organisms. Of the 73 patients mti 
genitourinary disturbances, 59 had chronic cystitis, 
7 acute cystitis, and 7 acute cystopyelitis. Thirty- 
six of the patients with chronic cystitis, 4 of those 
with acute cystitis, and 4 of those with acute cysto¬ 
pyelitis were clinically cured. Of the 37 patients 
with diseases of the respiratory tract, 10 had bron¬ 
chopneumonia, 3 had peribronchiectatic pneu¬ 
monia, 9 had emphysematous bronchitis, 6 had 
pneumonia associated with influenza, and 7 had 
various pulmonary conditions. Good results were 
obtained with Orisul in 5 patients with broncho¬ 
pneumonia, in 2 with peribronchiectatic pneu¬ 
monia, in 5 with emphysematous bronchitis, and 
in 5 with pneumonia resulting from influenza. Tem¬ 
perature was restored to normal by crisis within 1 
or 2 days. One patient with chronic cholecystitis 
and 2 patients' with cholangitis made a complete 
recovery. Orisul proved to be effective in 3 pa¬ 
tients with acute tonsillitis and furunculosis and in 
2 patients to whom it was given prophylactically 
to prevent infection in the course of corticosteroid 
therapy. It was also clinically effective in many 
patients in whom the causative agents were found 
to be resistant in vitro to other sulfonamide prepa¬ 
rations or to antibiotics and in whom treatment 
with these other drugs had been ineffective. Un¬ 
desirable side-effects, such as nausea, formation of 
Heinz bodies, and allergic cutaneous reactions, 
were rare. 


Use of Sulfonylurea Compounds for Treatment of 
Diabetes Mellitus. J. R. Hofstetter and C. Ramel 
Schweiz, med. Wchnschr. 88:821-827 (Aug. 23) 1958 
(In French) [Basel, Switzerland]. 


The authors report on 160 patients with diabetes 
mellitus who were given ambulatory treatment wit 
the sulfonylurea compounds, carbutamide (BZ m) 
and tolbutamide (D 860). Of the 160 patients, w- 
were more than 40 years of age and 8 were less 
than 40. Treatment was effective in 136 patients, 
and 24 patients were failures. Six (75%) of the 
patients, aged less than 40 years, were failures. 

43 patients over 70 years of age, 1 (2.5%) was a 
failure. The ratio of failures thus diminished wit 
age. The older the patients the better they la 
sponded to the treatment. , 

Of the 24 patients in whom the treatment ® ’ 
the duration of the disease was less than 6 months 
in 1 and more than 5 years in 14; thus, there w’cre 
more failures among Rie patients with diabetes 0 
longer duration. There were more failures as 
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among those requiring higli doses of insulin, but. 6 
of 14 patients requiring more than 40 units of 
insulin re.sponded satisfactorily to the treatment 
with sulfonylurea compounds alone. The duration 
of previous treatment with insulin did not seem to 
be of great importance. Juvenile patients wth 
diabetes mellitus and those with hemochromatosis 
did not, as a rule, respond to the treatment with 
sulfonylurea compounds. Although late failures 
have been reported by other workers, they were 
not observed by the authors. In contrast to other 
workers who have been able to decrease the amount 
of insulin administered b)' combining it with sul¬ 
fonylurea compounds, especially in young and in 
hospitalized patients, the authors were not able to 
obtain favor.able results by such a combined treat¬ 
ment in their ambulatory patients. 

Intolerance for carbutamide was obsers’ed in 13 
patients and intolerance for tolbutamide in 2; these 
observations confirmed those by other workers that, 
in general, the tolerance for tolbutamide is better 
than that for carbutamide. Occasionally it was 
possible to overcome sensitization to the drug by 
a progressive increase of \'en' small doses (desensi¬ 
tization). Hypoglycemia, as a rule, is rare, but 1 
case of severe luqioglycemia resulting in death was 
obsers’ed in a 63-year-old woman with adrenal 
cortical hypofunction (Addison’s disease), who was 
given 3 tablets of carbutamide daih’ in an attempt 
to stimulate the patient’s appetite. A definite in¬ 
crease in body weight, continuing for some weeks 
in the course of the treatment with carbutamide, 
was obsers'ed in several patients. The effects of 
carbutamide and tolbutamide were compared in 
48 patients who first were treated with carbutamide 
and then with tolbutamide; in 34 of the 48 patients 
the 2 compounds were equally effective, but in the 
remaining 14 tolbutamide was inferior to carbuta¬ 
mide. Eight of the 160 patients bad cirrhosis of the 
liver, and this complication was not influenced by 
treatment with the sulfonylurea compounds; these 
drugs did not seem to e.xert an effect on the vascular 
and infectious complications of diabetes mellitus. 
Carbutamide has more secondar}' effects than tol¬ 
butamide, but it is also more active than that drug. 

Clinical Cure of Buerger’s Disease with a New 
Treatment: Malarial Therapy. F. Corelli. Minerva 
med. 49:2685-2696 (Julv 7) 1958 (In Italian) [Turin, 
Italy]. 

During the past 17 years the author has treated 
32 patients with thromboangiitis obliterans (Buer¬ 
ger’s disease) by the intravenous administration of 
30 to 50 cc. of homologous blood obtained from 
patients with tertian malaria during the episodes of 
chills. Malai-ia was thus induced without the incu¬ 
bation period, and the disease began its clinical 
course a few hours after the injection. First, the 


temperature rose from 39 C (102.2 F) to 40 C 
(104.0 F), accompanied by leukopenia and spleno¬ 
megaly. The temperature remained constant for 
the first 2 to 4 days of the incidence of malaria 
and was followed by the typical chills of tertian 
malaria. Buerger’s disease was clinically cured 
after 7 or 8 chills in a period of 10 to 15 days. The 
induced malaria was then cured with chloroquine, 
administered by the oral or the intramuscular 
route, within 24 hours. The general health of the 
patients improved remarkably a few days after 
they became afebrile, and no complications at¬ 
tributed to malarial infection developed in them. 
However, smoking or inhalation of the air of smoke- 
filled rooms proved harmful, and elimination of all 
contact with smoking was considered essential. 

Treatment of Buerger’s disease with malarial 
therapy can have adverse effects in patients who 
are simultaneously treated with either cortisone or 
corticotropin (ACTH). This therapy may also be 
harmful for patients who have undergone unilateral 
adrenalectomy and is contraindicated for those who 
have undergone bilateral adrenalectomy. The au¬ 
thor believes that the therapeutic effect of malarial 
therapy for Buerger’s disease is based not merely 
on its andpyretic properties but that this is an 
instance of a disease cured by induction of another 
disease. Malaria as a “second” disease produces 
systemic anti-inflammatory, analgesic, and resolvent 
actions. 


PATHOLOGY 

Studies on Division Inhibition and Filament For¬ 
mation of Escherichia Coli by Ultraviolet Light. 
R. A. Deering. J. Bact. 76:123-130 (Aug.) 1958 
[Baltimore]. 

The author carried out quantitative microscopic 
studies for determining the effect of monochromatic 
ultraviolet radiation on the cellular division of 
Escherichia coli, strain B. It was found that the 
division inhibition, or, more accurately, extended 
delay, which is produced in Esch. coli by relatively 
low doses of monochromatic ultraviolet radiation, 
is rather specific in that division stops, while total 
mass, ribonucleic acid, and deoxjTibonucleic acid 
synthesis continue at nearly the same rate as for 
dividing cells. The nondividing cells continue to 
increase in length, and long filamentous cells result. 
The curx'es in which survival and retention of abil¬ 
ity to divide are plotted against dosage of ultra¬ 
violet radiation indicate that a single hit disor¬ 
ganizes an entire cell. The 37% survival dose is 3 
ergs per square millimeter at 2652 A ultraviolet 
radiation. Many of these filaments recover the abil¬ 
ity to divide at some later time and form normal¬ 
appearing macroscopic colonies. The ultraviolet 
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action spectrum for division inhibition suggests 
nucleic acid as the ultraviolet absorbing cell com¬ 
ponent active in initiating the extended delay. The 
division inhibition can be partially reversed by 
irradiation with visible light if given within 20 
minutes after the completion of the dose of ultra¬ 
violet irradiation. The filaments appear to be single 
cells with many “nuclear bodies” and not segmented 
structures or chains of cells. 

Metastasis of Cancer to Cancer. I. Gore and R. Barr. 
A. M. A. Arch. Path. 66:293-298 (Sept.) 1958 
[Chicago]. 

Metastasis of cancer to cancer is an exceedingly 
rare event, considering the frequency of neoplastic 
disease and the not uncommon occurrence of mul¬ 
tiple malignancies. Two such cases are reported in 
which widespread carcinomas, originating in breast 
and prostate, respectively, formed secondary de¬ 
posits in localized nephromas. In view of the fact 
that the success or failure of secondary tumor 
growth is dependent upon competition with the 
host tumor for essential nutrients, and in view of 
the smaller nutritive requirements of the localized 
h\q)ernephroid tumors, it is not surprising that such 
tumors are the recipient neoplasms in more than 
two-thirds of the cases inasmuch as they are one of 
the less frequent forms of cancer. The rarity of 
metastasis to cancer and the fact that the supply of 
nutrients is more often than not inadequate for 
the simultaneous growth of 2 malignant neoplasms 
are compatible with the tenet that the localized 
hypernephroid growths are dormant growths and 
have not as yet attained the degree of anaerobic 
metabolism characteristic of full-grown malignant 
neoplasms. 

Yeast Antibiotic with Therapeutic and Prophylactic 
Properties. I. A. Parfentjev. J. Infect. Dis. 103:1-5 
(July-Aug.) 1958 [Chicago]. 

The author isolated from alkaline aqueous ex¬ 
tracts of brewer’s and baker’s yeast a fraction con¬ 
taining a protein possessing anti-infectious prop¬ 
erties. This new agent was called Malucidin. It 
differs from other antibiotics in that it has a much 
broader spectrum of action and produces a longer 
lasting effect. The new antibiotic is readily soluble 
in water in a wide range of pH, has an isoelectric 
point near pH 2, and is not dialyzable. It can be 
precipitated in 50% ammonium sulfate and also by 
the addition of an equal volume of acetone; it can 
be precipitated easily at neutrality by 0.05 M cal¬ 
cium chloride or by only 0.005 M cadmium clilo- 
ride. Chemotherapeutic e.xperiments with this agent 
showed solid protection of mice, guinea pigs, rab¬ 
bits, and pigeons against many species of gram¬ 
negative and gram-positive bacteria. Malucidin 
also protected mice against systemic infection wth 


Candida albicans and against Shigella endotorin. 
Peritoneal injections of Malucidin in mice induced 
resistance to infections with Proteus organisms 
which lasted one month. 

Symptomatology and Pathology of Pulmonar) 
Adenomatosis. P. Weicksel and H. Cain. Ztsclu 
Win. Med. 155:310-328 (No. 3) 1958 (In German) 
[Berlin]. 

The authors report on 4 women, aged 43,34,39, 
and 61 years, respectively, with pulmonary adeno¬ 
matosis, on whom autopsies were performed after 
death. Tumors of adenomatous type in the lung 
may be classified in 3 basic groups: (1) those oc¬ 
curring in the course of diffuse, progressive, inter¬ 
stitial pulmonary fibrosis and cirrhosis (so-called 
pseudoadenomas); (2) those of congenital origin; 
and (3) genuine primary pulmonary tumors (pul¬ 
monary adenomatosis in the proper and narrower 
sense). All 4 patients had tumors of the third b’pe. 
The first symptoms of the disease were refractor;' 
irritative cough and pain at the side of the in¬ 
volved lung. The occurrence of copious, mucous, 
watery-clear sputum was manifested almost simul¬ 
taneously with increasing dyspnea. When pulmo¬ 
nary insufficiency became manifest, it dominated 
the clinical picture until tire patient died. The pri¬ 
mary cause of this pulmonary insufficiency is a 
disturbance of ventilation, since the alveoli are 
filled with mucus and their walls are lined with 
mucus-forming, high cylindrical cells. But there 
may also occur a disturbance due to spread and 
manifested by considerable reduction of the res¬ 
piratory limiting values. A malignant behavior ol 
the tumor was observed from the onset in the 39- 
year-old patient, with rapid destruction of paren¬ 
chyma, vascular involvement, and metastases; 
connective tissue thickening of the interalveoiai 
septal structures was associated with considerable 
restriction of the capillary surface. Prolonged dura 
tion of such changes may cause dilatation of the 
right heart, as it occurred in this patient, anc 
chronic cor ptilmonale may result later. 

Autopsy findings showed macroscopically 2 fornii 
of adenomatosis, i. e., focal-nodular adenomatosn 
and diffuse adenomatosis reminding one of lohai 
pneumonia. The latter form probably originaf^ 
from the first by secondary spread. Microscope 
findings also revealed 2 forms of adenomatosis. Tm 
cell picture of the first form was that of a complot^') 
uniform, highly differentiated adenoma whid 
hardly had the appearance of a malignant tumor 
There was no involvement of blood and l)mip' 
vessels. The pulmonary structure was presen'co 
Aerogenic spread to several lobes may cause res¬ 
piratory insufficiency and cardiovascular decom¬ 
pensation, and this course is responsible for tm 
unfavorable prognosis. The cell picture of 
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second form did not diffc'r in principle from that 
of inneus-forminR adenocarcinoma. Destruction of 
parenchyma resulted from perforation of the alveo¬ 
lar wall and inrdtration of the interstitial spaces, 
with severe connective tissue reactions. The course 
of this form of the disease is rapid. An alveolar 
origin of the adenomatosis with an onset in a cir- 
cinnscrihcd area was assumed in all 4 patients. In 
contrast to Eck’s concept, adenomatosis should be 
considered as a primary tumor-forming disease of 
the lung and should he differentiated from bron¬ 
chial carcinoma and from secondary carcinomatous 
pneumonia. 

RADIOLOGY 

A Study of Radiation Thcrap)' in Carcinoma of the 
tancrcas. J. S. Billingsley, L. G. Bartholomew and 
D. S. Childs. Proc. Staff Meet. Mayo Clin. 33:426- 
430 (Aug. 30) 1958 [Rochester, Minn.]. 

The diagnosis of carcinoma of the pancreatic 
e.vocrine parenchyma was established histologically 
in 64 cases at the Mayo Clinic in 1953. Twelve of 
the 64 patients are e.xcluded from this study inas¬ 
much as they underwent radical excision. Of the 
remaining 52 patients, 29 were treated with some 
sort of palliative operation (choledochoduoden- 
ostomy, gastroenterostomy, etc.), while 20 under¬ 
went no surgical i^rocedure other than biopsy. Six 
of the surgical group received postoperative radia¬ 
tion therapx', as did 7 of the biopsy group. All but 
1 of the 13 patients were treated with a radiocobalt 
(Co''") teletherapy unit, the one exception being 
treated with a conventional 250-kv. x-ray machine. 
The average tumor dose was 3000 r given over an 
average of 19 treatment days. The authors do not 
consider the slight differences in the survival figures 
between the irradiated and the nonirradiated 
groups as significant. Moreover, they do not con¬ 
sider that radiation therapy in the doses given in 
this series offers the patients any appreciable chance 
of longev'itj'. A review of the individual case his¬ 
tories in an effort to discern the presence of some 
of the less tangible potential benefits of radiation, 
such as relief of pain or retardation of the forma¬ 
tion of fluid, was equally discouraging. The authors 
conclude that radiation therapy in the doses given 
in this series is of little or no value as a palliative 
measure in cases of carcinoma of the pancreas. 

Tuberculomas: Criteria for Roentgenographic Dif¬ 
ferential Diagnosis. L. Oliva and G. Secondo. 
Minerva med. 49:2431-2440 (June 20) 1958 (In 
Italian) [Turin, Italy]. 

The authors found that, in considering roent¬ 
genologic criteria alone, stratigraphy according to 
the technique of Vallebona is the most useful pro¬ 


cedure for differentiating a tuberculoma from 
peripheral pulmonary tumors and from other 
round-shaped intrapulmonary lesions. Round¬ 
shaped shadows with clear borders and with a 
diameter not exceeding 2 cm. indicate a tubercu¬ 
loma. Other shadows with irregular and trimmed 
borders, as if they were caused by abrasion, cannot 
be related to a tuberculoma. Round-shaped, opaque 
shadows made of concentric layers are character¬ 
istic of a tuberculoma of the Lachman-Uehlinger 
type. Dense and homogeneous opacities denote a 
tuberculoma; nonhomogeneous opacities denote 
neoplastic le.sions. Calcifications with nuclei located 
in the middle and those made of concentric layers 
reveal a tuberculoma. Multiple hollows in the 
shadow of a tuberculoma have an oblong shape 
and are mostly located along the periphery; multi¬ 
ple hollows in the shadow of a malignant tumor 
have various shapes and irregular disposition. 
Large lymph-node-like masses which compress and 
displace the trachea and the bronchi represent 
metaslases of the lymph nodes. Shadows which are 
stationary or retrogressive in size indicate a tuber¬ 
culoma, whereas shadows of a malignant tumor are 
erratic and do not show a uniform increase in size. 
The preceding observations are helpful, but they 
are not unequivocal indications for making a roent¬ 
genographic differential diagnosis of tuberculoma. 
Roentgenologic interpretations must be comple¬ 
mented with the clinical and laboratory findings. 

PUBLIC HEALTH 

Unusually High Incidence of Appendicitis Cases 
at Dohad Town in Panch Mahals District in Bom¬ 
bay State: Preliminary Communication. T. B. Patel 
and V. N. Rao. Indian J. M. Sc. 12:517-520 (July) 
1958 (In English) [Bombay, India]. 

Between March and December, 1957, 64 cases 
of “appendicitis” were detected in 30 male and 34 
female patients, all of whom except 1 were Banias 
and all except 2 were residing in 2 areas adjacent 
to the main tank in Dohad Town in Panch Mahals 
Disti'ict in Bombay State, India. Most of the patients 
were between the ages of 10 and 35 years. Only 5 
patients had a tj'pical acute attack of appendicitis, 
with acute pain in tlie right iliac fossa, tenderness 
at McBurney’s point, fever, and vomiting. In the 
other patients the pain was of a more chronic and 
general type, either being all over the abdomen or 
being in the right hypochondrium or epigastrium in 
the beginning and then later localized to the right 
iliac fossa. Pain was associated with fever in 18 
patients, and with vomiting in 23. In 56 patients the 
pain was of a very mild nature and became severe 
only before they were operated on for “appendi¬ 
citis.” Two of these patients died shortly after the 



1726 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Nov. 22 ,1955 


operation; a gangrenous appendix had been found 
at operation in one, and the other patient was 
considered by the surgeon to have typhoid. 

The acute onset of s)Tnptoms, with fever, pain, 
and vomiting, suggested an infective process. The 
fact that nearly rdl the cases occurred in the Bania 
community suggested a common source of infec¬ 
tion. It was noticed that the Banias were mostly 
using water from the adjacent tank for washing, 
bathing, and sometimes cooking purposes, in addi¬ 
tion to using water from wells located close to the 
tank. The tank water showed heavy pollution on 
bacteriological and chemical analysis. Stool exam¬ 
ination showed that only 1 of 46 specimens was 
positive for Entamoeba histolytica. Fifteen blood 
specimens were obtained from patients operated 
on and were subjected to serologic examination; by 
slide agglutination a significant number were found 
to be positive for Salmonella enteritidis, Sal. typhi- 
murium, and Sal. choleraesuis, and many specimens 
showed multiple infection. On examination of 13 
additional serums, it was found that a significantly 
high proportion of the specimens obtained from 
those who had undergone surgery and those who 
had not gave positive results by tube agglutination 
for Shigella sonnei, Sh. flexneri, and Sh. shigae. 
Tlie occurrence of cases of “appendicitis” in such 
large number as was revealed by this study ap¬ 
peared to be the outcome of a multiple Shigella- 
Salmonella infection, a finding which seemed to be 
unique in the literature. 

An Epidemic of Shigella Sonnei Dysentery Arising 
in a General Hospital. N. J. Ehrenkranz, M. J. 
Takos, W. R. Hoffert and F. Reimer. New England 
J. Med. 259:375-377 (Aug. 21) 1958 [Boston]. 

In a 5-day period in July, 1957, there was an 
explosive outbreak of gastroenteritis involving ap- 
proximatelj' 80 persons, the majority of whom were 
employees of the Jackson Memorial Hospital in 
Miami, Fla. Eleven were patients previously hos¬ 
pitalized for another illness; the rest were nurses, 
physicians, surgeons, medical students, and clerical 
employees. The onset of symptoms was gradual, 
with headache, anorexia, and malaise preceding 
abdominal cramps and blood-streaked diarrhea by 
8 to 12 hours. Maximum temperature in the hos¬ 
pitalized patients was 103.4 F by mouth; maximum 
duration of fever was 8 days; and total duration of 
diarrhea was 10 days. Microscopic examination of 
feces revealed many red and white blood cells. 
Cultures of stool and rectal-swab specimens re¬ 
vealed the presence of Shigella sonnei in 37 pa¬ 
tients. One of the 2 food handlers in the cafeteria 
responsible for the contaminated food was disclosed 
to be a carrier of Sh. sonnei. Epidemiologic evi¬ 
dence pointed to a food-borne outbreak, with 
turkey salad as the vehicle, since stool cultures from 


61 asymptomatic persons, who had eaten in the 
cafeteria on the suspect dates but who had nol 
eaten the turkey salad, did not reveal Shigella or¬ 
ganisms. 

On the Control of Antibiotic Discs in Canada. L 
Greenberg and K. M. Fitzpatrick. Canad. M, A. J, 
79:383-386 (Sept. 1) 1958 [Toronto]. 

Improperly made and improperly labeled anti¬ 
biotie disks present a serious health hazard in tliat 
a disk labeled to contain 10 units of antibiotic but. 
in fact, containing only 1 unit, if used in testing 
the sensitivity of an organism isolated from an 
infectious process in a patient, could give rise to 
misleading results which might deny the patient 
the use of a lifesaving drug. If the same disl 
labeled as containing 10 units actually contained 
30 or more units, false-positive results would be 
forthcoming, and the patient would then be given 
a preparation that would have little or no thera¬ 
peutic value. In a survey of antibiotic disks dis¬ 
tributed in Canada, it was found that in many 
instances there was little correlation between the 
labeled claims and the assayed potency. The dif¬ 
ferences were extreme, with disks with no trace 
of antibiotic present and others with potencies 
varying from 1/lOth to 3 or 4 times that declared 
on the label. 

During the period under review, 640 lots of 
antibiotic disks, representing products from 4 
manufacturers, were received and assayed at the 
Laboratory of Hygiene. A total of 1,186 individual 
components were assayed by the extinction tech¬ 
nique, and, in addition, a number were subjected 
to perfonnance tests. The results of assays of anti¬ 
biotic sensitivity disks entering Canada behveen 
March, 1957, and June, 1958, revealed that in 3 
companies more than 84% of the antibiotic disks 
received were acceptable; that in 2 companies more 
than 83% of the sulfonamides, etc., were acceptable; 
that in 2 companies 71 and 52% of the multiple 
antibiotic disks assayed were acceptable; and that 
in 1 company 75% of tlie individual components 
and 87% of the multiple sulfonamides were accept¬ 
able, Two companies showed marked improvement 
during the assay period, the rejection rate for 
company A dropping from 15% to zero and that for 
company C dropping from 75% in the first 6 mont is 
to 15% in the last 6 months. It is of note that mos 
of the manufacturers reh' almost e.xclush’ely on 
the use of performance tests for controlling tlmir 
piroducts, the result of which was a high proportion 
of faulty lots. For this same reason the antliors 
developed the present assay metliod utilizing nn 
extraction technique. The control program is 1® 
continue, and more effective regulations are being 
considered. 
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Vnrinblcs Hclnlcd to lluninn Brensl Cancer. By V. Elving 
Anderson, Harold O. Goodman, and Sheldon C. Reed. Study 
from Dight Institute of Unman Genetics. Cloth. $4. Pp. 172, 
with 7 illustrations. University of Minnesota Press, Minne- 
aiiolis 14, 1958, 

This book presents a careful statistical analysis 
of the incidence of cancer of the breast in close 
female relatives of patients with this disease. The 
material studied is taken from the tumor clinic of 
the Universih' of Minnesota Hospitals. The authors 
call attention to the fact that this source introduces 
ethnic, economic, and residential factors of selec¬ 
tion. The corresponding relatives of husbands are 
used as controls. This has a tendency to minimize 
environmental differences. The follow-up is e.vcel- 
lent. An effort is made to evaluate genetic factors, 
and the limitations of the method are described. 
The findings of prior studies that mothers, sisters, 
and daughters of breast cancer patients have a 
higher incidence of the disease than is found in the 
controls and in the general population is confirmed. 
To the extent possible, the results of tliis study are 
compared with those of other reported series. The 
pitfalls of statistical conclusions are delineated, and 
certain courses of future research are indicated. 
The paucity of clinical material limits the value of 
the book for tliose who are concerned only with 
clinical medicine. This is a careful and conservative 
presentation which should be valuable to those 
whose range of interest includes statistical studies 
and the epidemiology of cancer of the breast. 

Orr’s Operations of General Surgerj'. By George A. Hig¬ 
gins, M.D., F.A.G.S., Associate Professor of Surgery, Uni¬ 
versity of Kansas Scliool of Medicine, Kansas City, and 
Tliomas G. Orr,.Jr., M.D., F.A.C.S., Associate in Surgery, 
University of Kansas School of Medicine. Third edition. 
Cloth. $20. Pp. 1016, with 835 illustrations. W. B. Saunders 
Company, 218 W. Washington Square, Philadelphia 5; 7 
Grape St., Shaftesbury Ave., London, W. C. 2, England, 
1958. 

This edition was begun by Orr, the original 
author, but the task was interrupted by his sudden 
death and the two present authors completed the 
task. The book must be objectively evaluated on the 
basis of a work purportedly to be of value at this 
time. The volume is well bound and profusely illus¬ 
trated, and the type is large and easily read. It is, 
however, difficult to recommend it as a textbook on 
operative surgery. A number of rather curious fea¬ 
tures are presented. For example, on page 38 there 
is a description entitled “Technique of Fillet of Fin- 

These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


ger," an operation in which the normal skeletal 
structures of the fifth digit are electively excised to 
afford a soft tissue tube that can be opened and used 
as a flat flap to cover a defect on the lateral aspect 
of the hand, but several pages later flap formations 
from the chest or abdominal walls to accomplish 
the same purpose without elective sacrifice of a 
digit are described. No discussion of the advantages 
or disadvantages of either method is presented. A 
technique of lower extremity amputation by tran¬ 
section through the neck of the femur and ascribed 
to G. M. Huggins with a 1918 reference appears 
in the chapters on amputations. A rather involved 
description of orderly surgical tracheostomy is 
given, in contrast to emergency tracheostomy with 
no discussion of the relationships of the former to 
other major procedures in the neck and no corre¬ 
lation with radical cervical lymphadenectomy. 

On page 248, the technique of closed thoracos¬ 
tomy is described in which it is recommended that 
the preferable site of introduction of the catheter 
is in the second or third intercostal space in the 
midclavicular line. For simple mastectomy, ellip¬ 
tical incisions with removal of much skin is de¬ 
picted—a procedure described as closely approach¬ 
ing radical mastectomy—while no mention is made 
of the transverse incision and preservation of skin 
for cosmetic purposes. In the discussions of ex¬ 
tended radical mastectomy, the internal mammary 
nodes are considered but no mention is made of 
possible concomitant supraclavicular node dissec¬ 
tion. The descriptions for operations on the alimen¬ 
tary tract include nothing that could not have been 
just as well stated years ago. One comment is 
unavoidable in this connection, and that applies to 
what is said about the technique of appendicial 
abscess drainage: “If the abscess lies away from 
tire abdominal wall, the free peritoneal cavity may 
be opened. A gauze pack placed down to the 
abscess, to be removed in five or six days, will form 
a cbannel for exit of pus without contaminating the 
peritoneum.” A cardinal principle in the drainage 
of periappendical abscesses is tlieir immediate 
evacuation via a route that avoids peritoneal caviW 
exposure from the outset. The chapters on the so¬ 
matic and sympathetic nervous systems are con¬ 
cise and well written from the standpoint of a 
general surgeon who may be called on to perform 
certain procedures when a neurosurgeon is not 
available. In the chapter on the endocrine system, 
a subject rather superficially dealt with, not enough 
attention is devoted to the anterior transperitoneal 
approach to the adrenals. The operations on the 
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genitourinary system are incompletely and very 
sketchily dealt witli, and the same may he said for 
the chapter on gynecology. The operation for con¬ 
struction of an ileal bladder is described in detail, 
yet noticing is said about pelvic exenteration, a part 
for which the ileal bladder procedure was origi¬ 
nally rerived in its modern form. While tlie book 
contains many good illustrations, most of tliese are 
not original but are redra\vn or reproduced from 
other works. After chapters dealing with various 
categories of regional surgery, there are brief bibli¬ 
ographies, but these are far from comprehensive 
and the most important references are not neces¬ 
sarily cited. 

Roentgenology of the Chest. Edited by Coleman B. Rabin, 
M.D., F.C.C.P., Assistant Clinical Professor of Medicine, 
College of Physicians and Surgeons, Columbia University, 
New York. Editorial Committee: Benjamin M. Gasul and 
others. Sponsored by American College of Chest Physicians. 
Cloth. $19.50. Pp. 484, witli illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Ox¬ 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 

Tliis book represents a bilateral approach to the 
subject of diseases of the chest, interhvining the 
clinical aspects with the roentgenographic findings. 
The objective of the authors is to present roent¬ 
genology of the chest to the roentgenologist from 
the clinical standpoint and to the clinician from the 
radiologic point of view. This has been accom¬ 
plished admirably. To effect this objective 50 
experts (roentgenologists and clinicians) have con¬ 
tributed 39 chapters. Each chapter presents a 
masterful exposition of a particular phase of the 
general subject. The book covers diseases and ab¬ 
normalities of tire thoracic wall and its contents, 
including circulatory disturbances, heart and great 
vessels, pulmonary circulation, and tlie diaphragm. 
Greatly enhancing the value of the presentation are 
chapters devoted to such subjects as the possibili¬ 
ties and limitations of .x-ray diagnosis, normal 
roentgenographic appearances, mass fluorography, 
methods of x-ray examination, and special signs in 
chest roentgenography. To detect and identify the 
abnormal, a diorough knowledge of the normal is 
essential. The subject matter is beautifully illus¬ 
trated with excellent reproductions of roentgeno¬ 
grams. A bibliography is at the end of each chapter, 
in some instances not too extensive but adequate, 
and an excellent subject index and index of authors 
is provided. The contributors have presented the 
subject matter in a clear, concise, but comprehen¬ 
sive manner. The editor, editorial committee, con¬ 
tributors, and the publishers deserve commendation 
for producing such a comprehensive and excellent 
compilation. This book is highly recommended to 
any physician interested in chest disease. Certainly 
roentgenologists, chest physicians, and thoracic 
surgeons should not fail to add it to their library. 


J.A.M.A., Nov. 22, ligj 


A Synopsis of Surgical Anatomy. By Aletander Let 
McGregor, M.Ch., F.R.C.S. With foreword by Sir Harold 1. 
Stiles, K.B.E,, F.R.C.S. Eighth edition. Cloth. $7, Pp, 
with 766 illustrations by Dr. E. A. Thomas. Williams &W2. 
kins Company, Mount Royal and Guilford Aves., Baltimoit 
2; John Wright & Sons, Ltd., 42-44, Triangle West, Bristol 8. 
England, 1957. 

This reference book, which first appeared in 1932, 
is now in its eighth edition. Such a reception is a 
commendation in itself. With each edition refine¬ 
ments and new material have been added. Tins 
one contains new sections dealing with adrenal¬ 
ectomy, injuries to the large Ijunph ducts, and para¬ 
gangliomas. A feature of particular value to tlie 
busy surgeon is the manner of presentation of 
anatomic facts. The contents of the book are pr^ 
sented as separate essays, any one of which is 
complete in itself. This book is not meant as a 
classical textbook of anatomy. The author has 
focussed his attention on anatomic facts, of pra^ 
tical value, to tlie student and the phj'sician in 
practice. He has achieved his purpose by correla¬ 
tion and contrast of the pertinent facts. The dis¬ 
cussion of the lymphatic system and its lole is 
praiseworthy. With tlie necessitj^ of removal of 
lymph nodes, when performing operations for 
cancer, tlie value of such a well-documented analy¬ 
sis of this system becomes more evident, Tiie illus¬ 
trations and the carefully worded legends are well 
placed, lucid, succinct, and accurate. The format 
is attractive. Tlie author has a charming manner of 
e.xpression which adds to the pleasure of reading. 
This book, which has been a hallmark of anatomy 
textbooks for the surgeon for many years, e.vce!s 
the previous editions. It is a welcome addition to 
the list of necessary books for the student, tie 
surgeon, and all teachers of surgery. 


Cardiovascular Diseases. By David Sclierf, M.D., FA.C.B, 
Professor of Clinical Medicine, New York Medical Cojlegf, 
Flower and Fifth Avenue Hospitals, New York, and Linn ]■ 
Boyd, M.D., F.A.C.P., Professor and Director of Medione, 
New York Medical College, Flower and Fifth Avenue Hos¬ 
pitals. Third edition. Cloth. $17.75, Pp. 829, and 2 
trations. Grune & Stratton, Inc., 381 Fourtli Ave., f,”- 
16; 99 Great Russell St., London, W. C. 1. England, 


Almost 10 years have elapsed since the previous 
American and British editions of this book wer® 
published, although several editions have appe^o 
in a number of foreign languages. This third Eng¬ 
lish-language edition is completely revised, an 
many new sections have been added. An excellen 
bibliography follows each chapter and suggests 
pertinent references and appropriate articles up to 
March, 1957. The entire field of cardiovascular dis 
eases is covered, and special emphasis is giveo fa 
tlie clinical manifestations of disease. The histor) 
and physical examination, rather than instrumen a 
and laboratory' metliods, are stressed, and signs an 
symptoms are discussed from anatomic, 
logical, and pathological viewpoints. The book is 
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fiilecl with pertinent ob.servations and findings 
whicli have been gathered throngli years of wide 
experience by competent teachers. Therapeutic 
procedures for special conditions are discussed in 
a realistic manner thronghonl the book, but the 
last chapter deals more completely with agents that 
are helpful in the management of cardiac failure. 
Electrocardiography is discussed only briefly, be¬ 
cause the authors have imblished a companion book 
on clinical electrocardiography. This excellent book 
should be useful to all students of medicine regard¬ 
less of their ti-aining. 

Fiiiiclioiial Brncing of the Upper Exlrcmilics. Written and 
illustrated by Miles H. Anderson, Ed.D., Director, Prosthetics 
Education Project, School of Medicine, University of Cali¬ 
fornia, Los Angeles. Edited hy lta>anond E. Sollars, Associate 
Director, Prosthetics Education Project. Cloth. $9.50. Pp. 
463, with illustrations. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Avc., Springfield, 111.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryer- 
son Press, 299 Queen St., M'., Toronto 2B, Canada, 1958. 

This is the first book on techniques of making 
and fitting functional braces for patients wnth 
paralytic disabilities of the upper extremities. The 
braces utilize power or force from springs, rubber 
bands, or functioning muscles to provide basic 
movements lost by paralytic disorders. This exten¬ 
sive work is devoted primarib’ to concise descrip¬ 
tions, with profuse use of photographs of the step- 
by-step fabrication of functional supports and 
devices that have proved reasonably successful. 
The author has indicated the basic devices avail¬ 
able commercially to kit form. There are chapters 
devoted to the functional anatomy of the hand, 
upper extremities, and shoulder girdle, as well as 
chapters on the principles of biomechanics of func¬ 
tional bracing. Functional bracing is a relatively 
new concept to many physicians, as well as ortho- 
tists, and this book is an excellent “first” in the field. 
It should be a useful reference to physicians, par¬ 
ticularly physiatrists, orthopedists, and neurologists, 
who are concerned with poliomyelitis and other 
paralytic conditions involving the upper extremities. 
Orthotists and others who make the devices should 
find this book a valuable part of their library. Occu¬ 
pational and physical therapists should have ready 
access to this volume. 

Theory of Psychoanalytic Teclinique. By Karl Menninger, 
M.D. Menninger Clinic monograph series no. 12. Cloth $4.75. 
Pp. 206, with 15 illustrations. Basic Books, Inc., 59 Fourth 
Ave., New York 3, 1958. 

The author is one of the foremost psychoanalysts 
in the United States and one of the first trained 
here, but he has never ceased to be a physician, 
psychiatrist, and teacher. In fact, his extensive 
creativity has expressed itself in countless ways, in¬ 
cluding developing a gigantic training center at 
Topeka, Kansas. He is, therefore, well qualified for 
the authorship of an authentic book on psycho¬ 


analytic technique, which he presents in an undog- 
matic, easily understood way with illustrations and 
cogent extractions from the literature. An instruc¬ 
tive bibliography and an adequate index are in¬ 
cluded. The book is highly recommended not alone 
for student analysts but for all psychiatrists in¬ 
terested in psychodynamic psychotherapy. 

Atn'nl Arrhythmias, Digitalis and Potassium. By Bernard 
Lown, M.D., Research Associate in Medicine, Department of 
Nutrition, Harvard School of Public Health, Bo.ston, and 
Harold D. Levine, M.D., Assistant Clinical Professor of Medi¬ 
cine, Harvard Medical School, Boston. Cloth. $6.90. Pp. 222, 
with 53 illustrations. Landsberger Medical Books, Inc., 51 E. 
42nd St., New York, 1958. 

This monograph is concerned with the analysis 
of 64 cases of paroxysmal atrial tachycardia with 
atrioventricular block caused by digitalis intoxica¬ 
tion. The autliors point out that this manifestation 
of digitalis toxicity has been increasing in incidence 
in the past few years as patients with congestive 
heart failure are treated vigorously with such drugs 
as mercurial diuretics which may cause cellular 
potassium depletion. Treatment for this condition 
is to stop digitalis and diuretic administration tem¬ 
porarily and give the patient potassium. The use 
of a chelating agent, such as sodium ethylenedia- 
minetetraacetate, to induce h)q>ocalcemia is also 
advocated in certain cases. The relationship of the 
potassium and calcium ions to digitalis dosage and 
toxicity is discussed at some length, as well as the 
clinical and electrocardiographic differentiation 
from other arrhythmias. The book is well illustrated, 
and the text is well written and easy to read. It is 
recommended for internists and cardiologists. 

Hospital Planning for the Anesthesiologist. By William 
H. L. Domette, M.D., Professor of Anesthesiology and Head 
of Department, University of Tennessee College of Medicine, 
Memphis. Publication number 335, American Lecture Series, 
monograph in American Lectures in Anesthesiology. Edited 
by John Adriani, M.D., Director, Department of Anestliesia, 
Charity Hospital, New Orleans. Cloth. $5.25. Pp. 119, with 
31 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publi¬ 
cations, Ltd., 24-25 Broad St., O.xford, England; Ryerson 
Press, 299 Queen St., W. Toronto 2B, Canada, 1958. 

Most anesthesiologists spend their full time in 
hospitals. More than other physicians, with the 
possible exception of radiologists, they are con¬ 
cerned with construction and planning problems. 
Starting with the operating room, recovery room, 
intensive therapy unit, oxygen distribution systems, 
communications, elevators, equipment storage, and 
air conditioning, it is reasonable that their interest 
might spread to include the entire hospital. Tliis 
has been the author’s experience. In one small 
volume, he has assembled many interesting sugges¬ 
tions for the more efficient development of a hospi¬ 
tal, including such broad aspects as the selection 
of an architect, the proper site for the building, 
and a more detailed analysis of key areas within. 
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The volume is another in the American Lecture 
Series and should be of value to hospital adminis¬ 
trators, members of medical boards, engineers, 
physicians who are departmental chiefs, head 
nurses, and those in position to influence the alter¬ 
ation of existing structures or the planning of new 
ones. 

Human Dissection; Its Drama and Struggle. By A. M. 
Lassek, M.D., Ph.D. Cloth. $6.50. Pp. 310, with 16 illustra¬ 
tions. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
24-25 Broad St., O.xford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1958. 

Before any authentic teaching of anatomy was 
possible it was necessary to dissect human bodies. 
Where the means of preserving them were not 
available, this bad to be accomplished quickly in 
prolonged sessions so that the job could be com¬ 
pleted before decomposition made it impossible to 
determine the relationships of the soft parts. The 
procurement of a sufficient number of bodies has 
always been and still is a major problem. These 
problems are treated from the historical viewpoint, 
and a detailed and interesting account of the activi¬ 
ties of the grave robbers of bygone times is pre¬ 
sented. Although the time devoted to anatomy in 
the curriculunis of medical schools has decreased 
in recent decades, the author warns that unless this 
trend is reversed the quality of medical education 
must suffer. There is a bibliography and an index. 
Tliis book should be of interest to students of medi¬ 
cal history, anatomists, and medical educators. 

A Doctor Speaks His Mind. By Roger I. Lee, M.D. Cloth. 
$3. Pp, 120, svith 1 illustration. Little, Brown & Company, 
34 Beacon St., Boston 6; Little, Brown & Company (Canada) 
Ltd., 25 Hollinger Rd., Toronto, Canada, 1958. 

This little volume is a collection of short articles 
giving the author’s opinion on many subjects. Dr. 
Lee’s opinions will be respected by all members of 
the medical profession and should find agreement 
in the minds of most. He takes a dim view of gov¬ 
ernmental interference in the practice of medicine 
and warns tliat there are many things that may be 
pointing the way to control of the profession by the 
government. He writes on such subjects as “Are 
There Enough Doctors?” “Is Blue Cross-Blue Shield 
a Menace?” “Crusades,” and “Hero Worship.” 
Tliroughout all of these essays is woven the com¬ 
mon sense of one of America’s outstanding and 
beloved physicians. It is well worth reading. 

Basic Clinical Parasitology. By David L. Belding, M.D. 
Clotli. $9. Pp. 469, with 118 illustrations, Appleton-Century- 
Crofts, Inc., 35 W. 32nd St., New York 1, 1958. 

Although this book, written primarily for medical 
students and physicians, is not meant to take the 
place of the author’s more comprehensive “Text¬ 
book of Clinical Parasitology,” it covers the subject 


J.A.M.A.,Nov. 22,195.^ 

very well. After an introductory chapter, sections 
are devoted to the protozoa, roundworms, tape¬ 
worms, flukes, and arthropods. A final section deals 
with technical methods for the diagnosis and treat¬ 
ment of parasitic diseases. Many helpful charts and 
tables are included and the diagrams and other 
illustrations are excellent, except for their lack of 
color. This is especially regrettable in the pictures 
of plasmodia. In the last section, insect repellenis 
are discussed, but there is no mention of attractants. 
Aside from these two minor criticisms the book is 
excellent and should find a ready place in teaching 
and practice. Pertinent references to current litera¬ 
ture are given, and both a subject index and an 
author index are provided. 

Epilepsy Handbook. By Frederic A. Gibbs, M.D., Profes¬ 
sor of Neurology and Director of Division of Electroenceph¬ 
alography, University of Illinois, School of Medicine, Chi¬ 
cago, and Frederick W. Stamps, M.D., Director of Consulta¬ 
tion Clinic for Epilepsy, University of Illinois, School cl 
Medicine. Cloth. $4.7^ Pp. 101, with 8 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Laivrence Ave, 
Springfield, Ilk; Blackwell Scientific Publications, Ltd., 24-23 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
\V., Toronto 2B, Canada, 1958. 

This handbook is e.xactly wliat the authors 
intended it to be; a compact, practical com¬ 
pendium of useful knowledge about epilepsy. In 
1952, Dr. and Mrs. Gibbs published a bulky “Atlas 
of Electroencephalography,” which included de¬ 
tailed data about more than 10,000 of their epileplk 
patients. The present handbook is a distillation of 
the experience of the authors. Especially useful are 
the 30 pages about therapy, supplemented by three 
summarizing tables and a two-page colored repro¬ 
duction of various antiepileptic drugs. The authors 
give a straightforward, succinct account of epilepsy 
and its treatment. The book is an authoritatiw, 
handy reference for anyone who has anything to do 
with epileptic patients. 

Medicine and Man; The Story of the Art and Science d 
Healing. By Ritchie Calder. Mentor book MD 217. Paper, 
cents. Pp. 256. New American Library of World LiteroOn^ 
Inc., 501 Madison Ave., New York 22; cloth bound 
published by George Allen & Unwin, Ltd., 40 Museum 
London, W. C. 1, England, 1958. 

This paper-bound book should be interesting ^ 
those of the public who follow medical history 
and progress, but it also offers enough inforination 
to be useful as a reference source for physicians. 
Medical histories may appeal more to the oldw 
part of the population, whether it be medical or 
otherwise, but this may be in part because of f ^ 
lack of attention that has been directed to 
aspect of medicine. If presented interestingly, Ihcr® 
is no reason why history should not be well re 
ceived because at times it provides a therapeu 
index. In any event this little booklet provi e 
interesting reading. 
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RADIOACTIVE IODINE TEST 
To niK Editou:— arc (he diffcrcnl factors 
(hat mail iiifhtcncc the radioactive iodine uptake 
in a patient and how? How lonp, after an intra¬ 
venous ptjclop^ram or a gallhladder series can the 
protein-hound iodine level he determined? 

Antonio D. Talusan, A/.D., Baltimore, hid. 

Answer.— ScN’cral mcclicaincnt.s and contrast me¬ 
diums for diagnostic roentgenograms may influence 
tlie collection of radioiodine. Iodides, whether ad¬ 
ministered in the form of potassium iodide, cough 
medicines, asthma compounds, or vitamin tablets, 
usually inhibit the collection of radioiodine by the 
thyroid gland for as many as 10 days after use of 
the medicament has been stopped. AntithjToid 
drugs, such as propylthiouracil or mcthimazole, can 
he e.\pected to block the collection of radioiodine 
by the thjToid gland during the period of admin¬ 
istration of the drug, but, within two or three days 
after use of the medicament has ceased, the uptake 
of radioiodine may be markedly elevated for some 
weeks. The making of an intravenous pyelogram 
usually blocks the uptake of radioiodine in tlie 
euthyroid patient for 5 to 10 days, and the making 
of a roentgenogram of the gallbladder will block 
tlie uptake of radioiodine in the same person for 
some months, perhaps three to si.\. On the contrary', 
in some patients with e.vophthalmic goiter, the up¬ 
take of radioiodine by the tliyroid gland may be 
abnormally high immediately after intravenous 
pyelograms or cholecystograms are made; the reason 
for this is not known. Pantopaque myelograms, or 
examination of the bronchial tree with the aid of 
iodized oil may interfere with the uptake of radio¬ 
iodine for as long as die iodized oil can be seen in 
roentgenograms. The value for serum protein- 
bound iodine usually is abnormally high for a 
week to 10 days after an intravenous pyelogram 
has been made. After a roentgenogram of the gall¬ 
bladder has been made, the value for serum protein- 
bound iodine will be completely out of range for a 
period varying from several months to several 
years after the dye has been employed, depending 
on the particular dye used. 

The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent tlie opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the ^^Tite^’s name and address, but these will be omitted on request. 


DESENSITIZATION TO NICKEL 

To THE Editor:—A patient has been proved to he 
nickel-sensitive hy an intradermal test (with a 
specially prepared solution of nickel and suitable 
control injection). Would it be in order to em¬ 
ploy a method of gradually increasing amounts 
of specially prepared nickel solution subcutane¬ 
ously—similar to the method of desensitization 
against other knoivn allergens? If this is done, 
would there be a gradual build-up of antibodies? 
If not, how would desensitization be achieved? 
Above all, would such repeated injection of a 
metal he hazardous, inasmuch as if may lead to 
sarcoma, or may one safely proceed with such 
therapy? David N. Shapiro, M.D. 

Johannesburg, South Africa. 

Answer.— Sensitivity to nickel should be deter¬ 
mined only by patch-testing u’ith a 10% aqueous 
nickel sulfate solution, usually on the arm or back. 
Tile patches should remain for two days unless 
there is pronounced irritation. As a general rule, 
one cannot be desensitized against chemicals. How¬ 
ever, Urbach and Gottlieb (Allergy, New York, 
Grune & Stratton, Inc., 1943, p. 264) reported on 
two female patients who had widespread demiatitis 
for months and showed a definite eczematous re¬ 
action to patch tests with even a 1:1,000,000 solu¬ 
tion of nickel sulfate. Successful desensitization was 
achieved by a gradual increase in concentration of 
subcutaneous injections of nickel sulfate adminis¬ 
tered twice daily until a strength was reached that 
produced strong local and focal reactions. Attempts 
at desensitization to nickel by patch-testing and by 
ionization proved unsuccessful. Spontaneous hypo¬ 
sensitization to nickel may occur within months to 
two years if the reaction to patch test is 2-}-. The 
chances are slim, and it may take years if the re¬ 
action is 4-)- (Rubin, Department of Allergy, Skin 
and Gancer Unit, New York, personal communica¬ 
tion). In a series of 54 patients known to ha\'e been 
sensitive to nickel, who u'ere e.xamined after an 
interval of 1% to 11 years, 31 (57%) demonstrated 
a persisting sensitivity^ and 23 gave negative results 
to patch tests. Eighteen of these patients continued 
to have eczema, although they were no longer sen¬ 
sitive to nickel (Morgan, Brit. J. Dermat. 65:84, 
1953). Witli regard to possible malignant (sarcoma¬ 
tous) changes caused by subcutaneous injections 
of nickel sulfate solution, there is a report tliat nine 
fatal cases of cancer of the inside of the nose over a 
period of 11 years occurred in a nickel refining plant 
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(white, Dermatergoses; or Occupational Affections 
of the Skin, London, H. K. Lewis & Co., 1934, 
p. 161). Both nickel and arsenic were under suspi¬ 
cion in the high incidence of cancer in the lung 
and in the nasal sinuses, especially in the ethmoid, 
in workers e.xposed to nickel. It is most likely that 
arsenic, the impurity in nickel ores and in the sul¬ 
furic acid used to extract the copper from nickel 
ores (Donald Hunter, Diseases of Occupations, 
London, English Universities Press, 1957, p. 442), 
and nickel carbonyl (Hueper, Occupational Tumors 
and Allied Diseases, Springfield, III., Charles C 
Tliomas, Publisher, 1942, p. 418), a highly toxic 
gas, were responsible for the high incidence of 
cancer in those workers. It is of interest to note 
that no tumors developed in mice, so susceptible 
to anticancer agents, when given nickel intraven¬ 
ously, intraperitoneally, or intramuscularly (Hueper, 
/. Nat. Cancer Inst. 16:55, 1955), 

PRIMARY FAILURE OF ANTERIOR PITUITARY 
To THE Editob;—A 26-year-oId woman had her first 
menses at the age of 11 years; this was so profuse 
that she went info shock. Laparotomy was done, 
and a bicornate uterus was repaired. The ovaries 
were normal. In the ensuing 15 years she had 
completely irregular menses, and five or six times 
dilatation and curettage was performed for se¬ 
vere prolonged bleeding. Endometrial hyper¬ 
plasia was reported. She has been married two 
years without becoming pregnant. Recent studies 
have shown bleeding and clotting times, platelet 
count, and prothrombin time to be normal; basal 
metabolic rate, 23%; radioactive iodine uptake, 
43%; protein-bound iodine level, 6.1 mg.%; fol¬ 
licle-stimulating hormone level, less than 4.3 
mouse units in 24 hours; cholesterol level, 195 
mg.%; albumin level, 4.7 Gm.%; and globulin 
level, 3.1 Gm.%. Physical examination showed 
normal female characteristics, including a normal 
pelvis. A diagnosis of primary failure of the an¬ 
terior pituitary ivas established, and cobalt radi¬ 
ation of the pituitary and ovaries with 100 r per 
month for six months tvas recommended. Is this 
diagnosis tenable? Is there any evidence to show 
that cobalt radiation will be of any help to this 
patient? What is the danger of using this amount 
of cobalt radiation? 

T. F. Reszel, M.D., Bayonne, N. J. 

Ansxver.— The diagnosis of primary failure of the 
anterior pituitary has not been fully documented. 
The follicle-stimulating hormone level is low, but 
determination must be repeated for confirmation. 
Further, it would be quite unusual to have bleeding 
with endometrial hyperplasia in the presence of 
primary failure of the anterior pituitary gland. 
Ovarian pathology cannot be ruled out, despite a 
normal pelvic examination. Culdoscopy or pneu¬ 
moperitoneum may be helpful in establishing the 


possibility of ovarian pathology. Cobalt radiabm 
may be beneficial to this patient, but there are 
dangers in its use. Even though the dosage is ratk 
small, the recommendation of treatment over a 
period of six months may induce ovulation and 
pregnancy with a possibility of damage to a vcrr 
early embryo. Therefore, the possibilit)- of preg¬ 
nancy occurring during the time of radiation mm! 
be prevented. Further, there is danger of inducing 
genetic mutations with the possibility of abnormali¬ 
ties occurring in future generations. It would be 
very wise to explain these dangers to the patieni 
before cobalt or x-ray irradiation is used. This con¬ 
sultant would certainly advise exploration of other 
methods of treatment before resorting to inadia- 
tion. 

AMBLYOPIA EX ANOPSIA 

To THE Editor:—A boy, now 13 years of age, itat 
discovered to have defective vision in the right 
eye at the age of 10. No strabismus or other ex- 
ternal defect is present. Vision in the a^cctci 
eye is 20/50 and in the other eye 20/15. Compe¬ 
tent ophthalmologists advised, even when the 
defect was first discovered, that glasses wotiMk 
of no value in correction. There has been a slight 
increase in the visual defect in the weak eye in 
the past 12 months, but it is still advised thnl 
glasses would not help and that they may even 
cause harm. The diagnosis is amblyopia ex an¬ 
opsia. Loss of vision is from lack of use of the 
eye. May further increase in visual defect be ex¬ 
pected in the weak eye? Will proper. glasses do 
anything to check the loss or even improve the 
vision? Is there a danger of this eyeball becoming 
smaller or of a squint developing? 

H. D. McCormick, M.D., Vincetines, Ind. 

Answer.— One should have more information re¬ 
garding the boy referred to in this question to prop¬ 
erly discuss his needs. Details of ophthalmoscopie 
examination, refraction with and vvithout eye'®" 
plegia, and ocular motility^ and some information 
of the boy’s general physical and mental condition 
should be given. The diagnosis of amblyopia ex an¬ 
opsia may be nothing more than a description o 
symptoms. It does not rule out hereditary' disease 
or acquired disease of the sensory elements of the 
eye. The low visual acuity in the right ey'e 
discovered at the age of 10, but the amount of nis 
visual acuity at that time is not given. Three years 
later the vision in the affected eye is 20/50, bo 
there is no statement as to whether this is Rntn 
without glasses. There is a bit of ambiguity in t 
statement “there has been a slight increase in uie 
visual defect in the weak ey'e in the past 12 months- 
Does that mean that the visual acuity is less or 
greater than it was 12 months ago? The statemna^ 
tlrat “loss of vision is from lack of use of the eye 
is not supported by any form of proof or informa 
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tion from wliich .such a deduction can be made. 
Whether further increase in the visual defect is to 
be expected depends entirely on what is meant by 
visual defect. One does not speak of loss of vision 
as an increase in visual defeet witli clear under¬ 
standing. Glasses arc prescribed for one purpose 
only, and that is to improve visual acuity. There is 
no tlicrapcutic value in the wearing of glasses. If 
the wsual acuity of the right eye is better with 
glasses than without, then there is a good possibility 
that a child’s vision could be improved by training 
with glasses and orthoptic exercises. 

ELECTROMYOGRAPOT 

To THE Editor :—P/cflse evaluate electromyography 
in diagnosis and appraisal of muscular degenera- 
ation as related to neurological and/or muscular 
cause. 

Maurice J. Regan, M.D., Wilkes-Barre, Pa. 

Answer.— Electromyography is being recognized 
by an increasing number of physicians as a valuable 
aid in the diagnosis of neuromuscular disease. Its 
most frequent use is in the diagnosis of conditions 
affecting the lower motor neuron, based on its abil¬ 
ity to detect even minimal denervation of muscle. 
At times, when clinical tests fail to indicate clearly 
whether muscle dysfunction is attributable solely to 
pain, hysteria, malingering, disuse, upper motor 
neuron lesions, and the like, or whether it is the 
result of disease affecting the lower motor neuron, 
electromyography may present the only readily 
available objective evidence of disease of tlie lower 
motor neuron. It aids in the location of lesions af¬ 
fecting the lower motor neuron in the diagnosis of 
root, plexus, and peripheral nerve lesions, because 
die distribution of affected muscles can be deter¬ 
mined more discreetly than by other methods. It is 
useful in detecting minimal residual innervation and 
in detecting reinnervation weeks before other evi¬ 
dence of it can be had. Characteristic patterns also 
result from primary disease of muscle fibers. Espe¬ 
cially when combined with tests of tlie speed of 
conduction in nerves, electromyography is a genu¬ 
ine aid in tlie separation of mjmpathies from neuro¬ 
pathies and in separation of peripheral neuropathies 
from diseases affecting primarily the motor cells in 
the spinal cord. Electromyography offers a variety 
of clues to the nature of the muscle dysfunction, 
and, when combined with the neurological exami¬ 
nation and other procedures, it will significantly 
improve the accuracy of diagnosis of diseases af¬ 
fecting the motor unit. Successful use of electro¬ 
myography requires experience in eliciting and 
interpreting the electromyographic patterns of neu¬ 
romuscular disease and familiarity with the neuro¬ 
logical problems involved. One should not under¬ 
estimate either the usefulness of the technique or 
the skill and knowledge required to use it to ad¬ 
vantage. 


FUNCTIONAL LARYNGITIS 
To THE Editor:—A woman, aged 55, says she “can’t 
talk very good.” Her voice box tightens when she 
begins to talk, and it is a strain for her to talk. 
The weather has no effect on this trouble, and 
she has had no throat surgery of any type. The 
onset was 12 years ago, when she had something 
“break” in her throat. Before that time, she had 
no trouble talking. Examination with a laryngeal 
mirror showed her true cords to be white and 
smooth and to move readily with phonation and 
respiration. On phonation, she teas able to hold 
the cords in approximation and there was no bow¬ 
ing. The remainder of her ear, nose, and throat 
examination revealed entirely negative results. 
Her blood pressure is slightly elevated (188/100 
mm. Hg). Her history, with the exception of a 
streptococcic sore throat in 1957 and a premature 
menopause 12 years ago, secondary to surgery, is 
completely negative. The onset appeared before 
her premature menopause. Please give sugges¬ 
tions and ideas concerning the patient’s com- 
V^oint. M.D., Ohio. 

Answer.— The normal approximation of the vocal 
cords on phonation and the absence of any visible 
pathology in tlie larynx after 12 years of vocal diffi¬ 
culty lend support to the presumption tliat tlie 
patient’s symptoms are on a functional basis. Direct 
laryngoscopy would be of supplementary aid in rul¬ 
ing out organic disease and would have the addi¬ 
tional advantage, through premedication and local 
anesthesia, of inducing sufficient muscular relax¬ 
ation to produce a temporarily normal voice. It is 
entirely possible tliat an attack of acute larjmgitis 
was responsible for the patient’s initial episode of 
hoarseness and tliat the dysphonia has continued as 
a nervous phenomenon. Appraisal and voice train¬ 
ing by a competent speech therapist should be rec¬ 
ommended. The inquirer will find much of interest 
in a book entitled "The Voice of Neurosis” by 
Moses (New York, Grune & Stratton, Inc., 1954). 

FAILURE OF INTRAVENOUS INFUSIONS 
To the Editor:-A lanp intravenous feedings and 
transfusions started in hospitals cannot be com¬ 
pleted and must be restarted. What are the per¬ 
centage and the causes of such failures? Are they 
all due to dislodgment of the needle in the vein, 
or are other factors involved? 

M.D., Peimsylvania. 

Answer.— A survey was made on seven surgical 
wards, totaling about 200 beds, and it was found 
tliat about 450 intravenous infusions of fluid and 27 
blood transfusions are given on these wards per 
month. This does not include those given in the 
operating room. Of these, 185 are started by a doc¬ 
tor, 250 by a nurse anesthetist, and 15 by a ward 
nurse. There are about 55 failures or restarts each 
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month, an incidence of 12.2%. A number of factors 
are involved in failures necessitating a restart: 
(1) poor or inaccessible veins due to infancy, 
obesity, or such factors; (2) poor placement of the 
needle and poor choice of site, allowing easy dis- 
lodgment; (3) improper insertion of the needle, 
with puncture of the posterior wall, or poor anchor¬ 
age, allowing dislodgment; (4) extreme restlessness 
of the patient; and (5) moving and transporting the 
patient from operating table to litter to bed in the 
recovery unit to litter to ward bed. There were no 
reactions to intravenous infusion in the period of 
study, so this was not a factor in failure to complete 
the infusion. There was a 1% incidence of minor 
reaction to blood transfusion, but this often is not 
immediate and does not necessarily terminate the 
transfusion prematurely. It is apparent that most 
failures and restarts are due to human error factors. 
Insertion of a plastic catheter through the needle 
for retention in tlie vein obviates some but not all 
of the failures. However, this consultant’s experi¬ 
ence is that thrombophlebitis eventuates in about 
48 hours. Rate of flow of intravenous infusion was 
not incriminated but is important. Too rapid flow 
may cause leaking around the needle, with e.xtemal 
compression of the vein and failure. Too slow a flow 
fatigues the patient to the point that he moves or 
may intentionally remove the needle. 

LABORATORY TESTS WITH STORED SERUM 
To TOE Editor:—I s there published evidence show¬ 
ing the degree of "change” which occurs in 
cephalin flocculation, thymol turbidity, and the 
bilirubin level when serum is stored (refrigerated 
but not frozen) for more than 24, 48, or 72 hours? 
It is stated in certain textbooks that the cephalin 
flocculation becomes "more positive” and the 
bilirubin level “decreases” when such a delay 
occurs and, hence, residts are not valid. Has this 
been proved, and has the degree of alteration 
been demonstrated by any actual quantitative 
study? ■ M.D., California. 

Answer.— The bilirubin content of serum remains 
unchanged for days when kept cold and in the 
dark (Vahlquist, Acta Pwdiat. [supp. 5] 28:1,1941; 
With, Nord. med. 13:721, 1942). However, serum 
bilirubin, especially the direct-reacting fraction, is 
sensitive to oxidation and sunlight (Coolidge, 
/. Biol. Chem. 132:119,1940). There is no significant 
change in thymol turbidity values after storage of 
serum in a refrigerator for 17 to 24 hours and, in 
some instances, for as long as seven days (Brieger 
and Friedman, Occup. Med. 2:463, 1946). To the 
kmowledge of this consultant, there is no pubhshed 
evidence showing the degree of “change” which oc¬ 
curs in the results of the cephalin flocculation test 
when serum is stored in a refrigerator. Hanger 
(7, Clin. Invest. 18:261, 1939) originally stated, 
“The serum should preferably be fresh and pre¬ 
served at icebox temperature.” According to Pohle 
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and Stewart (/. Clin. Invest. 20:241, 1941), blood 
should be drawn six hours prior to the perfonnaice 
of the test. Finally, Yardumian and Weisband [An. 
}. Clin. Path. 13:383, 1943) reported that serum 
which has been refrigerated for one day or 
may yield false-positive results on testing. ’ 

AEROPHAGIA 

To TOE Editor:—A 61-year-old woman haslwia 
complaint of belching for three months. Dietary 
measures have been used, such as giving smell 
diets and getting the patient to eat slowly an) 
not to swallow any excessive air. However, mik¬ 
ing seems to have eased the belching. As a mnlla 
of fact, the patient states that the condilion is 
progressing. Please give an opinion as to the poi- 
sible cause and advice as to future treatment. 

Jacob J. Altholtz, M.D., Brooklyn, N. I. 

Answer.— This history is that of a typical case of 
aerophagia. It is, however, important to be sure 
about any disturbed functions of the digestive tract. 
One should be particularly certain about any 
cardiac lesion, such as an esophageal hiatus hemu. 
Is the patient obese? If no organic or disturbed 
functions of the gastrointestinal tract are found, 
tlie patient should be advised to eat foods unlikely 
to form gas, to chew always with her mouth closed, 
and to open her mouth when she belches so that 
she may not reswallow tlie air. Make sure that she 
has regular and adequate bowel function, and, 
finally, instruct her to take small doses of charcoal 
powder, placing one-half teaspoonful of charcoal 
powder on the back of her tongue and washing it 
down quickly with a little water, about 10 minutes 
before each meal. 

RADIOACTIVE IODINE TEST AND STEROIDS 
To THE Editor:—W/ rnf is the effect of coriicostcreii 
therapy on the uptake of radioactive iodine? Ij 
there is any effect, how is it explained physi¬ 
ologically? 

Norman A. Schwartz, M.D., McKeesport, Po- 

Answer.- Moderate to large doses of corticoster¬ 
oids administered over a period of several weeks 
suppress the pituitary production of thyrotropin, 
thereby producing a relative hypofunction of the 
thyroid gland. The radioactive iodine uptake w 
such instances will be in the low normal or hypo¬ 
thyroid range, and exogenous thyroid therapy w 
usually indicated. 
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Air Pollution Control Act Extension Due . . 
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INCREASE REPORTED IN INFANT 
DEATH RATE 

Children’s Bureau reports that for tlie first time 
in 22 years the rate of infant deatlis is on the in¬ 
crease. The information was disclosed by Under 
Secretary Bertha S. Adkins of the Department of 
Health, Education, and M^elfare at a con\'ocation of 
the Children’s Aid and Adoption Society of Orange, 
N. J. 

Miss Adkins said that preliminarj' estimates for 
1957 show an increase in the infant mortality rate 
from 26 per 1,000 live birtlis in 1956 to 26.3. Infant 
deatlis ndthin the first month also increased slightly, 
from 18.9 per 1,000 in 1956 to 19 in 1957 and to 
19^5 for tile first eight months of 1958. 

“This break in our progress in conserving infant 
life,” she said, “means an estimated loss of more 
than 4,000 babies in 1957 and the first eight months 
of this year.” Tlie reverse has set in despite a 
doubling since 1945 of the percentage of infants 
who are served by well-child conferences. 

Commented Miss Adkins: “Because of the large 
number of families that seek such services for their 
babies, it sometimes has- been necessary to sacrifice 
quality of care somewhat. Many health depart¬ 
ments are distressed tliat overcrowding of clinics 
makes it impossible for physicians to give adequate 
time and attention to tlie mothers and children who 
need medical guidance and care. 

“These service problems are now generally more 
acute in the cities, because of the changing nature 
of city populations. In recomition of tliis, our 
social security law was amended at the last Con¬ 
gressional session to make grants-in-aid funds more 
generally available to city children. Previously, 
these grants had been predominantly available only 
to children in rural areas. 

“Another development—tlie earlier discharge of 
mothers and infants from large municipal hospitals 
-emphasizes the need for more comprehensive 
supplementary community services, including serv¬ 
ices to mothers and their infants in their own 
homes.” 


MEDICARE COSTS AT RATE OF $9,200,000 
A MONTH 

In October, first month for cutback in the Medi¬ 
care program, its costs rose to $9,200,000, highest 
since the operation began' almost two years ago. 

Tliis fact was disclosed to the convention of the 
Assoeiation of Military Surgeons by Brig. Gen. 
Floyd L. M^ergeland, who is in charge of the pro¬ 
gram. As for the future. General Wergeland says, 
“The ceiling is still unknown.” 

With costs mounting, the problem facing Gen. 
Wergeland is to somehow keep within the 72 mil¬ 
lion dollars Congress appropriated ^for the fiscal 
year ending next July 1. He is under instructions 
not to exceed tliis figure. If spending for the re¬ 
maining months of the fiscal year continues at the 
October rate, the total will amount to about 106 
million dollars, or more than 30 million dollars 
more than Congress authorized. 

Commenting on restrictions that went into effect 
Oct. 1, General Wergeland said: “Obviously it will 
take some time before the kinks are ironed out of 
the revised procedures and programs. We hope that 
what we have done will achieve the ends we had in 
mind, but we do not know how it will work out in 
practice. Only time will tell.” 

If costs continue at a deficit pace. General 
Wergeland will have an opportunity to ask Con¬ 
gress for a deficiency appropriation when the new 
session opens in January. 


NIH STUDYING IMPACT OF U. S. RESEARCH 
GRANTS ON 20 MEDICAL SCHOOLS 

As a follow-up on the Bayne-Jones report, which 
recommends a tripling of medical research spend¬ 
ing in 12 years, the National Institutes of Health is 
sounding out 20 representative medical schools to 
determine the impact on them of federal research 
grants. 

To obtain the schools’ reaction to the grants, as 
well as to tlie federal government’s curreht policies 
and procedures in medical research, a team from 
NIH is touring the institutions and sitting dowm 
xvith officials in charge for round-table discussion's. 

Secretary Flemming of the Department of Health, 
Education, and Welfare disclosed the' study in a 
talk to the Association of Land Grant Colleges. He 
said tlie medical school study was “just Ae begin¬ 
ning,” that otlier similar investigations will be con¬ 
ducted by HEW and other federal agencies. 

Mr. Flemming pointed out that these studies can¬ 
not yield tlie desired results unless the schools 
themselves make similar investigations. He added: 

(Continued on next page) 
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“The federal government and our institutions of 
higher education have entered into a far-flung aa! 
tremendously significant partnersliip, I tliinn't is 
significant that the President and Congress hve 
said that the time has come to evaluate this past, 
nership—not from the standpoint of its impact oa 
the federal government but from the standpoints 
its impact on institutions of higher education.’’ 

The secretary also warned of the dangers of too 
much federal interest in and possible control over 
education that might result from federal grants. He 
emphasized that states and local communife 
should not shirk their financial responsibilit)^ to 
education merely because U. S. money is avaMf. 


PRAISE FOR A. M. A. JOINT EFFORT 
AGAINST FOOD FADDISH 

The joint educational program against food fai 
dism and quackery sponsored by the America 
Medical Association, National Better Business Bi 
reau, and Food and Drug Administration has bee 
highly praised by HEW Secretary Flemming. H 
told his press conference: 

“In fighting quackery, law enforcement, of coursi 
is only part of the answer. It is perhaps even rooi 
important to help the public understand the fac' 
about nutrition and to warn people against fals 
claims and theories.” 

FDA reports a disturbing increase in quacka 
involving false and misleading claims for a gre: 
variety of vitamins, minerals, and other food s«I 
plements. “Unscrupulous operations in this neli 
in fact, have become the most widespread and e 
pensive form of medical quackery in the counh 
today,” Mr. Flemming said. He noted that 
A. M. A. estimates that this racket is noweostin 
10 million Americans over 500 million dollars 
year- ' . ,v 

The Secretary said FDA has 350 inspectors m w 
country and that tliis number is not enough, n 
declined to comment at this time on me rU 
budget now under consideration for submission 
Congress in January. 


DRIVE FOR AIR POLLUTION CONTROL 
ACT EXTENSION EXPECTED 

Extension and possible expansion of tlie Air ^ 
htion Control Act appears a strong 
Senator Kuchel (R., Calif.), author of the law \vn^ 
is now in its fourth year, promised the Mauo ‘ 
Air Pollution Conference he would*^ork tou 
tliis end. . , 

The act authorizes a total of 25 niiilioa do * 
over a five-year period for research and inv® 
tion projects in causes and control measures tor 
pollution. Congress has appropriated about I* , 
lion dollars so far. Commented Senator . 
“I regret that more funds have not been o^aao a 
able.’ In this connection, Surgeon General p _ 
of the Public Health Service told tlie oootor 
that controlling air pollution “will cost big w 
but it is an essential investment.” u 

Dr. Burney and others saw a definite hn ,^ 
tween cancer and air pollution. He noted, to 
stance, that cancer can be produced in anima 
use of concentrates of urban smog. It is knoun ^ 
lung cancer death rates in the largest cities ■ 
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twice ns high as those in nonvirban areas. Tlic case 
has not yet been proved, but tlic wciglit of circuin- 

■ stantia! c\'idcncc grow'.s lieav'icr as research pro¬ 
gresses. 

Dr. Cliaunccy Leake, assistant dean of Ohio 
•. State College of Medicine, cited two sources of 
• pollution potentially dangerous. One comes from 
nuclear weapons testing “involving all living things 

■ now and to come.” The other is e.vhaust fumes 

- from automobiles. 

Dr. Herman Ililleboc, commissioner of health for 

- New York and former president of the American 
. Public Health Association, advocated a crash re¬ 
cruitment and training program by PHS. It should 
he similar in scope to the crash programs in ve- 

- nereal disease and tuberculosis that were instituted 
in 1936 and 1944, Dr. Ililleboc said. Primary em¬ 
phasis then was on loaning jiersonnel to help states 
and communities set np eifectivc disease control 
programs. 

“A review of these contributions serves to under¬ 
score how much more can be done to achieve a 
major break-through in air pollution control. But to 
accomplish this the Public Healtli Scr\'ice must first 
have the go-ahead signal from Congress,” Dr. Hille- 
■ hoe declared. 


: SHIPMENT OF ANTIBIOTICS TO IRON 

CURTAIN COUNTRIES PERMITTED 

Shipment of antibiotics to Russia and satellite 

■ countries, long stringently controlled by the U. S. 
government, is now j)ermitted under a Commerce 

• Department decision. The policy does not apply to 

■ Communist China, North Korea, and North Viet¬ 
nam, which are still out of bounds. 

r Relaxation of export controls will apply to such 
. antibiotics as penicillin, streptomycin, aureomycin, 
terramycin, and similar drugs. Exporters still will 

- have to apply for individual e.xport licenses cover- 

- ing each shipment, with one exception. Shipments 
.. may be made to Poland under general e.xport 
^ licenses. 

MISCELLANY 

Office of Civil and Defense Mobilization has set 

- aside Dec. 7 as National Civil Defense Day with 
the slogan ‘Teace Through Preparedness.” Plans 
call for exercises, rallies, e.xhibits, and nation-wide 
radio and television programs. "These activities are 
sponsored to impress upon every person in America 
that he must learn survival actions and incorporate 

j civil defense p)reparedness into the pattern of his 
daily living,” OCDM said. 

The Dominican Republic has contributed an- 
. otlier $100,000 to tlie special malaria fund of the 
< Pan American Health Organization. This is the 
: second installment of a $500,000 pledge made by 
i the country last year for the fund, which has been 
; set up to help finance the continent-wide eradica¬ 
tion campaign. Tire U. S. has contributed $3,500,- 
r 000, Venezuela $300,000, and Haiti $5,000. These 
are in addition to the annual quota assessments 
paid by member governments of PAHO. 

: A National Science Foundation survey indicates 

that three out of every four American scientists 
; have some knowledge of at least one foreign lan- 
' guage but only 2% have any knowledge of Russian. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L, Blasinffame, 535 
North Dearborn St, Chicago 10, Executive Vice President 

1958 Clinical Meeting, Minneapolis, Dec. 2-5. 

1959 Annual Meeting, Atlantic City, June 8-12. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

1960 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov, 29-Dec. 2. 

1961 Annual Meeting, New York City, June 26-30. 

1961 Clinical Meeting, Denver, Nov. 28-Dec. 1, 

AMERICAN 

December 

American Academy of Dermatology and Syphilology, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

American Medical Association Clinical Meeting, Hotel Leamington, 
Minneapolis, Dec. 2-5. Dr. F. J. L. Blasingnme, 335 N. Dearborn St., 
Chicago 10, Executive Vice President. 

A.MERJCAN Rheumatism Association, Mayo Clinic, Rochester, Minn., 
Dec. 6. Dr, Edward F. Hartung, 580 Park Ave., New York 21, Secretary. 
Association for Research in Nervous and Mental Diseases, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. RoUo J. Masselink, 700 W. I68th 
St, New York 32, Secretary. 

Mid-West Forum on Allergy, Sheraton-CadUlac Hotel, Detroit, Dec. 
6-7. Dr. John M, Sheldon, University Hospital, Ann Arbor, Mich., Gen¬ 
eral Chairman. 


March 

Alaska Termtorlal Medical Association, Baraooi ? 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Aiicliorai^*V'' 

American Broncho-Esophagological ' Associatiox, The r~1 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 
Philadelphia 3, Secretaiy. ’ “ '* 

American College of Allergists, Fairmont Hotel, San ■ 
15-20. Dr. M. Coleman Harris, 450 Sutter St. San F/andsco,}" 

American Laryngological Association, The Homestead, H:t' 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, 
Mich., Secretary, 

American Laryngological, Rhjnolocical & Otdlogical Socar 
Homestead, Hot Springs, Va., Mar. 10-12. Dr. C. Stewan .Vi{ 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

A^fERjcAN Orthopsvciiiatrjc ASSOCIATION, She/aton-Paljcc 
Francisco, Mar. SO-Apr. 1. Dr. Marion F. Langer, 1790Broaio! 
York 19, Executive Secretaiy. 

American Otological Society, The Homestead, Hot Sprajj, Vt, 
13-14. Dr. Lawrence R. Boies, University Hospital, M£nc «74 
Secretary. 

Michigan Academy op General Practice, POST-Gjuunti f 
Sheraton-Cadillac Hotel, Detroit, Mar. 4. Dr. F. P. Ehoadw, 5” 
cabees Bldg., Detroit 2, Convention Manager. 

National Health Council, Palmer House, Chicago, Mar. n-! 
Philip E. Ryan, 1790 Broadway, New York 19, Executive 

National Multiple Sclerosis Society, New York, Mar.9.Mr.. 
Vail, 257 4lh Ave., New York 10, Secretary. 

Southeastern Surgical Congress, Deauville Hotel, Miami Bnd 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E, *' 
Ga., Secretary. 

Southwestern Surgical Congress, New Brown Palace Hctd I 
Mar. 30-Apr. 1. Dr. C. M. O’Leary, 1213 Medical Arts Bid?.,Ot 
City, Okla., Secretary. 


Southern Surgical Association, Boca Raton Club & Hotel, Boca Raton, 
Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Md., Secretary. 


AMERICAN 

1959 

January 

American Academy of Orthopaedic Surgeons, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. .Michigan Ave., Chicago 11, 
Secretary. 

American Protestant Hospital Association, Jefferson Hotel, St. Louis, 
Jan. 27-30. Mr. Olin E. Oesohger, 740 Rush St., Chicago 11, General 
Secretary. 

American Society for Surgery of the Hand, Palmer House, Chicago, 
Jan. 23-24. Dr. George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary. 

International College of Surgeons, Southeastern Regional Meet¬ 
ing, Miami Beach, Fla., Jan, 4-7, Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

International Medical Assembly of Southwest Texas, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E, Cockrell Jr.. 202 
W. French PI., San Antonio, Tex., Executive Secretary. 

National Association or Methodist Hospitals and Homes, Sheraton- 
Jefferson Hotel, St. Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 Rush 
St., Chicago 11, General Secretary. 

Rocky Mountain Traumatic Subcical Association, Aspen, Colo., Jan. 
28-31. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary, 

Western Society for Clinical Research, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 

February 

American Academy of Allergy, Morrison Hotel, Chicago, Feb. 9-11. 

^Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 

a5^rican Academy of Forensic Sciences, Drake Hotel, Chicago, Feb. 

Dr. Walter J. H. C.nmp, 1855 W. Polk St., Chicago 12, Secretaiy. 

Amer/^n Academy of Occupational Medicine, Boston, Feb. 11-13. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 

American College of Radiology, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Slronach, 20 N. Wacker Pr., Chicago 6, Executive Director. 

American College of Surgeons, Sectional Meeti.vg, Shamrock Hilton 
Hotel, Houston, Texas, Feb. 2-4. Dr. J. Griffin Heard, 6410 Fannin St., 
Houston 25, Texas, Chairman. 

California Medical Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunlon, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Colorado State Medical Society, Midwinter Clinical Session, Shiricy- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremont Place, 
Denver 2. Executive Secretary. 

Congress on Industrial Health, IsTetheriand Hilton Hotel, Cinaonati, 
Feb. 16-18. Dr. B. Dixon Holland, 535 N. Dearborn St., Chicago 10, 
' Secretary. 


April 

Aero Medical A.wociatjon. Hotel Statler, Los Angeles, Apr. 5*’ 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, SecTrU-T- 
Alabaxia, Medical Association or the State or, Birmictlr 
9-11. Mr. William A. Dozier, 17 Moulton Bldg, Monlgooejy, & 
Secretary. 

A.xiEniCAN Academy of General Practice, San Francis®, .1; 
Mr. Mac F. Cabal, Volker Blvd., at Brookside. Kansas City I 
Executive Secretary. 

American Academy of Neurology, Statler Hotel, Los Acgdf!..^ 
18. Dr. Joseph Foley, Boston City Hosp., Boston, Secreti?- 
American Association op Anatomists, Seattle, Apr. 1-3. Dr, B.! 

Uaiv. of Pa., Med. School, Philadelphia 4, Secretary. ^ 
American Association for Cleft Palate Reiubimtatiov, ■ 
Hotel, Philadelphia, Apr. SO-May 2. Dr. D. C. SpriesleniJict 
Hosps., Iowa City, la.. Secretary. 

American Association op Genito-Urinary Surceoxs, 

Club. Absecon, N. J., Apr. 15-17. Dr. William J. Engel, 

St., Cleveland 6, Secretary. ^ 

American Association of Immunologists, Atlantic 

17. Dr. Calderon Howe, 630 W. 168lh St., Ne^v York 3-. 
American Association op Pathologists and 

Hotel, Boston, Apr, 23-25. Dr. Russell L. Holman, 154- 
New Orleans 12, Secretary. j 

American Association of Railway Surgeons, 

Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., 
Secretary. 

American Association for the Study of Neopla^ic 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce 
268, Gatlinburg, Tenn., Secretary, . , 

American Association for Thoracic Surgery, Strtkr ^ 
geJes, Apr. 21-23. Dr. Hiram T. Langston, 7730 Caroncei 
Louis 5, Secretary'. ^ 

American College of Obstetricians /t Gynecolocists, ^ 

Atlantic City, N. J., Apr, 5-9. Dr. John C. UlleO’» I® 
cago 3, Secretary, 

American College of Physicians, Conrad Hilton Hotc » ^ 

20-24. Mr. E, R. Loveland, 4200 Pine St., Philadelphia • 
Secretary. ^ ^ 

American Goiter Association* Chicago, Apr. 

McCIintock. 149^ Washington Ave., Albany, N. 

American Physiological Society, Atlantic City, f 

Ray G. Daggs, 9650 Wisconsin Ave., Washington, • ** 
Secretary. ^ 

American Psychiatric Association, Civic 

Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westmiai 
Lake City, Secretary. ^ 

American Radium Society, The Homestead, Hot 
Dr. Robert L. Brown, Robert Winship Clinic, Bmoiy 
lanta 22, Ga., Secretary. . 

American Society of Biological Chemists, 

13-18. Dr. F. W. Putnam, Uoiv. of Fla. Medical i»cnc^' 
Fla., Secretary. 

(Confinued on page 32) 
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n HIS REPOI^ summarizes the experience 
of the Univenity of Chicago Blood Bank 
with respect to x’iral hepatitis among pa¬ 
tients who received transfusions of plasma 
and/or whole blood. The patients studied were 
given transfusions during a period of slightly 
over 15 years, between September, 1942, and Jan- 
uarj', 1^7, during which time tlie plasma adminis¬ 
tered was processed as described below. Of particu¬ 
lar interest is the fact that no case of hepatitis 
occurred which could be ascribed to the use of 
plasma made in this manner. Follow-up data on tlie 
course of the recipients is complete for all but 2% 
of the patients who were given transfusions, and 
the results indicate that the risk of transmission of 
serum hepatitis from plasma can be reduced to less 
than that incurred with transfusions of whole blood. 

Materials and Methods 

Processing of Plasma—The operation of the blood 
bank at the University of Chicago and its metliod 
of processing plasma has been described in detail 
in previous reports.* Briefly, all blood after being 
draxvh from the donors was refrigerated until used 
for transfusions. If not used writhin flve or six days, 
it was converted into plasma. Thus, the blood which 
was made into plasma was that which had become 
outdated before use. Beyond this, there was no 
selection. Tlie plasma was first made up into pre- 
liminar)’’ pools from about^J-O donors and placed in 
2,000-ml. flasks. A final pooling was then made; this 
consisted of plasma which had been made from the 
blood of about 28 to 30 donors. It was then tested 
for bacterial contamination. Tliereafter, it was 


Plasma vras compared with whole blood 
with respect to the frequency of hepatitis 
after transfusion. The data represent more 
than IS years of experience with a blood 
bank; the three categories of patients sue- 
cessfully followed up numbered 433 (plasma 
only), 1,242 (plasma plus blood), and 2,343 
(blood only). Each plasma pool represented 
about 28 to 30 donors. After being tested 
for bacteriological contamination the plasma 
was stored in the fluid state for about six 
months in a room where the temperature 
ranged from 76 to 96 F (24.4 to 35.5 C) and 
averaged 89 F (31.6 C). The findings clearly 
showed that there is very little chance of se¬ 
rum hepatitis in a patient receiving pooled 
plasma sfored for six months under these 
conditions, for there was not a single cose 
of hepatitis among 305 patients who survived 
180 days or longer after transfusions of plas¬ 
ma representing 12,345 donors. The inci-. 
dence of hepatitis among patients who bad 
received both plasma and whole blood was 
attributable solely to the whole blood. Plasma 
stored at lower temperatures than those rec¬ 
ommended can transmit hepatitis despite a 
seven-month period of storage. Daily tem¬ 
perature records of the storage-space are 
therefore an essential feature of the pro¬ 
cedure here advocated. 


From the William H. Danforlli Laboratory for Research in Surgery. Department of Surget>-. Universitj- of Chicago (Drs. Sa>Tnan and Allen), the 
Walter Reed Army Institute of Research (Dr. Gauld). and the National Opinion Research Center. Universit>- of Chicago (Dr. Star). 
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stored in the fluid state for periods of about six 
months in a room where the temperature ranged 
from 76 to 96 F (24.4 to 35.5 C) and averaged 89 F 
(31.6 C). (Demands created considerable varia¬ 
tions in time and temperature, which will be re¬ 
ported later.) 

Classification of Fflfionfs.—Recipients of trans¬ 
fusions were placed in three categories: (1) those 
who received plasma with no whole blood, (2) 
those who received both plasma and blood, and 
(3) .those who received blood only. 

Follow-up studies were attempted on all patients 
in groups 1 and 2 and on a 21% systematic random 
sample of group 3. The completeness of follow-up 
information for each group is indicated in table 1. 
In tire majority of instances, tire outcome was found 
in the records of either tire blood bank or the hos¬ 
pital. An intensive effort was made to obtain follow¬ 
up data on patients whose final outcome was not 
previously known. The period of follow-up study 
comprised tire six-month post-transfusion period, 
the generally accepted spread of tire incubation 
period for serum hepatitis. 


Table 1.—Completeness of Follow-up Records in Three 
Groups of PatieaU Who Received Transfusions 


Follow-up ana 

Group 1, 
Plasma Only 
(Sept., 1W2. 
Jan., 195") 

Group 2, 
Plasmo 
Plus Blood 
(July, 1946- 
Jan,, 1957) 

Group S. 
Blood Only 
(21 % Random 
Sample) 
(July. 1910- 
Jan., 1957) 

-titer Tronsluslon 

No. 

% 

No. 

% 

No. 

% 

niea in lees than SO days.. 

101 

22.9 

410 

314 

20G 

8.6 

Pled in 30-180 days. 

27 

0.1 

179 

14.2 

243 

10.2 

Sun'ived ISO days 

Or laager... 

305 

69.0 

058 

51.7 

1,691 

79.3 

??ot accounted lor. 

9 

2.0 

21 

1.7 

45 

1.9 

Total . 

442 

100.0 

1,2G3 

100.0 

2,385 

100.0 

Total accounted tor.... 

433 

98.0 

1,242 

99.3 

2,343 

95.3 


Due to the seriousness of the primary illnesses of 
patients who received transfusions, tlrere was con¬ 
siderable mortality during tire period of observa¬ 
tion. Sixty-nine per cent of those who received 
plasma alone survived 180 days or longer; 52% of 
those who received both plasma and whole blood 
survived this period; and 79% of those given blood 
only lived 180 days or longer. In groups 1 and 2, 
tire majority of deaths occurred before the seventh 
post-transfusion day, but in group 3 the majority of 
deaths did not occur until about the sixth week. 
The final analysis has therefore been confined to 
patients who developed homologous serum jaundice 
and to the survivors whose follow-up history cov¬ 
ered at least 180 days after any episode of trans¬ 
fusion. 

Group 1: In group 1 were 305 patients who re¬ 
ceived transfusions of plasma but no whole blood, 
who survived, and who were followed up for a full 
six months. An additional 128 patients died under 
known conditions but witlrout jaundice before the 
180th day; 9 patients could not be traced for the 
full 180-day period, but these, too, did not develop 


homologous serum jaundice. The initial number of 
patients comprising this group was 442. Thus, for 
this entire group, follow-up studies were successful 
in 98.0% of all patients who received transfusions. 

Group 2: Group 2 included 653 patients who re¬ 
ceived transfusions of blood, together with plasma, 
and who survived for at least six months, except for 
three who died of homologous serum jaundice prior 
to this date. An additional 589 patients in this group 
died without jaundice or hepatitis prior-to tlie 180(h 
day; 21 patients could not be traced completely. 
The initial number of patients given transfusions in 
this group was 1,263, of which successful follow-up 
records were obtained for 98.3%. 


Group 3: A total of 1,894 patients who received 
blood without plasma survived six months or longer; 
they were followed up for the full 180 days or until 
tire occurrence of an episode of homologous serum 
jaundice. An additional 449 patients died prior to 
tliis time of known conditions without jaundice; and 
45 patients could not be completely traced. The 
initial total of the patients in tliis group was 2,388, 
which comprised a 21% systematic random sample 
of 11,382 patients. Follow-up data were successfully 
obtained in 98.1% of all patients in this sample. 

Diagnosis.~The diagnosis of serum hepatitis was 
clinical. A patient who developed clinical jaundice 
within 30 to 180 days after transfusion was consid¬ 
ered to have serum hepatitis unless there was un¬ 
equivocal evidence either clinically or patliologi- 
cally drat the jaundice was of different etiologj’. 
This criterion was applied consistently to all groups 
in the study, so that any anicteric cases of hepatitis 
which may have occurred were excluded from aii 
three categories. As most patients were exposed to 
blood or plasma from more than one donor during 
the course of their hospital stay on any single ad¬ 
mission, it was necessary to take into account the 


number of donors to which each patient was ex¬ 
posed and the duration of follow-up after each 
transfusion in arriving at our final conclusions. A 
few patients had more than one admission during 
which diey received transfusions. However, each 
patient was counted only once, and if he developed 
homologous serum jaundice in the course of an)' 
admission he was always classified as having de¬ 


veloped the disease. 


Findings 


The results of this follow-up study are summar¬ 
ized in table 2. Note that the number of donors to 
which the recipients were exposed varied greatl)' 
according to die t)7pe of transfusion received. Thus, 
on the average, the recipients of whole blood alone 
were exposed to the risk of contracting serum hepa¬ 
titis from one or more of 3 donors, whereas those 
who received plasma only were exposed to die nsK 
of contracting hepatitis from any one of 41 donors- 
These are average values, but they serve to il'uS" 
trate how the risk of contracting hepatids is com- 
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pouncli’cl i>s llic number of donor.s to wliicli llic 
recipient i.s exposed increases. Direct comparisons 
of the crude attack rates, therefore, arc not sound 
bccau.sc tliey fail to lake into account donor ex¬ 
posure. Accordingly, calculations have been made 
of the number of cases which might have been ex¬ 
pected to occur in each of the groups receiving 
plasma. These expectancies are based on average 
probabilities which arc dcris’cd fiom the experience 
of those patients who reccis’cd whole blood and no 
plasma. These “expected cases” represent the num¬ 
ber which would reasonabb' be anticipated bad 
each donation of plasma to a pool retained tlic same 
chance of infectivity as blood from the same donor 
population. Tlie expectancy rates arc shown in table 
2 , and, since their derivation is of some importance, 
the procedure used is given in detail under Calcu¬ 
lation of Expected Cases. 

Tlie findings are definite and clear cut. Among 
the 305 surviving recipients of plasma alone, there 
might have been expected dS cases of hepatitis if 
the plasma had not been processed as described. 
Not a single case occurred in this group, an out¬ 
come which can be conser\’ati\'el>' attributed to 
chance less than once in 1,000 times. Similarly, 
among the 653 recipients of both blood and plasma, 
21 cases of hepatitis were obsciwed. The expectancy 
for this group was 123'cases, 24 of which cmdd be 
ascribed to the amount of blood which was trans¬ 
fused. Thus, the 21 cases encountered in this group 
did not exceed the number expected from blood 
alone. In other words, over a 15-\’ear period, our 
plasma subjected to storage in the fluid state for six 
months at temperatures ranging from 76 to 96 F has 
not been incriminated as the source of a single case 
of serum hepatitis. In fact, regardless of the greater 
donor exposure of the patients receiving plasma, it 
has produced no more hepatitis when given with 
blood than would be expected from blood alone. 

Calculation of Expected Cases 

Because the recipients of plasma were e.xposed to 
blood from many more donors than those who re¬ 
ceived blood alone, the risk of acquiring serum 
hepatitis among them is greater than is immediately 
apparent. Any calculation of die number of cases 
which might be e.xpected to occur must take into 
account not only the number of recipients but also 
the number of donors to which each of the recip¬ 
ients was exposed. The expected number of cases 
shown in table 2 were calculated on the basis of 
average probabilities derived from the experience 
of those who received transfusions of blood alone. 

In order that these e.xpectancies might be calcu¬ 
lated, four assumptions have been made: 1. The 
plasma which was made from unselected, outdated 
blood was representative with respect to infectivity 
for serum hepatitis of all blood drawn in this blood 
bank. 2. The experience of the 21% sample of fully 
investigated recipients of whole blood was repre¬ 


sentative of the experience of the 11,382 patients 
who received transfusions of blood but no plasma. 
3. Infectious blood from one donor is sufficient to 
contaminate an entire pool of plasma. 4. Twent}'- 
two per cent of recipients of infectious blood de¬ 
velop serum hepatitis with recognizable jaundice 
(a probability of 0.22). Assumptions 1, 2, and 3 
require no comment. Assumption 4 is based on the 
study of Sborov and associates," who investigated 
the incidence of serum hepatitis among soldiers 
who received infected plasma in Korea. 

The first step in the calculation of expected cases 
is to determine the probability of blood from a sin¬ 
gle donor being infectious. This may be derived 
from the experience of those who received trans¬ 
fusions of whole blood. The basic data and calcula¬ 
tions are as follows: total number of recipients of 
whole blood, 1,894; average number of donors per 
recipient, 3; number of certain cases of serum 
hepatitis, 36; and estimated number of recipients of 
infectious blood (see assumption 4), 164 (36 X 100 
22). The probability of the patients receiving 

Tahle 2—Patients, Donors, and Risk of Scram Hepatitis 
with Transfusion of Plasma and/or Whole Blood 

Ca.«es of 

Donors Seram Hepatftfs 

/-^-s 

Pa- Ay.I Observed 

tients, Total Po- ; *———^Expect- 


Oroup No. No. tlent No. % ed No.* 

1. Plasma only. sas 12,34:> 40..') 0 0.0 48 

2. Plasma plus 

\\ho\c blood . Go3 40,841 62.5 21 3.2 123 . 

Blood . 3,706 5.7 24 

Plasma . 37,135 5C.0 118 

3. Blood only . 1.894 5,626 3.0 361 1.9t 36 

81 0.4t 

44 2.3 


* Number of cases which ivoiild be e.xpected to occur it plasma had 
same infectivity as blood from which it was processed. 

f Certain. 

♦ ]Pos«n>!e. 

infectious blood is therefore 164 -f- 1,894, or 0.087 
(87 chances in 1,000), and the probability of his 
not receiving infectious blood (1 — 0.087) is 0.913. 

But, on the average, these patients received blood 
from three donors. This means that 0.913 is tlie 
probability of not receiving infectious blood from 
any of the three donors. The probability of not re¬ 
ceiving infectious blood from a single donor is tlie 
cube root of this value, or 0.97. It follows that the 
probability of receiving infectious blood from one 
donor is (1 — 0.97) or 0.03 (three chances in 
100, or 3%). This is the probability of blood from a 
single donor being infectious. 

Having determined this probabilitx^ it is now 
possible to calculate tlie probability of a patient’s 
receiving infectious blood or plasma if transfusion 
is done with material from any specified number of 
donors. This is most readily calculated by finding 
the probability that all donors are noninfectious 
and subtracting this value from unitj'. The pertinent 
calculations in tlie present study are given in table 3. 








1738 


LIQUID PLASMA-SAYMAN ET AL. 


J.A.M.A., Nov. 29,19oS 


The probabilities in table 3 will permit us to 
calculate the number of cases of hepatitis which 
would have occurred among those who received 
plasma if the plasma had not been processed to 
render it noninfectious. 

Group l.—A total of 305 patients received plasma 
only from 41 donors, on the average, so tliat the 
probability' that at least one of these was infectious 
is (1 — q'") = 0.712 (71.2%). The probability of 
a recipient being susceptible is 0.22 (see assump¬ 
tion 4). Therefore, the e.v'pected number of cases is 
48 ( 305 X 0.712 X 0.22). 

Group 2.—First, in regard to the cases expected 
from both blood and plasma, a total of 653 patients 
each received blood from 63 donors, on the aver¬ 
age. Therefore, the probability' that blood from 
at least one of these donors was infectious is 
(1 — q®'’) or 0.853 (85.3%). Tlie probability of a 
recipient being susceptible is, as before, 0.22 (see 
assumption 4). Therefore, the number of expected 
cases is 123 ( 653 X 0.853 X 0.22). 

Second, whole blood alone given to this group 
came, on the average, from six donors, so the prob¬ 
ability that blood from at least one of the six was 

Table 3.—Probabilities for Infectivity of Transfused 
Blood or Plasma 

Prohahilltics 


.A , — , 

.All Donors One or More Donors 
Xo. of Donors per Xoninfectlous Infectious 

Recipient , ---v-^- '• -, 

1. ( 0 ) 0.970 (1-q) 0.030 (3.0%) 

3. (q») 0.913 a-q3) 0.0S7 (8.7%) 

e . (q«) 0.8.33 (l-qi) 0.107 (10.7%) 

41. (q*') 0.2SS (1-q‘i) 0.712 (n.2%) 

67. (qsr) 0.170 (l-q'U 0.824 (82.4%) 

03. (q»n 0.147 (l-q»n 0.S53 (83.3%) 

infectious is (1 — q®) or 0.167 (16.7%) and the 


e.xpected number of cases is 24 (653 X 0.167 X 0.22). 

Third, the plasma given to this gioup came, on 
the average, from 57 donors, so the probability tliat 
blood from at least one of these was infectious is 
(1 — q “’) or 0.824 (82.4%) and the exqiected num¬ 
ber of cases is 118 (653 X 0-824 X 0.22). 

There were 21 ol)served cases among tliis group 
of 653 recipients. Tliese can all be accounted for on 
the basis of infection from the blood transfusions, 
and it is not necessary to assume that any' were 
acquired from transfusions witlr plasma. The total 
e-xpected number of cases in this group was 123, 
which is less tlian the sum of tlie 24 from blood and 
the 118 from plasma. This apparent discrepancy 
comes from the fact that in these calculations it was 
possible for persons to be infected from either or 
botlr blood and plasma. 

Comment 

The fortuitous circumstances which led us to 
propose the value of this metliod for the processing 
of pooled plasma as a means for minimizing or 
eliminating the risk of transmitting homologous 


serum jaundice were described in 1950.'* In order to 
prove tliis thesis, it has been necessary to enlarge 
our clinical experience in order to rule out bv sta¬ 
tistical tests tlie possibility' that the same results 
could be obtained by chance alone. Tliere are a 
number of methods which can be applied to achieve 
tliis purpose. We have, in fact, attempted a variety 
of procedures for computing expectancy rates from 
our plasma, only one of which is reported here (see 
Calculation of Expected Cases). Another is an e.\- 
tremely' conservative, highly complex method and 
will be reported as a statistical model from which 
the most rigorous testing of the safety' of our plasma 
can be made.® However, all of these methods led to 
die same general conclusion, namely, that donations 
used as blood carry' a greater risk of producing 
homologous serum jaundice than diose processed 
and administered as pooled plasma. 

However strong this conclusion may appear to 
be, it cannot be interpreted to apply to circum¬ 
stances other than the two specific ones which 
apply to our e.xperience: First, the product has 
been maintained in a fluid state ivith a holding 
period of six mondis, although in our e.xperience it 
has been often somewhat shorter and occasionally 
longer according to fluctuations in clinical demands. 
Second, an effort is made to piaintain a temperature 
range which is consistently higher than ordinary 
room temperature diroughout die six months; a 
conscious effort has been made by us since 1950 to 
sustain the temperature at 89 F, During the past 
year, constant temperature storage facilities have 
been acquired to effect better control. An example 
of the importance of temperature control and the 
striking of die correct balance between storage time 
and storage temperature is our e.xperience with a 
pool of plasma purchased from another blood bank. 
In that blood bank it is standard procedure to store 
the fluid plasma for 12 months at ordinary room 
temperature before use. Because our plasma supply 
was exhausted, we obtained and used a pool of 
plasma from this outside source after it had been 
stored for only seven mondis. Forty-two patiente 
were given transfusions with die plasma of this 
pool, and seven developed hepatitis with jaundice. 
Temperature measurements in die storage room o 
the odier blood bany averaged 72 F (22.4 C), 
about 10 C lower than we have employ'ed. There¬ 
fore, it is our belief diat storage at ordinary room 
temperatures necessitates a longer holding pcn° 
to render die plasma noninfective, a view which is 
consistent Awtli knowledge about decay in virus 
activity' in relation to temperature.* 

Anodier episode has also come to our attention 
since these studies were completed. Recently, tu'o 
cases of viral hepatitis occurred after transfusions 
with plasma prepared in our blood bank. In bo 
instances the plasma had been prepared under a 
modification of the usual temperature and holding 
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period. Eixcli patient wa.s e.xposcd to a different 
pool, and no cases occurred among the other re¬ 
cipients of these pools. These cases may be ascribed 
to errors in judgment in efforts further to improve 
the processing of plasma or to the coincidental oc¬ 
currence of infectious hepatitis. The latter is an 
ever-present potential that will eventually occur 
and tend to confuse the interpretation of cases 
when the same procedure has been successfully 
used for many >’cars. 

It is important tliat tin’s report not convey tiie 
impression that the current procedure and findings 
are new, as interim prc\’ious reports have appeared 
from this laboratory since 1950.'"' Similar findings 
have also been reported by Hoxworth and Haesler." 
However, the details required for us to complete a 
full and accurate analysis of clinical material from 
whieh reliable statistical computations could be 
made have only been possible during the past three 
years. This study has proved worthwhile, for it is 
now possible to demonsh-ate that the risk of trans¬ 
mitting serum hepatitis from irooled plasma can be 
o\'ercomc by this simple processing procedure 
under the circumstances detailed. The proteins of 
plasma so treated are not disturbed sufficiently to 
affect their usefulness in the treatment of hypo- 
\'olemic shock or hypoproteinemia,’ and there has 
been no clinical evidence that this product is anti¬ 
genic. If desired, the product may be subjected to 
lyophilization satisfactorily after processing is com¬ 
plete. 

Tire obvious importance of the control and de¬ 
tection of bacterial contamination does not present 
insurmountable jrroblems, but such controls are 
imperative. As Hoxwordi and Haesler ® have showm, 
bacterial-restraining filtration may prove useful in 
reducing the loss of plasma from contamination. 

Summary and Conclusions 

Follow-up studies were done in three categories 
of patients who received transfusions at the Univer¬ 
sity of Chicago: those receiving pooled plasma 
without whole blood, tliose receiving plasma plus 
blood, and those given blood without plasma. Com¬ 
plete follow-up studies were possible for 98% or 
more of the patients comprising each group. 

The findings disclosed the following attack rates 
for serum hepatitis, with jaundice, compared with 
the number we should have encountered had our 
pooled plasma been infectious (icterogenic): In the 
group receiving pooled plasma xvithout blood no 
cases occurred, whereas 48 would have been ex¬ 
pected. The established attack rate for tliose receiv¬ 
ing plasma plus blood was 3.2%, 123 cases would 
be expected in this series, witli 24 from blood re¬ 
ceived; 21 cases were found, or approximately the 
number expected. Tlie attack rate among the group 
receiving blood without plasma was 2.3%; in tliis 
group, the average patient was exposed to 3.0 units 
of blood, whereas the blood exposure for those in 


the group receiving plasma plus blood was 5.7 
units, irrespective of the plasma that was also 
given. Tlie slightly higher attack rate for the plasma 
plus blood group compared with those receiving 
blood alone was therefore to be expeeted. The 
pooled liquid plasma was not to be incriminated in 
any patient as 'the cause of serum hepatitis. 

The probability that tire results obtained in this 
clinical study could have occurred by chance 
alone, computed statistically, proved to be less than 
1 in 1,000. The statistical method reported in this 
study is but one of several which were applied; 
regardless of tlie method used, the conclusions 
remained unchanged. 

There is very little chance that pooled liquid 
plasma will produce serum hepatitis after being 
stored approximately six months at an average tem¬ 
perature of 89 F (31.6 C). Provided adequate bac¬ 
teriological safeguards are used to insure sterility, 
this procedure will enable the preparation of pooled 
plasma which is essentially free from the risk of 
transmitting serum hepatitis. 

When these same conditions prevail in plasma 
preparation, except that tlie temperature is 9.2 C 
lower (22.4 C, or 72 F), serum hepatitis can be 
transmitted despite a seven-montli period of stor¬ 
age. Daily temperature records are therefore essen¬ 
tial to the safety and success of the procedure we 
have used. 

950 E. 59th St. (37) (Dr. Allen). 

Tliis study was supported by a grant from the Surgeon 
General’s Office, U. S. Army. 
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THE PHYSICIAN HIMSELF 

Charles E. McArthur, M.D., Olympia, Wash. 


We have come to this scientific assembly pri¬ 
marily, it is true, to learn what we, as physicians, 
can do to improve the care we give our patients. 
Little thought and less effort have we given to the 
maintenance of the health of tlie individual who is 
to render tliese services to the sick. It is of the phy¬ 
sician himself I speak. We, as individuals, should 
be interested to some extent in promoting our own 
health, and we do care, more tlian our health rec¬ 
ord would indicate. There are some among us, as 
well as among our critics, who would condemn 
such effort to better our own health record as a 
selfish endeavor. Yet, if by giving thought, we 
could add only one year to the working life of the 
American physician we would conserve more than 
200,000 work-years. From the standpoint of good 
medical care, these years would be the most valu¬ 
able years of a doctor’s career—tlie product of the 
perfection of medical skills and judgment based on 
a lifetime of experience. Tlie economic and medical 
implications of this added year would be equiva¬ 
lent to adding approximately 7,000 highly trained 
and e.xperienced doctors to our medical task force. 

“A Yearly P. E. for Every M.D.” 

In 1955, at tlie Atlantic City convention, I initi¬ 
ated a project to promote a yearly physical exami¬ 
nation for every physician. Wth the help of mem¬ 
bers of tlie Academy of General Practice and witli 
the cooperation and assistance of Fellows of the 
American College of Cardiology we were able to 
run electrocardiograms and provide heart consul¬ 
tations on more than 1,000 physicians that first year. 
Through tlie help also of the National Tuberculosis 
Association, chest photofluorograms were made on 
approximately the same number of doctors. These 
films were shown to the physician-patients by Dr. 
Julius Wilson of tlie American Trudeau Society. 
Dr. Wilson discussed their findings with all who 
wished to consult with him. 

Tlie number of physicians-seeking even this small 
start on a physical examination confirmed my be¬ 
lief that physicians, especially those from the 
smaller communities where tliey live, so to speak, 
in glass houses, welcomed an opportunity to be 
examined by and consult witli a physician who was 
a stranger. During tlie past three annual sessions of 
the American Medical Association, we have made 
appro.ximately 3,000 electrocardiograph tracings 
and chest photofluorograms on physicians. This has 
been primarily a sennce project. An analysis of the 
findings is shovni in the table and in figure 1. Our 

Chairman’s address, read before the Section on General Prach'ce at 
the 107th Annual Meeting of the American Medical Association, San 
Francisco, June 26, 1958. 


The fact that the medical profession as a 
group has a higher mortality from heart dis¬ 
ease than its counterpart in the general popu¬ 
lation should give cause for serious reflection. 
Nervous strain may well be a factor in the 
higher heart disease mortality. Another possi¬ 
ble explanation for the poor record of physi¬ 
cians as far as heart disease is concerned is 
the lack of daily physical exercise. The prob¬ 
lem must be worked out by each individual 
physician. First, establish a way of life that 
includes reasonable respect for your own 
health. Make regular daily exercise a part 
of your routine. If nervous tension cannot be 
avoided, compensate with adequate vaca¬ 
tions. Finally, have a physical check-up each 
year. 


facilities have been limited and the surroundings 
crude and bare, certainly, as compared to the plush 
and ultramodern private offices we provide for our 
patients. But in spite of these handicaps, few and 
only minor errors occurred. Credit must be given 
to the dedicated cardiologists who devoted their 
time and skill to interpreting the electrocardio¬ 
grams and to consultation with tlie phj'sician- 
patients. 

Of the first 3,228 electrocardiograms, we found 
nearly 18% to be eitlier definitely abnormal or bor¬ 
derline. Chest photofluorograms were taken of 
somewhat fewer (2,749) physicians. These showed 
about 15.5% suspected or definite abnormalities, 
including, in addition to tuberculosis, chest neo¬ 
plasms and cardiovascular abnormalities. Unfortu¬ 
nately, we were unable to correlate die heart 
examinations with the chest films. Many who had 
electrocardiograms did not have chest films, and 
we found that some who showed evidence of heart 
disease on tlie chest film had not had electrocardio¬ 
grams. 

Previous Studies on Physicians’ Health 

Master, Chesky, and Pordy,* in 1951, reported a 
study on 200 physicians. It is interesting to note 
diat they found approximately 15% abnormal elec¬ 
trocardiograms. Vldiile we have no comparable 
studies on the general population with which to 
compare our findings, we do have the work of 
Dublin and Spiegelman' who, in 1947, published 
figures on longevity and mortality of physicians. 
These showed a higher annual death rate for phy* 
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sicians than for their counterpart in the general 
population. Tliis was strikingly evident for the 
leading cause of death, viz., diseases of the heart 
and coronary arteries. The recorded death rate for 

Results of Chest X~ni[/s in rhi/siclans at 
A. M. A. Annual Mactinf’s 
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physicians from these diseases u’as 1.8, or nearly 
double, that of white males of the same age groups 
in the general population. 

In 1956, Dickinson and Martin reported a more 
favorable death rate from all causes for physicians 
as compared to their corresponding age groups in 
the general population, but, again, for the leading 
cause of death, heart disease, physicians still led by 
an uncomfortable margin. In 1948, Dublin and 
Spiegelman,"' in a report on mortality of specialists, 
further pointed out that the over-all mortality of 
specialists was appro.Kimately 30% less than for 
general practitioners. Concei\'ably the great in¬ 
crease in specialization or limited practice could 
account in some degree for tlie more favorable 
death rate reported by Dickinson and Martin a 
decade later. 

The Problem 

The problem is, why should physicians as a 
group have a higher mortality from heart disease 
tlian the general population, and why should the 
family physician have a higher mortality than tlie 
specialist? Tire factors involved in botlr questions 
are probably much tlie same but vary in degree. 
There are a number of factors operating to a greater 
or less degree in various areas. 

City Versus Country Doctors.—Dublin points out 
that the specialists are concentrated in the urban 
centers where they have the advantage of large 
hospital facilities and also that the larger income 
which they enjoy permits them to take better care 
of themselves by taking frequent and longer vaca¬ 
tions. Another explariation may be that the man in 
the large city has an opportunity to consult with a 
doctor who is relatively a stranger. (The man one 
calls a friend in a metropolitan area would be 
classed as a mere passing acquaintance in the social 
life of tlie small community.) The physician in the 
smaller community hesitates to consult a local col¬ 
league because, as mentioned before, he lives in a 
glass house. He must conceal his illness and camou¬ 


flage his fatigue. Further, the family physician in' 
the smaller community has an abiding loyalty and 
sense of obligation to his patients. The vacation he 
plans is so often put off year after year because of 
a maternity case or any one of a myriad of circum¬ 
stances. The years fly by and suddenly heart dis¬ 
ease, today’s “captain of the men of death,” bars, 
the way. The vacation is never taken. 

Specialist and Family Physician Compared.—The 
specialist has another advantage in working by 
appointment and seeing a restricted range of diag¬ 
nostic problems. This surely makes for less nervous 
strain. The number of patients that the family 
physician must see and the variety of diagnostic 
problems results in a nervous strain that is peculiar 
to tliis type of practice. For one-half day each 
week, I practice as specialist. For years, I have 
reserved one morning each week for maternity 
patients whom I see by appointment. If you don’t 
do so now, I suggest that you try it. The marked 
reduction in nervous strain in seeing onty one type 
of patient and the more or less leisurely schedule 
that allows one to sit doum and talk with the pa¬ 
tients unhurriedly and to e.xamine them as you feel 
that you should is almost as relaxing as a day off. 

Factors Related to Heart Disease 

Nervous Strain.—Nervous strain may well be a 
factor in tire higher heart disease mortality of phy¬ 
sicians as compared to their counterpart in the gen¬ 
eral population, and for the family physician as 
compared with the specialist. It is interesting to 
note here that Dublin and Spiegleman found that 
internists and pediatricians were the only groups 
who had better mortality figures for heart disease 
than that for all physicians and that surgeons had 



Fig. 1.—Results of electrocardiogram tracings (left) in 
1,017 physicians in 1956 and ( right) in 992 in 1957. 


as poor a record as the average for all physicians. 
Nervous tension (fig. 2) is doubtless an occupa¬ 
tional hazard of our profession. I cannot imagine 
caring for die desperately ill without worrying. If 
I were ill, I would certainly want the physician 
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who treated me to be a bit worried. But the lack 
of adequate vacations is inexcusable (fig. 3). It is 
the result of poor planning or perhaps a very 
human failing of feeling indispensable. Adequate 
vacations would compensate to some degree for 
the nervous strain under which we must work. 



Fig. 3.—Vacation is postponed. 


Daily Exercise—Another possible explanation for 
the poor record of physicians as far as heart dis¬ 
ease is concerned is the lack of daily physical 
e.xercise. None of us is so naive as to think that the 
family physician has opportunity for any regular 
physical recreation. Some participate, it is true, in 
some type of sports or other physical recreation, 
but if we are honest about it, we must admit that 



Fig. 2.—Nervous tension, an occupational hazard. 


it is sporadic and probably of doubtful benefit or 
perhaps even harmful. Yet, the physician, if he 
wishes to improve his mortality record, must secure 
regular daily exercise (fig. 4). How can this be 
done? It is not impossible if we avail ourselves of 
such opportunity as comes to hand. For example, 
if you walk up only six flights of stairs each day 


I.A.M.A., Nov. 29, 1^5 

when you make your hospital rounds, instead of 
riding the elevator, you will expend approximately 
9,000 foot-pounds of energy, over and above that 
involved in ordinary walking. This is not as much 
fun as a game of golf, or tennis, or handball, but 
these are exercises one cannot do every day. You 
can hike up those stairs at least once a day, seven 
days a week, securing that badly needed daily bout 
of exercise, and you will be in better shape for that 
game of golf when and if you get a chance to play 
it. Exercise and physical recreation are serious deB- 
cits in tlie daily lives of most physicians. 

Faulty Diet and the Blood Lipids.-ln recent 
years, considerable attention has been focused on 
faulty diet as one of the causes of increased death 
rates due to heart disease. To what extent diet is a 
factor in the higher mortality rate due to heart 
disease among physicians as compared with the 
general population is only speculative. The irregu¬ 
larity of our meals with the resultant lack of va¬ 
riety in available food may be significant. But we 
do know tlrat tlfe incidence of coronary thrombosis 



Fig. 4.—Regular daily exercise—serious deficit in lis'ss of 
most physicians. 


is much greater in individuals xvitli elevated serum 
cholesterol levels. It is certainly prudent then for 
every physician to periodically check his blood 
cholesterol or blood lipid level and, if elevated, take 
steps to reduce it (fig. 5). 

Much is said about tire high fat content of our 
diets, but little has been said about the evil caused 
by concentrated carbohydrate in our foods or 
about their possible relationship to hypercholester¬ 
emia or hyperlipidemia.® The prevalence of ather¬ 
osclerosis in diabetics, witli dreir deranged carbo¬ 
hydrate metabolism, is well known. It is commou 
knowledge that as long as sugar is available it r™ 
be burned in tire body and tire fat and protein 
be stored. When sugar is not available, protein an 
fat are oxidized to furnish the body’s energy're¬ 
quirement. For some time I have suspected wa 
the concentrated carbohydrates of our present aa} 
diet might be one of the factors in atherosclerosis- 
For that reason, when I have a patient in whom 


either the cholesterol or serum lipoprotein 


level 
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rcniaiiis elevated, in .spile of the conventional low 
fat or low caloric diet, I place him on an e.vlrcmely 
low carbohydrate diet (approximately 20 to 30 Gm. 
of carbohydrate daily). This figure can be attained 
not unpleasantly by placing the patient on a diet 



of lean meats and vegetable salads, using a vege¬ 
table oil, such as com oil, to make the salad dress¬ 
ing. In each and everj' case, there has been a sharp 
fall in the blood cholesterol level. 

Figure 6 illustrates one such case. There was 
poor control of cholesterol le\'el in this case, in 
spite of a low fat diet. The high point of 477 mg.% 
was taken at a time when the patient was under an 
emotional strain. There also had been a marked 
increase in the carbohydrate intake in the several 
weeks before the high cholesterol reading was ob¬ 
tained. The patient was placed on a high protein 
and extremely low carbohydrate diet; the result is 
clearly shown. There was no significant change in 
the fat intake. If any of you hax'e trouble keeping 



blood lipid levels down on the conventional low fat 
diet, try this simple one. I think you will be sur¬ 
prised. ^Adiatever the diet, the point that should be 
stressed is that physicians, too, should check the 
effect of diet on their own blood cholesterol level. 
It may he higher than you think. 


Summary and Conclusions 

The problem of heart disease is an individual 
one, and the solution must be worked out by each 
individual physician. First, establish a way of life 
that includes reasonable respect for your owm 
health. Make regular daily exercise a part of your 
routine. If nervous tension cannot be avoided, com¬ 
pensate with adequate vacations. Check your diet 
against its effect on your weight and on your blood 
lipids. Finally, have a physical check-up each year. 
The amount of unsuspected pathology uncov'ered 
during the limited examinations we have done 
these past three years should convince anyone that 
physicians, too, should have physical check-ups. 
Your own self-examination should be supplemented 
by periodic objective examinations including elec¬ 
trocardiograms, x-rays of the chest and gastrointes¬ 
tinal system, proctoscopic examination, and such 
other examination as may be indicated (fig. 7). 



FiR. 7.—Yearly pliy.sical e-saminatinn, including procto¬ 
logic examination. 


In conclusion, the fact that the medical profes¬ 
sion as a group should have a poorer mortalitj' 
from heart disease than their counterpart in the 
general population should give cause for serious 
reflection, for, in fact, each one of us has a physi¬ 
cian in attendance 24 hours a day. If medical knowl¬ 
edge is worth anything at all, and if properly ap¬ 
plied to ourselves, the health record of the medical 
profession should be far superior to that of the 
general population. 

. The life of the dedicated physician is a life of 
service to others. The physician today, as for untold 
generations, is a victim of circumstances and pres¬ 
sures of his calling. Some, by reason of good forr 
tune, will have good physiques, and boundless 
good health will he tlieirs in spite of all manner of 
neglect. Others, because of misfortune, will die 
prematurely in spite of the best of care. But the 
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majority of us uall live longer and render more and 
better service to our fellow men if we wiU periodi¬ 
cally turn our attention and skills to maintaining 
the physical and mental health of the physician 
himself. 

1934 E. Fourth Ave. 
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RESEARCH ON HUMAN FACTORS OF AERIAL W^FARE 

Col. John P. Stapp (MC), U. S. A. F. 


Aviation medicine had its beginning in World 
War I, when the airplane evolved into a fighting 
machine. The U. S. Army’s physical examination 
was modified by trial and error into a flying phys¬ 
ical examination for selecting candidates for flying 
training. Continued development in aircraft speed, 
altitude, and range, along with expansion of the 
Air Corps, justified special training of doctors in 
the selection and preventive maintenance of flying 
personnel; These were our first flight surgeons. 

In the decade after World War I, die School of 
Aviation Medicine was established at Randolph 
Field, Texas, to train flight surgeons and to carry 
on research on the care of the flyer. 

Emphasis was on sensory and neuromuscular 
adaptation to three-dimensional orientation required 
for flight. In the decade preceding World War II, 
aircraft could reach altitudes that threatened loss 
of consciousness from lack of oxygen and could 
attain velocities that offered a threat of blackout 
by accelerations in turning maneuvers that arrested 
cerebral circulation. Flight became difficult in open 
cockpits because of increased wind-stream pres¬ 
sures at higher speeds and lower temperatures at 
high altitudes. 

These factors called for research and develop¬ 
ment to determine human requirements in the 
aerial environment and to provide protection from 
its adverse factors. For this mission, the Aero Med¬ 
ical Laborator}^ was established at Wright-Patterson 
Air Force Base, Ohio, in the Aeronautical Research 
Division of the U. S. Army Air Corps. Doctors, 

Chief, Aero Medical Laboratory. Wright Air Development Center, 
Wright-Patterson Air Force Base, Ohio. 

Read before the Section on Military Medicine at the 107th Annual 
Meeting of the American Medical Associah'on, San Francisco, June 
27, 1938. 


New problems of adaptation end protec¬ 
tion for men in stressful environments have 
resulted from the increasing range and veloc¬ 
ity of aircraft. Extremes of pressure, tempera¬ 
ture, acceleration, radiation intensity, monoto¬ 
ny, isolation, and suddenness of change are 
encountered in aviation and must be repro¬ 
duced in the laboratory. An arduous program 
of research must be accomplished before 
manned satellites can be sent into orbit, but 
it is a magnificent challenge and offers the 
likelihood of countless unforeseeable but 
valuable results. 


physiologists, and psychologists flew to observe and 
record the factors of the aerial environment m 
flight. These factors were then reproduced in 
ground-level simulators for controlled experiments- 
Tlie altitude chamber was designed to reproduce 
the decreased density of air at any given altitude 
above the earth. With it, animal and human rea^ 
tions to decreased oxygen tension were studied 
extensively. Such studies made possible the develop¬ 
ment of the oxygen mask to supplement air bream¬ 
ing from 10,000 ft. up and to provide total oxygen 
requirements above 30,000 ft. This extended human 
performance to match aircraft altitudes. Blackout, 
manifested during pull-outs from dives or tight 
turning maneuvers at high speeds, was reproduce 
on the ground by tlie human centrifuge. This'vas 
a carousel-sized version of the laboratory centrifug® 
commonly used to separate corpuscles from plasma 
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by radial acceloralion. A volunlecr subject exposed 
on this device to forces identical with those en¬ 
countered in airplane maneuvers experienced the 
same loss of peripheral and central vision, terminat¬ 
ing in loss of consciousness when the force ex¬ 
ceeded four and ouc-half times gravity for more 
than three seconds. I'his force was accurately 
measured in terms of the earth’s gravitational field 
as a unit, The acceleration of gravity pulling the 
body downward against the resistance of the spring 
in a bathroom scale will register a force equal to 
the body weight in pounds. On the centrifuge, a 
ICO-lh. (72,6-kg.) man will he pressed into his scat 
with a force equivalent to four and one-half times 
his body weight, or 720 Ih., at blackout. By offset¬ 
ting arterial hydraulic pressure pumping blood to 
the brain, this force deprives the retinas and cere¬ 
brum of oxygen, with consequent loss of conscious¬ 
ness. 

Military Aviation Nfcdicinc 

Early in M^orld War IT, aviation medicine ex¬ 
panded with the growth of military aviation. Lab¬ 
oratories under direction of the U. S. Navy at 
Bethesda, Md., and Pensacola, Fla., and of the 
Mayo Clinic at Rochester, Minn., made great con¬ 
tributions. The problems of human maintenance in 
aerial combat in ever}' climate from arctic to 
tropics, of parachuting, land survival, and sea sur- 
sival, were pursued by these laboratories. Simul¬ 
taneously, they accomplished a gigantic training 
program to supply flight surgeons, flight nurses, 
technicians, and aviation physiologists to meet com¬ 
bat and indoctrination requirements. They con¬ 
tributed to one of the major achievements of avia¬ 
tion medicine in M'orld War II—development of 
air evacuation of the sick and wounded. 

Unpressurized, open-window bombers led to the 
development of electrically' heated suits, i)redeces- 
sors of the familiar electrically' heated blanket. 
Prolonged high-altitude missions introduced the 
problem of high-altitude bends, accelerating the 
development of the pressure suit. The pressurized 
cabin bomber removed the hazard of bends but 
replaced it with the no less formidable one of ex¬ 
plosive decompression. Antigravity suits to protect 
fighter pilots against blackout by counter pressure 
to blood reservoirs in the legs and lower abdomen 
were invented and tested with the centrifuge. 

Scarcely had the problems of piston engine air¬ 
craft been mastered when the advent of jet engine 
aircraft introduced an entirely new spectrum of 
difficulties. Foremost of these was the problem of 
escape, no longer possible by simply crawling out 
of the-cockpit and parachuting down, as in the case 
of damaged piston engine aircraft that had to be 
abandoned in flight. Ejection seats, first invented 
by the German Air Force, were taken over at the 
end of World War II and perfected by the U. S. 
Air Force and Navy aero medical laboratories. Jet 


fighters rapidly attained supersonic speeds, further 
complicating the pilot’s problem of coping with 
demands on his attention and reaction to flight sit¬ 
uations. Escape had to be made fully automatic in 
the face of evidence that,, once the protection of 
the canopy was removed, the dazed and buffeted 
escapee was helpless to discard the seat and actuate 
the parachute. The inexorable demands of inces¬ 
santly higher and faster jet and rocket-powered 
aircraft were successive turnings of the screw, ever 
tightening' the demands on human quickness, co¬ 
ordination, endurance, emotional stability, and tol¬ 
erance to stress. 

Physiology of Stress 

Out of the background of medical phy'siology 
and psychology of the normal man at rest and at 
work, out of the phy'siological pathology of disease 
and injury, comes a new approach to meet the 
needs of jet and rocket age man—the physiology' 
of stress. 

Combining the techniques of physiology, physio¬ 
logical chemistry, biophysics, and psychology, this 
new field of research proposes to find in quantita¬ 
tive terms tlie limits of tolerance, adaptation, and 
ability to perform under stressful conditions up 
to the ultimate. 

In the laboratories of aviation medicine main¬ 
tained by the U. S. Aii- Force and Navy, there has 
arisen a unique tradition and even virtuosity' of 
experimenting with human volunteers; they sub¬ 
mit to painful, fatiguing, and hazardous procedures 
of applied research in pursuit of answers on which 
the lives of combat personnel will depend. 

Where Joiowledge so obtained has vital civilian 
applications, as in the case of deceleration experi¬ 
ments on tolerance and survival of crash forces, 
applicable to civilian air ti'ansport and automobile 
safety design, such information has been made 
freely available to the respective industries and has 
been made the basis of design specifications for 
seats and belts. 

Volunteers for hazardous experiments enjoy eco¬ 
nomic and medical protection developed witliin the 
service to cover the exigencies of combat. Indeed, 
the diplomatic cold war and its pressures on weap¬ 
ons developments becomes a hot war in the lab¬ 
oratories, where lives are risked in research on 
human factors of aerial welfare. 

Space Medicine 

Gradually, and with little premeditation, aviation 
medicine research has laid the groundwork for 
space medicine. Most of the problems of space 
medicine are but extensions of the same problems 
of aviation into space dimensions. Projecting from 
the brief exposures to acceleration endured in air¬ 
plane maneuvers, seconds of exposure turn to 
minutes of high acceleration during the stages of 
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space missile propulsion to attain fantastic velocities 
for going into orbit or for escaping from the earth’s 
graAotational pull. 

The centrifuge, which in the days of airplane 
research exposed volunteers to seconds of blackout 
acceleration, is now called on to spin them for 
minutes of rocket acceleration at even higher de- 
celerative forces, which can only be withstood by 
presenting the body in a semirecumbent position 
on a bed-like, flattened contour chair, at right 
angles to the line of force, from front to back. 

With finger controls, the subject, his arms im¬ 
movable from the pressure of 8 G, is able to main¬ 
tain a dot on a crosshair target for more than two 
minutes. Only at 12 G, in this favorable position, 
does he black out as blood is pushed back from 
the retinas. 

Reentry into the earth’s atmosphere from orbit¬ 
ing flight might require many minutes of exposure 
to decelerations of aircraft blackout magnitude. On 
the centrifuge, human volunteers have withstood 
3 G for one hour in the transverse, semirecumbent 
position. If this were a constant vertical acceleration 
at 3 G for one hour, the final velocity would exceed 
200,000 mph, or eight times the speed required to 
escape the earth’s gravitational field. At 4 G, the cen¬ 
trifuge exposure could be tolerated for less than an 
hour because of uncomfortable eifect in breathing. 

One problem defies ground level simulation. En¬ 
try into orbital flight relieves the body of all ac¬ 
celerative force. The rate of turn in the orbital 
ellipse exactly equals and is opposite to the ac¬ 
celeration of gravity, so that the capsule and its 
occupant are in a weightless state. 

On the ground, underwater flotation of-the body 
allows limited imitation of weightlessness, useful 
in certain neuropsychiatric experiments. Only by 
taking a fast jet aircraft up to 30,000 ft. and putting 
it through a combination shallow outside loop and 
dive, where the combination of radial acceleration 
and rate of descent can be made equal and opposite 
to the earth’s gravitational pull for 30 seconds or 
less, can a brief exposure to weightlessness be ob¬ 
tained. 

The acceleration of several G required to enter 
and exit from this maneuver make it impossible to 
discriminate effects of true weightlessness from the 
effects of changing gravitational climate. Indica¬ 
tions are obtained, however, of subjective and ob¬ 
jective alterations of reflex sensations and responses, 
of adaptations in orientation and equilibration with¬ 
out a gravity reference. 

Motion pictures have been made of the comical 
efforts of subjects to eat and drink in the weightless 
state. Fluids float in the air in globules that defy 
corralling; food floats between the tongue and the 
palate. What was at first considered a significant 
increase in nausea and vomiting, comparable to 
airsickness in ordinary flight, turned out to be 
vomiting and nausea: the subject felt food floating 
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up the esophagus from peristaltic contractions witli 
a relaxed cardiac valve during weightlessness, which 
set up a vomiting reflex when the bolus reached the 
pharynx. A purse-string suture around the cardiac 
sphincter is hardly the answer for this problem. 

A more sinister problem is hinted at in an ob¬ 
served decrease in blackout tolerance after the 30 
seconds or less of weightlessness. A 4.5-G pull-out at 
the end of the zero gravity aircraft maneuver resulted 
in blackout of several times the duration experi¬ 
enced by the same subject after the same pull-out 
not preceded by exposure to zero gravity. \Wat 
would abrupt exposure to violent decelerations dur¬ 
ing reentry maneuvers do to a space pilot with 
thresholds to acceleration diminished by several 
hours of adjustment to weightless orbital flight in a 
capsule, with circulation adjusted to decreased mus¬ 
cle tonus resulting from deprivation of propriocep¬ 
tive and antigravity reflexes? 

This question can only be answered by the first 
animal and human orbital experiments with success¬ 
ful reentry. The only antigravity machines encoun¬ 
tered at ground level are found in tire comic sections 
of the newspapers. Tlrey have the advantage of 
many years dedicated to levity. 

Two other factors might have consequences vital 
to survival in the first manned space flight; depriva¬ 
tion of normal sensory stimuli to which the space 
pilot is accustomed on earth and isolated confine¬ 
ment in this close-fitting capsule in the darkness and 
quietness of outer space. Numerous ground simula¬ 
tion experiments have been carried out and are in 
progress to evaluate human reactions to such con¬ 
ditions. Even the near vacuum of 200 miles above 
the earth has been reproduced in a chamber on the 
ground by evacuating it until it is less dense than 
the contents of a radio vacuuiri tube. This space 
altitude chamber aids in the development of pres¬ 
sure suits able to contain viable preiisures in case 
a space pilot must abandon his caps tle 200 miles 
above the earth. 


The most definitive human experiments to date 
on exposure to space equivalent conditions have 
been accomplished by the U. S. Air Force and the 
U. S. Navy with helium-filled, plastic, free balloons 
carrying manned capsules above the stratosphere. 
At 102,000 ft., the highest altitude thus attained to 
date, the capsule is above 99.0% of the eartlis 
atmosphere and, essentially, total solar radiation is 
experienced in the practically nonconducting re¬ 
mainder. Thus, temperatures above boiling on the 
sunny side of the capsule were measured at the 
same time temperatures 100 degrees below freezing 
prevailed on the shady side. Total ultraviolet con¬ 
tent of the sunlight, unfiltered by the earth’s atmos¬ 
phere, would make exposure outside the capsule 
quickly unendurable. At this height the earth’s grav¬ 
itational field is only diminished 1%; therefore, 
weightlessness played no part in this experiment- 



Vol, 16S, No. 13 


INSTUUCTION-WITTSON ET AL. 


1747 


The.>>e experiments clemonstriile the usefulness of a 
- space platform 20 or more miles up that can remain 
.aloft more than 24 houts with occupants able to 
imaintain themselves and make useful scientific ob¬ 
servations. 

Conclusions 


Long before the first manned missile hurtles into 
'.the heavens seeking an orbital path, a long program 
-of arduous, tedious research with the usual quota 
of trials and errors, of failures and breakthroughs, 
must he accomplished. Homo sapiens is not going 
to be converted into “homo spaciens” overnight. 


Something more than curiosity, something more 
than fear of being outrun in the cold war, something 
more than the foreseeable economic and scientific 
returns of space flight motivates man into this un¬ 
known, toward unpredictable results and unfore¬ 
seeable consequences. Perhaps when the first man 
returns from the first successful flight into space, 
he may find words to tell us how our world looks 
from his unique point of view. Human progress is 
marked by increments of objectivity and of pro¬ 
jection. What more challenging increment of hu¬ 
man outlook than to see our world from the 
viewpoint of the universe! 
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PSYCHIATRIC PROBLEMS AND PREFERENCES FOR INSTRUCTION 

AN APPRAISAL OF REPORTS BY THREE HUNDRED THIRTY-EIGHT GENERAL PRACTITIONERS 

Cecil L. Wittson, M.D., LaVeme C. Strough, M.D. 
and 

Jackson A. Smith, M.D., Omaha 


In order to more satisfactorily plan postgraduate 
courses in psychiatry for general practitioners and 
other nonpsychiatrists, a survey of the literature in 
this field since 1950 was made and a questionnaire 
was mailed to over 1,200 practicing physicians to 
determine their interests. 

Review of the Literature 

The survey of the literature revealed the majority 
of the reports were written by psychiatrists; the fol¬ 
lowing points were stressed as problems of major 
importance for the general practitioner in the man¬ 
agement of tliese patients; a reluctance to accept 
emotional illness as being primarily a medical dis¬ 
turbance, die existence of similar problems in the 
patient and die physician, and difficulties in diag¬ 
nosis. The needs for a more adequate and complete 
history and more satisfactory methods of referral 
were emphasized. 

This problem of referral by the generalist to a 
psychiatrist was discussed in several papers. Fac¬ 
tors influencing referral but not sufficiently empha¬ 
sized were (1) the patient’s (and the public’s) con¬ 
cept of a psychiatrist, (2) a lack of understanding 
of psychiatric terminology in consultation notes 
and in case presentations, and (3) the general prac¬ 
titioner’s attitude about psychiatry. 

From the Nebraska Psychiatric Institute and the Department of 
Neurology and Psychiatry, University of Nebraska College of Medicine. 

Read before the Section on Nervous and Mental Diseases at the 
107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 25, 1958. 


The interests of nonpsychiatrist physicians 
in various aspects of psychiatry and their 
attitudes toward psychiatrists were studied 
by o questionnaire method, with responses 
from 338 nonpsychiatrists. In addition, the 
literature was surveyed for publications on 
the subject of postgraduate courses in psychi¬ 
atry for general practitioners. The purpose 
was to plan more satisfactory courses of this 
kind and in general to improve the coopera¬ 
tion between nonpsychiatrists and psychia¬ 
trists in the management of emotional illness. 
The results of the study showed that communi¬ 
cation between the two groups was not al¬ 
together satisfactory. General practitioners 
varied markedly as to the frequency with 
which they encountered or recognized psychi¬ 
atric problems. They were not so much inter¬ 
ested in questions in referral as in medical 
and physical therapy. As to courses of in¬ 
struction, their preferences were for clinical 
representations with adequate emphasis on 
neurology. 


The first of these factors, the patient’s concept of 
a psychiatrist, is detailed by Bingham.' She pointed 
out that “tliough a resident of New York City until 
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three j'ears ago, I had not only never met a psychia¬ 
trist, but I had never met anybody who had met a 
psychiatrist.” She makes the plea that^the psychia¬ 
trist present himself to the public as a human be¬ 
ing who is occasionally baffled by his children and 
is capable of eiTor, and not an omnipotent, all- 
knowing person from whom nothing can be con¬ 
cealed. 

Second, the problems in communication between 
psychiatrist and nonpsychiatrist are manifest in the 
complaint of the general practitioner that he either 
does not understand the psychiatrist’s report or 
that the report fails to inform him on how to pro¬ 
ceed in the management of the patient. 

Appel ■ has described a few trends in psychiatric 
training which may account for some of this diffi¬ 
culty. He points out that “much psychiatric think¬ 
ing is removed from tire readily observable and 
confirmable to the dreoretical” and that “one ob¬ 
serves more emphasis on dynamics and increased 
facility' in speculation.” Perhaps a major factor has 
been the tendency for patient examination, case 
conferences, and formulations to become what 
Appel describes as “stream of consciousness re¬ 
ports, a la Gertrude Stein or James Joyce.” Hypoth¬ 
eses may be asserted as facts or terminology be 
taken for explanation. Consequently, the general 
practitioner attempting to explain psychiatric ill¬ 
ness, treatment, and prognosis to anxious relatives 
may be as much perplexed as enlightened by a 
psychiatric report of the type Appel describes. 

The third factor which may influence referral is 
the general practitioner’s attitude about psychiatr>'. 
A stimulating report ° of a panel discussion on this 
subject merits consideration. Tire panel was com¬ 
posed of three general practitioners and two psy¬ 
chiatrists. 

Tlie generalist’s feelings (which might be called 
negative) about the psychiatrist’s frequent refusal 
of professional courtesy were discussed with some 
affect. Tire lack of help or direction the nonpsychia¬ 
trist receives witli such problems as duodenal ulcer 
and ulcerative colitis, and the lack of results seen 
when consultation was requested for such patients, 
was mentioned. Tire psychiatrists replied that, in 
somatic illness where organic change has occurred, 
the results of psychotherapy were often poor or 
nebulous and, for this reason, the psychiatrist was 
unwilling to undertake a long course of treatment 
which would be expensive to the patient. The gen¬ 
eral practitioners felt that, as a physician, the psy¬ 
chiatrist should never “throw up his hands” even 
though die condition was not alterable and that an 
obligation existed to help the patient live better 
with his disease. 

The point was made, with emphasis, that the 
general practitioner does not know psychiatrists as 
individuals, because during residency training they 
are in a separate building and, when the generalist 
begins practice, he sees other specialists at lunch, 
at clinical pathological conferences, and on rounds 
but- he does not see psychiatrists. 


\ hA-M.A.,Nov.29,19» 


The implication was that the psychiatrist was 
professionally and socially isolated from the non- 
psychiatric physician after Iris internship. The psy¬ 
chiatrists on the panel pointed out that the tim 
required to do psychotherapy was extensive, tk 
no methods were available to offer “quick relief,* 
and that “the tools which we have to work wift 
are limited.” The general practitioners’ reply was 
that 60 years ago all physicians’ tools were limited 
but advances had been made. 

Although this panel discussion was refreshingly 
lacking in agreement, and everyone had an oppor¬ 
tunity' to express his opinion or bias, the feelings 
expressed by the participating general practitioners 
w'ould certainly merit consideration by those plan¬ 
ning postgraduate courses. 

There was general accord in the papers surveyed 
tliat the emotionally' ill or those with organic illness 
complicated by' emotional factors made up a sizable 
proportion of all those patients seen in general 
practice. There was also accord that psychotherapy 
with the somatically ill was primarily the responsi¬ 
bility of the phy'sician treating the patient for his 
somatic illness. 

Hyde gives an excellent description of the prob¬ 
lems the general practitioners may face in the diag¬ 
nosis and treatment of the mentally ill, based on his 
own experience in poractice. He stated, “Twenty' years 
of seeing the problems of one’s patients bring about 
a richness of poerception and understanding that 
perhaps cannot be equalled by any other system. 


Methods of Survey 

To determine the interests and poreferences of 
nonpsychiatrists in postgraduate courses in psy¬ 
chiatry, a questionnaire xvas sent to over 1,2® 
practicing physicians. This questionnaire contained 
21 items to be checked by the physician and was 
sent by first class mail witlr an exprlanatory letter- 
The questionnaire, a stamped envelope wdth a re¬ 
turn address for use in returning the form, and the 
explanatory letter were mailed in a folder bearing 
a University of Nebraska letterhead. 

To determine whether tliose who did not rep!) 
failed to do so for a lack of interest in the subject, 
40 phy'sicians wlio did not ansu'er were selected a 
random and a second letter and the same question¬ 
naires were mailed to this group. Tire second letter 
emphasized tire importance of tlieir cooperation m 
the satisfactory completion of the study rather than 
their interest in postgraduate courses in psychiatO- 

Of the responding physicians, less than hm- 
ited their prractice to psy'chiatry' and neurology i 
while 72% were in general practice and 2 o?» "cre 
in otlier specialties (a few respondents made n 
indication of ty'pe of practice). 

Results of Survey 

Three hundred twelve physicians returned the 
first questionnaire; 26 of the 40 who were g,, 
in the second mailing responded. Appar^^v' 
were twice as interested in helping with the s u - 
as in postgraduate courses in psychiatry. 
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In tlic following daln, the differences between 
the percentages given and 100% were those who 
left the question blank or checked both possibilities. 
In the results of the questions as to jireference for 
t>q:e of presentation, speakers, clinical material, and 
method of presentation, 66% preferred a clinical 
tjq:e, 50% preferred local to nationally known 
speakers, 66% preferred a discussion of case ma¬ 
terial from the institution where the course was 
given to a presentation of the speaker’s own cases, 
and 60% preferred several cases briefly presented 
to one case in detail. 

On the questions pertaining to the physician’s 
area of interest (table 1), blanks were provided to 
allow the respondent to qualify his interest in a 
given area as “much,” “some,” “little,” or “not at 
all.” The major interest in p)hysical and drug 
therapy was anticipated, due to the present epi¬ 
demic of ‘lost tranquility” and the enduring hope 
for a rapid method of management. 


Table 1.—Physicians’ Areas of Interest 



Degree of Interest, 


Space 






. Left 





Not 

Blank, 

Topic 

Much 

Some 

Little 

nt All 

% 

Physical and dnig therapy .... 

. OG.W 

19.82 

0.80 

0.89 

6.C3 

Diagnosis ... 

. GO.OO 

2G.92 

5.32 

2.3S 

5.32 

Psychiatric aspects of 






family counseling . 

, 52.52 

27,00 

10.09 

5.34 

5.05 

Caiise.s ... 

. 50.89 

28.41 

10.65 

3.25 

0.80 

Psychotherapy .. 

. 45.99 

30.56 

13.95 

1.78 

7.72 

Keuropsychlatric outpatients . 

. 42.90 

33.43 

11.54 

5.92 

0.21 

Community mental 






health programs . 

. 27.81 

30.77 

21.79 

10.30 

9.27 

legal problems In psychiatry . 

. 27.51 

20.39 

21.89 

10.50 

10.05 

Conimltment proccdiireii . 

. 20.92 

27.81 

20.42 

13.31 

11.54 

Hospitalized neuropsychlntrlc 






patients . 

. 7.39 

29.20 

34.62 

10.S7 

11.83 

Referral problems . 

.. G.33 

44.72 

23.21 

13.03 

12.00 


However, it was not anticipated tliat diagnosis, 
family counseling, and etiology (causes) would 
be of more interest than psychotherapy, which is 
regularly presented as a factor in all types of treat¬ 
ment. The awareness of tlie importance of family 
counseling and the acceptance of diis activity as a 
medical responsibility was encouraging. The area 
of least interest, “referral problems,” is emphasized; 
it was previously mentioned that this was a fre¬ 
quently discussed problem in the literature in this 
area. Apparently, the nonpsychiatrist has had sufii- 
cient instruction on this subject or in any event is 
not particularly interested in having more. 

Results in the tliird category, frequency of psy¬ 
chiatric problems in practice (table 2), are some¬ 
what unusual, because 38% of tlaose responding 
saw psychiatric problems in 17% or less of their 
patients; at the other e.xtreme, 17% saw psychiatric 
problems in 88 to 100% of their patients. It would 
seem ratlier improbable that the patients who 
compose the practice of the respondents would vary 
to this degree. It seems more likely that there is 
little accord as to what constitutes psychiatric 
problems or that the criteria for such a diagnosis 
vary rather widely. 


Table 3 reveals that only one-fourth of those re¬ 
plying had a marked interest in postgraduate 
courses in psychiatry but 77% stated they would 
attend such courses if they found them interesting. 
Having to travel to a central point to attend such 

Table ^.—Frequency of Psychiatric Problems in Practice 


Patients Scon with Psychiatric Problems, % Respondents, % 

8-17. 

18-27. 13.91 , 

28-37 .. 7.69 

38-47. 3.55 

48-57. 9.7G 

5S-C7. 2.96 

63-77 . 5.31 

78-87 . 0.90 

88*100. 17.46 


courses was not seen as a handicap, since only 67% 
were interested in a live Uvo-way broadcast which 
they could hear locally. 

'The last three replies were somewhat surprising, 
since a bare 3% preferred courses which empha¬ 
sized only psychiatry, whereas 12 times, as many 
preferred courses which emphasized only neu¬ 
rology. The majority preferred an emphasis on both 
subjects. 

Comment 

The literature reviewed was more an expression 
of tlie psychiatrist’s view of the general practition¬ 
er’s problems than opinion of what the general 
practitioner drought he needed. One report® of a 
panel discussion between generalists and psychia¬ 
trists was refreshing in the candor and content of 
the opinions expressed. 

The 338 replies in the survey showed the non¬ 
psychiatrist’s interest in somatic and drug treatment 
procedures and a disturbing 97% lacking interest 
in courses limited to psychiatry. From the replies, 
it appears die generahst appreciates the needs of 
family counseling but has little interest in hearing 
more about the problems of referral. 

The problems of communication between psy¬ 
chiatrists and nonpsychiatrists would appear an 
area to be considered by those'planning postgrad- 

Table 3—Physicians’ Interest in Postgraduate Courses 


Degree of Interest Respondents, % 

Marked . 25.29 

Moderate . 43.CO 

Mild . 15.93 

Slight . 4.44 

None . 2.C6 

Blank . 5.33 

^Vould attend interesting course. 70.92 

Two-way broadcast . G7.4G 

Emphasis of course 

Psychiatry . 3.1G 

Neurology and psychiatry. 59.49 

Neurology . 36.71 


uate courses. Although descriptive psychiatry has 
not been fashionable for some time, a clarification of 
the signs and symptoms by which those who are 
emotionally ill may be recognized (as well as die 
dynamics of their particular case) might make 
communication less a problem. 
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Summary 

On the basis of 338 replies to a questionnaire, the 
following preferences and interests of nonpsy¬ 
chiatrists were determined: General practitioners 
preferred clinical presentations, local speakers, a 
presentation of patients from the institution where 
the course was given, and several cases briefly pre¬ 
sented. Tlieir greatest interest was in physical and 
drug therapy; they were least interested in prob¬ 
lems of referral. 

A marked discrepancy in tire frequency with 
which psychiaHic problems were seen in their 
practices was reported; 38% saw such problems in 
less than 17% whereas 17% saw the same problems 
in more than 88% of their patients. 


J.A.M.A., Nov, 29, 

Only one-fourth of the physicians who replied 
checked a marked interest in postgraduate courses 
in psychiatry, although 77% would attend if sucli 
courses were interesting. Ninety-seven per cent did 
not prefer courses with an emphasis only on 
psychiatry. 

602 S. 44th Ave. (5) (Dr. Smith). 

This study was supported in part by the Nebraska State 
Department of Health and the Board of Control Psychiatric 
Research Fund. 
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WHIPLASH INJURIES 

NEUROPHYSIOLOGICAL BASIS FOR PAIN AND METHODS USED 
FOR REHABILITATION 

Emil Seletz, M.D,, Beverly Hills, Calif. 


Our present industrial civilization religiously fol¬ 
lows the creed to serve only youtli and its irre¬ 
sponsibility. There is no way to avoid the ever-in¬ 
creasing incidence of whiplash injury. It is not 
within the realm of the physician to even talk of the 
prevention of these injuries, since the basic goal 
of our mechanical progress is to increase the “force 
of tluTist,” accelerate speed, and achieve absolute 
automation. The only way to protect man against 
his inventive genius is to encase him in stainless 
steel armor, which is more fitting today than in the 
days of King Arthur. 

In order to properly help with this problem we 
must change our basic concept of this injury, for 
it is not a direct injury only to bony architecture 
and soft muscle structures. ^Vhile, occasionally, 
after whiplash injuries to the cervical spine, the 
x-rays may reveal injuries to bones or joints with 
possible dislocation or subluxation, the disabling 
and persistent symptomatology in the vast majority 
of cases is due to involvement of the delicate and 
vital nerves and blood vessels about the cersdcal 
spine. 

A varied and complex neurological and neurovas¬ 
cular syndrome so consistently follows the major 
type of neck sprain as to constitute a definite syn¬ 
drome. Since a great percentage of tlie symptoms 

Re-id before the Section on Physical Medicine at the 107th Annual 
MeeUng of the American Medical Association. San Francisco, June 
25. 1958. 


The collision of aufomobiles generally re- 
sulfs in either acute flexion or severe hyper- 
extension of the passenger's neck, depending 
on the direction of the irnpact. Direct trauma 
results to the spinal accessory nerve and to 
the roots of the cervical nerves, but in addi¬ 
tion there are vasomotor disturbances result¬ 
ing indirectly from damage to the vertebral 
arteries and to nerve fibers that accompany 
these arteries in their course through the fo¬ 
ramina transversaria. The result is a varied 
syndrome of neurological and neurovascular 
troubles. Treatment with tranquilizers and 
psychotherapy is of no avail, and patients 
become discouraged and resentful. The pro¬ 
cedure here outlined includes heat, manipula¬ 
tion, and traction. Carefully adapted to the 
individual case, this plan generally obviates 
the danger of surgical and psychiatric com¬ 
plications and often leads to prompt rehabili¬ 
tation of the patient. 


are referred to and arise from disturbance of tli® 
central nervous system, I have chosen to name this 
the “craniocendcal syndrome.” ‘ 
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■ Since the .\-ray fincling.s in lliis syndrome usually 

■ splay no bony injury, many of these patients are 
■' .'cused of having functional disorders and eventu- 
'Iv go to psychiatrists instead of to those e.vpertly 
ained in physical medicine and rehabilitation, who 
ropcrly should treat these patients. 

The purpose of the present communication is two- 
' lid: (1) to determine the neurophysiological basis 
)r the pain and disability; and (2) to stress the 
nportance of effectis’c methods used for rchahilita- 
on. 

The origin of the pain and disturbed function 
es in the in\'ol\’emcnt of \'arious cervical nerve 
lots, the spinal accessory ncr\'c and the cervical 
utonoinic ners’c, including the \’crtchral nerve, and 
Tthe transient obstruction or compression of the 
ertehral artery. 

he Role of Cervical Nerve Roots in Producing 
Pain and Headache 

A major portion of the headaches associated with 
nis syndrome are derived from traction injury to 
he second cervical nerve root. The second cervical 



Fig. 1.—Second cervical nerve root, not protected pos¬ 
teriorly by pedicles and facets. 

nerve root is especially vulnerable to injury, since, 
in its peculiar anatomy, it is not protected by ped¬ 
icles and facets,^ as are all the odier nerve roots in 
the vertebral spine (fig. 1); in addition, the point of 
exit of the second cervical nerve is between the 
atlas and the axis—the point of greatest rotation of 
the head on the neck.^ 


It will be remembered that the second cervical 
nerve continues as the great occipital nerve, which 
supplies the cutaneous distribution to the major 
portion of the scalp, the side of the neck, and por¬ 
tions of the face (fig. 2). In addition, the physiolog- 



Fig. 2.—Cutaneous distribution of C-2 (reproduced with 
permission of Williams & Wilkins Company). 

ical communication between the second cervical 
and tlie trigeminal nerves in the spinal fiftli tract 
of the meduUa (fig. 3) involves the first division of 
the trigeminal nervm and thereby gives rise to at¬ 
tacks of hemicrania witli pain radiating behind the 
corresponding eye." This is tlie mechanism whereby 
a great many chronic and persistent headaches have 
their true origin in injury' to the second cervdcal 
nerve, and, as I emphasized in a recent communica¬ 
tion, “Many headaches are not headaches at all, but 
realty a pain in the neck.” 

The disturbance of the great occipital nerve (C-2) 
is further aggravated by spasm of the trapezius 
muscle, since traction is thereby exerted on the 
nerve as it pierces the tendinous attachment of the 
muscle to the base of the skull. 

Persistent Muscle Spasm 

As previously recorded,' in reviewing tlie anat¬ 
omy of the spinal accessory nerve, its major origin is 
by filaments from the entire length of the cervical 
spinal cord. From its origin, the nerve ascends 
dirough the foramen magnum and leaves the skull 
through the jugular foramen for a long descent to 
the trapezius muscle (fig. 4). The persistent spasm 
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of the trapezius and sternomastoid muscles is due, 
therefore, not to primary injury to the muscles but 
to traction injury to the delicate filaments of origin 
of the spinal accessory nerve. 



Fig. 3.—Synapse between the great occipital and trigenii- 
nal ner\es (modified from Skillern'’). 


Nerve Root Irritation in the Intervertebral 
Foramina 

A number of physicians have come to dislike the 
phrase “whiplash injury” and are critical of its use. 
One of my orthopedic friends calls “whiplash in¬ 
jury” a “wastebasket term.” To him I say: “Please 
remove the term from your wastebasket to a place 
of prominence on your mahogany desk.” Let us 
now, therefore, consider the mechanics of injury 
and justify tlie use of the teiminology. 

J. T. McLaughlin has shown that when a 3,500-Ib. 
car traveling at 10 m.p.h. strikes the rear of another 
car it may transmit to tlris car a force of 25 tons. 
The person’s body (in the car that is struck) 
continues to move forward, while the head, being 
hinged at tire neck, snaps backward. The average 
head weighs about 8 lb., and the cervical vertebrae 
are very delicate; the force that is pushing the head 
backward is even greater than believed, since the 
base of the neck acts as a fulcrum and the leverage 
is applied near the top of tire head. Therefore, the 
head snaps back with the equivalent of several 
tons of force—without any support, since “the mus¬ 
cular control of the neck is caught off guard.” ® Tlie 
end-result, with the neck in acute hyperextension, 
is a momentary posterior subluxation of the various 
joints with fleeting narrowing of the foramina, so 
tliat the nerve root is caught in a pinchers between 
the superior and inferior facets. 

The head now snaps back in acute flexion—a true 
“whip-snap” (Mark Twain’s Tom Sawyer and Huck 
Finn used this method in killing snakes and referred 
to it as the ufliip-snap). X-rays after this type of in¬ 


Nov, 29, 


jury usually reveal no evidence of disturbed 
ment, but what, about the traumatized . 
Careful neurological testing soon after the injiaj- 
veals not pain but hypalgesia or anesthesia uu, 
distribution of one or more nen'es, since there 
is temporarily put out of function by the ha 
The pain and muscle spasm appear later, mth 
ginning recovery of nerve function. During if 
hemorrhage within the capsular ligaments gi\. 
to swelling of the nerves and eventually ii.V 
between the dural sleeve and the nerve root; 
factors give rise to symptoms that may h 
longed for months or even years after the ■ 
Other nerves involved are the spinal i'- 
already mentioned, the sympathetic trunk, 
vertebral. The vertebral nerve lies within the 
verse foramina and travels alongside the w. 
artery. The vertebral nerve originates fii. 
stellate ganglion and supplies the vertebral ='• 
ilar vessels. Injury to this nerve produces 
the vertebral arteries and gives rise to dM, 
circulation to the pons and portions of the im 
containing tlie nuclei of origin of the lower 
cranial nerves, witli resultant far-flung symj. 


Foraminal Encroachment 

^Vhile the acute symptoms dejiend on the 
and severity of injury, the late symptoms are ^ 
determined by the peculiarly individual 
of the cervical spine.® The cervical vertebrae*" 
course, proportionately smaller than those in' 
parts of the spine. In addition, the disk port!* 
even smaller in their relative sizes, because on 
side the space is occupied by special synovial, 



Fig. 4.—Spinal accessory nerve, with opg'” ,, 
length of cervical spinal cord. After entering s 
e.xits through jugular foramen for long descent o 
muscles. 


not present in other parts of the spine. A ‘ 
described in 1858 by von Luschka, they j- 
given proper attention because of then' nus , 
diminutive proportion, but the role 
is most significant. 
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itli degenerative thinning of tlie disk after trau- 
. ,':he processes of the lateral joints are gradually 
id outward and laterally, resulting in osteophyte 
ation (fig. 5). 

hen the spurs project laterally, they compress 
ntervertebral nerve root in the foramen; when 
'project forward, they encroach on the verte- 



ig. 5.—Osteophytes, resulting from degenerative tliinning 
'isk after trauma, with lateral joints foreed outward (re- 
luced with pennission of Cliarles C Thomas, Publisher). 


1 .1 artery and nerve within the foramen trans- 
sarium (fig. 6). These spurs project even more, 
ee the osteoph)'tes are capped with cartilage 
I are considerably larger than is revealed by tire 
•ntgenogram.® 

t will furdrer be remembered that, while tire cervi- 
• foramina appear relatively large on die x-ray 
■ture, diey are partitioned by the structures not 
ible by x-ray, passing through the foramen trans- 
,csarium, namely, the vertebral artery, veins, and 
-fve. Wdien the gross specimen of the cervical 
.ne is viewed obliquely, with die vertebral artery 
1 place, it is seen that diree-fourths of the lateral 
.‘meters of the foramina are occupied by these 
liiictures. 

' Vertebral Artery Compression 


In reviewing the anatomy of the vertebral artery, 
'Will be remembered diat, after its origin from the 
bclavian artery, it passes through die foramina 
.msversaria of the lower six cervical transverse 
;ocesses. After passing dirough die foramen trans- 
•rsarium of the atlas, the artery turns very sharply 


medially and, after piercing the thick membrane 
between the atlas and die occipital bone, enters the 
cranial cavity through the formen magnum. 

Very little slack exists in the vertebral artery 
(fig. 7), and, during severe hyperextension and hy¬ 
perflexion and especially during exti'eme lateral ro¬ 
tation, partial to complete obstruction of the verte¬ 
bral artery has been demonstrated by arteriography. 
The vertebral artery is the pipeline carrying blood 
and oxygen to the brain stem, just as is the oxygen 
tube to the deep-sea diver. 

Lewis and Coburn ® have demonstrated by angi¬ 
ography constriction or occlusion of the vertebral 
artery in patients in whom symptoms of vertigo, 
ata.xia, headache, diplopia, and unsteadiness of gait 
have persisted. The usual site of occlusion is at the 
second cervical level, which is the point of greatest 
rotation of the head on the neck. 

Ford describes the case of a 17-year-old boy 
who developed attacks of syncope followed by ver¬ 
tigo, unsteadiness, nystagmus, and diplopia when 
his head was placed in hyperextension. It was de¬ 
termined in this case tliat posterior displacement 
of tlie axis, due to excessive mobility of the second 
cervical spine, would produce transient obstruction 
to the vertebral artery. Surgical fusion and mobili¬ 
zation gave complete cure. 

Others have observed complete obsti'uction in 
the vertebral artery during angiography in cadavers 
when the head is rotated to either the right or the 
left. A great majority of symptoms that have been 
designated as psychoneurotic, namely, attacks of 
vertigo, ataxia, diplopia, severe attacks of migraine¬ 
like headache, hemicrania with nausea and vomit- 



Fig. 6.—Compression of intervertebral nerve and/or verte¬ 
bral artery by lateral (oovertebral) spurs (modified from 
Neuwirth, New York J. Med. 54:2583, 1954). 


ing, and, at times, disturbance of speech and swal¬ 
lowing, are all due to disturbed circulation of the 
vertebral artery after neck sprain. 

Treatment 

Physical therapy originated in antiquity and was 
certainly highly specialized during the inception 
of the Olympic games in the Hellenic Era. There 
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are many ancient Greek statues and friezes depict¬ 
ing the physiotherapy measures being administered 
to athletes. 

Circulation in the major blood vessels is pro¬ 
pelled by the force of the pump (the heart). Cir¬ 
culation in the capillaries and the lymph channels 
within the body tissues depends on normal muscle 
tone and the intrinsic vasomotor homeostasis. 

If the blood vessel wall has been traumatized 
during the injury or the vertebral nerve has been 
injured, vasospasm persists. The only true, effec¬ 
tive measures for tiding over this stage of injury 
lie in adequate physical therapy. 

Treatment must be started early and must be 
administered by those expertly trained in physical 
therapy and rehabilitation. The attempt is often 



Fig. 7.—Vertebral artery. 


made to give physical therapy in a doctor’s office, 
consisting in the application of heat from a heat 
lamp or diathermy machine, as described by Krusen 
and Ford Tlrose patients not receiving adequate 
therapy will not improve and will soon become 
discouraged and resentful. 

Because of continued complaints, many of these 
patients finally see a psychiatrist. The couch would 
serve a better purpose in this instance if it were 
equipped with a traction apparatus and supple¬ 
mented by a gentle massage. The fault, however, 
is not with the psychiatrist but with the referring 
physician. In reviewing the tjq)es of treatment wnth 
a number of specialists in tins field, it is found that, 
while therapy naturally varies to suit the individual 
need, it consists primarily of local heat in the form 
of hot wet packs and cervical traction, followed 


J.A.M.A., Nov. 29,1® 

by very gentle massage and manual rotation. Whei 
the radicular pain is severe, occasionally a local 
anesthetic should be injected to the most painfi!! 
area, usually at the point of attachment of the tra¬ 
pezius muscle to the base of the skull and includin; 
the adjacent region where the great oecipital nme 
reaches the subcutaneous tissue. 

Local hot packs relieve the muscle spasm, in- 
crease the circulation, and frequently stop severe 
occipital pain and headaches. The importance o! a 
carefully planned scheme of ti-eatment must I 
emphasized to the patient, and treatments must I 
religiously carried out daily during the first tw 
or three weeks (and then about three times weekly 
depending, of course, on the individual case. Dek 
or faulty treatment leads to adhesions about tl 
facets and scarring about the capsular ligament 
persistent spasm, congestive lymph edema, ar 
fibrosis of muscles, swelling, and eventual adhesioi 
of nerves within the nerve root canals. 

The resultant faulty posture in neglected casi 
enhances the degeneration of the intervertebr 
disks, as well as spur formation in the lateral c 
vertebral articulations, which in the roentgenogra 
has come to be known as traumatic arthritis. I ca: 
not too sti'ongly emphasize the urgency of ear 
and yoersistent therapy, always by a specialist 
this field. By reviewing the anatomy of the cen'ic 
vertebrae and its articulations it can more read! 
be appreciated how injurious faulty traction 
traction applied by the patient can be. Jacks( 
say's, “VVoe unto the doctor who hands the pafic 
the traction apparatus and tells him to go hoc 
and get in it.” “ 

Traction serves many functions. It relieves mn 
cle spasm, helps to immobilize the spine, straighte 
the cervical spine, and enlarges the intervertebr 
foramina. Especially, I wish to emphasize the ii 
portance of traction in helping to relieve obstni 
tion to the course of the vertebral arteries. Jacks( 
believes that early and adequate traction may pi 
vent the fonnation of adhesions between the dm 
sleeve of the nerve roots and the adjacent stru 
tures. She has also found most valuable the u 
of the contour pillow, which gives excellent suppc 
to the neck structures during rest and sleep. 

In severe spasms of the cervical spine, a lig' 
weight collar which maintains the neck in prop 
position, “with chin tucked in” and avoidance 
hyjpere.xtension, may be used. (Faulty postu 
traumatizes the cartilaginous surfaces.) Judicio 
arse of muscle-relaxant drugs is beneficial to son 
patients. I personally' I'esent the e.xtensive use 
the so-called tranquilizing drugs in this type 
case, the sole purpose of which is to confuse t 
mind so that the patient will not complain. 

Occasionally, a patient is seen with 
complaints of head, neck, and shoulder pain," 
in spite of normal findings on opaque myelograp) 
has had on surgical exposure persistent s'yel|| 
and adhesions of several nerve roots within 
dural sleeve of exit. It is most likely that ear 
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persistent:, and adequate llierapy by those expertly 
trained in physical medicine will prevent most pa¬ 
tients from developing a surgical condition. 

405 N. Halford Dr. 
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ETIOLOGICAL FACTORS IN FIRST-DEGREE MURDER 

Glen M. Duncan, M.D., Shervert H. Frazier, M,D., Edward M. Litin, M.D., 
Adelaide M. Johnson, M.D., Rochester, Minn, 
and 

Alfred J. Barron, M.A., St. Paul 


Murder is a tragic phenomenon. Sociologists, 
criminologists, jurists, dramatists, and novelists have 
studied it widely. To tlie present, little has been 
knowm of the causation of lone murder (unrelated 
to murder committed by gangs). Tire question 
arose in our minds as to how this problem could be 
approached and the causation defined. Since capital 
punishment is the laxv in the United States in all but 
seven states, removal of the person charged with 
murder presents an obvious difficulty to long-term 
investigation, but we were fortunate in working in 
a state in which there is no capital punishment. A 
pilot study of the problem was set up. 

Fifteen years ago tlie collaborative technique in 
therapy and research in neurosis, psychosis, perver¬ 
sion, and delinquency first established itself as a tool 
for investigation. This technique consists of equally 
intensive studies of the patient as well as the parents 
and other significant relatives of the patient. Pooling 
of the information tlius gained enables investigators • 
to validate omissions, distortions, and falsehoods 
and suggests fields or avenues for furtlier inquiry. 
Such studies may range from exploratory interviews 
to long-term analytic study of the unconscious. It is 
now established tliat, in cases of individual delin- 


From the Section of Psychiatry, Mayo Clinic and Foundation (Drs. 
Duncan, Frazier, and Litin), and the University of Minnesota (Dr. 
Johnson)* Dr. Barron is a psychologist. 

Read before the meeting of the American Orthopsychiatric Associa¬ 
tion, New York, March 6-8,1958. 


Among six prisoners conviefed of first- 
degree murder, remorseless physical brutality 
at the hands of the parents had been a con¬ 
stant experience for four of them. The most 
striking aspect of the interviews with the par¬ 
ents was the remarkable aptitude of these 
persons for evasive shifting of blame. This 
was followed by transparent evasions and 
calculated lying manifested by most of the 
parents. Factors of brutality come under the 
scrutiny of pediatricians and family physi¬ 
cians. Direct inquiry into the mode of punish¬ 
ment and discipline should be made by phy¬ 
sicians whose practice includes the care of 
children. Intervention by physicians in known 
sadistic family patterns may well avert a 
later violent crime. 


quency in children from so-called good families of 
all economic classes, tlie parents unconsciously fos¬ 
ter and promote tliis behavior as a solution to their 
oxvn unintegrated pathological needs. Similarly, 
there are adolescents whom we have studied w’ho 
commit serious crimes, such as murder or sexual 
assault, and who also reveal a history of unwitting 
parental fostering of the offense. Timely interven- 
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tion by pediabicians and general practitioners aware 
of such mechanisms has been of great value to the 
cliild and family. Wider knowledge of family pat¬ 
terns which predispose to adult murder might well 
be lifesaving. 

Aim of Present Study 

^Vith the collaborative technique as a mode of 
inquiry, this project was devised as a pilot study to 
search for possible common factors in the life stories 
of a number of adult persons convicted of first- 
degree murder and imprisoned for life at the Minne¬ 
sota State Prison at Stillwater. There is no capital 
punishment in this state. The study was made pos¬ 
sible by tlie understanding and cooperation of the 
warden, Mr. Douglas C. Rigg, and his staff, to whom 
our grateful thanks are due. Since the terms of our 
study required that special attention be focused on 
the attitudes and behavior of the parents of these 
persons, only those prisoners whose parents were 
available for interview were included in the study. 

Since our aim was to explore solely the possible 
causes of homicide, we did not concern ourselves 
vith the questions of management, treatment, or 
punishment of the convicted person. Tliis conten¬ 
tious field of forensic psychiatry was not entered. 
However, it was hoped tliat material would emerge 
in the pilot project which could be further validated 
by study in other states witliout capital punishment 
and which might assist criminologists in prophylaxis 
against murder and against the continuance of a 
family pattern which predisposes to such criminal 
violence. 

We emphasize that no study was made of mur¬ 
derers associated with gangs or of those to whom 
crimes of violence were part of the cultural way of 
life. We believe that such offenses are sociologically 
determined and are more or less predictable and 
that prevention is largely a broad social problem. 
It was wth the individual, isolated murderer, with 
no record of violent crime, that this study was 
concerned. 

Criteria for Selection 

The investigating procedure was as follows: 
Prisoners were selected according to certain criteria; 
namely, they were to be normally intelligent white 
men convicted of first-degree (premeditated) 
murder, who did not deny the crime and who were 
of middle-class background from families of good 
social standing. There should have been no history 
of addiction to drugs, alcoholism, organic disease 
of the brain, or epileps)'. There must have been no 
knowm history of psychosis prior to tlie murder. Both 
parents were to be available for interviews. 

It should be noted that this was a preliminary 
study not involving extensive investigation of the 
parents’ or prisoners’ unconscious. It is to be hoped 
that this study will be followed by a more intensive 
collaborative investigation of the conscious and 
unconscious mental processes of prisoners and their 
parents. 
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In each instance it was made quite clear that the 
psychiatrists were in no way connected with the 
prison management, the courts, or tlie legislature. 
Participation of a prisoner would not influence his 
treatment or sentence in any way whatever. The 
prison psychologist, whom they trusted, explained 
the investigation to the subjects in advance and also 
introduced the psychiatrist to the subjects in each 
case. No information which the prisoner or relative 
wished to have maintained confidential was dis¬ 
closed to anyone outside the research team. Parents 
and prisoners were told tliat their cooperation would 
help the investigators learn something which might 
be of service in the prevention of tragedies similar 
to their own. Of course, interviews were conducted 
in private. 

In view of these provisions, there was minima! 
temptation to distort material in order to protect the 
prisoner or to modify his sentence. Only by such 
procedures could meaningful data be gathered and 
some measure of truth ascertained. Aside from im¬ 
portant biographical facts, special attention was 
paid to the feelings and attitudes of each person 
interviewed and to understanding what contribution 
these might have made to the eventual crime. Tlie 
psychiatrists were thus alerted to any attitude or 
manner of tlie parents which might have allowed 
tlieir child to sense that a violent solution to dis¬ 
putes with others was an acceptable thing. 

I^Tien six subjects had been selected, interviews 
were arranged with them and with their parents. In 
interviews with prisoners, the first striking impres¬ 
sion was the readiness with which they discussed 
the crime and the events leading up to it. 'The)' 
also invited return interview's, although tliey knew 
that no legal advantages would accrue to them as 
a result of additional consultations. They did not 
tiy to escape responsibility for the crime or to lay 
the blame on others. Almost without exception, 
when tlie stories of prisoner and family w'ere at 
variance tlie prisoner w'as found to be telling the 
truth. We wish to acknowledge our indebtedness to 
the prisoners and to their families for their ready 
cooperation and willingness to participate in the 
interviews. 

These studies led to the conclusion that, among 
these prisoners, remorseless physical brutality at 
the hands of the parents had been a constant experi¬ 
ence. Brutality far beyond the ordinary excuses ot 
discipline had been perpetrated on them; often, it 
was so extreme as to compel neighbors to intercede 
for the boy. In no case was any' effort made by the 
prisoner to conceal tlie crime or to evade capture. 

The most striking aspect of tlie interview's w'ith 
the parents was the remarkable aptitude of these 
persons for evasive shifting of blame. Nor w'as there 
any suggestion from them of self-criticism or gui« 
over their sons’ upbringing or downfall. They re¬ 
peatedly and steadfastly lied on many important 
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matters of fact, often differing .sliarply from their' 
spouses or offspring, and often they remained un¬ 
shaken h)' glaring discrepancies. 

We shall prasent rcport.s of two of the six cases. 

Report of Cases 

C.\sn 1.—In a jealous race, a 30-ycai'old man found an 
ax and, in the pre.senee of neighbors, killed his former sweet¬ 
heart. Originally, he had seduced her away from his brother 
when the latter went to Eiirope on military duty. 

This man, the second of six children, had been the t.arget 
for the most violent uncontrolled brutality on the part of the 
father, who, although he had a good job as a shop foreman, 
was a pliilandering alcoholic and a physical and mental 
sadist in his relationships with the iirisoner's mother. The 
father’s wild beatings of the boy were so frightening tliat 
neighbor men often interceded. The mother said she con¬ 
tinued to live with the father only “to be sure he did not 
kill one of the boys,” while at the same time her husband 
doted on the older daughter, of whom the prisoner was 
violently jealous. The father often beat and choked the 
mother in the children’s presence. He shouted that she was 
a whore and that he would kill her some d.ay. From the time 
the boy was 3 years old, the mother said, he recurrently ran 
away from home because he was so terrified of the father. 
From the time the boy was 14 years old, his father accused 
him of vicious sexual practices with girls, a charge which 
was not tnic at the time. The mother said that tlie father 
constantly “spoke evilly about other people’s sex lives” in 
the presence of the children. At no time did the father ever 
accept any responsibility for his brutal acts, and he never 
expressed any remorse. The boy never dared to bring a 
young friend into the home. 

The mother offered no protection to the child against tlie 
father’s attacks, but she did console him afterward. She 
never called the police to protect the boy. She and tire 
prisoner leaned on each otlier emotionally, and apparently 
he was always tender with her. At no time did the mother 
express any guilt or responsibility for having kept tlie boy 
in such a savage enWronment, and at the time we saw her 
the next oldest son was experiencing a similar life with the 
father. The prisoner said that without her warmth and com¬ 
fort he would have killed himself long ago. He cried and 
moaned about his love for her for 15 minutes when she was 
first mentioned in die interx'iew. He could not rec.all any 
conscious hostility toward his mother. 

He always felt tliat his fiancee was better tlian he and 
above him socially. He made no protests when she had 
promiscuous affairs with others and left him. Later, for a 
time, he tried to win her back, after she had married. How¬ 
ever, he began to live with a woman 10 years his senior, an 
occurrence which prompted his former fiancee to divorce 
her husband and to attempt to woo him back, promising 
marriage. As a result of this, he abandoned the woman 
with whom he had been living, whereupon the former 
fiancee began to go out with other men. Tire prisoner found 
an ax and killed her. 

Several facts stand out in this case. First, the patient had 
strongly identified xvith his father. He saw how sadistic his 
father was toward the mother as well as toward himself. 
Although consciously he loved his mother, he hated her un¬ 
consciously for not protecting him from the years of savage 
attacks. Similarly, she seduced him with consolations after 
the assaults and sought his sympathy as years went on and 
her plight continued. The prisoner stole his brother’s girl, 
felt she was above him, and then for a brief time consoled 
himself with an older companion. Finally, the savagery he 
had felt and learned at the hands of his father came out 
toward the alternately unfaithful and seductive fiancee. She 
was merely repeating the lifelong behavior of his mother, 
who alternately abandoned him to this father s brutality and 
then wooed him back with sentimental consolation. 


His mother said that the fatlier made no secret of his 
violent attacks on her sexually, verbally, and physically and 
that the sons knew all about these attacks. It was only by 
a stroke of luck that this prisoner actually was not killed 
by his father. The mother had always feared it and believed 
the father capable of it. The prisoner had known of his 
mother’s fear for years. This boy, by direct example, learned 
that frustration and anger were to be handled by violence. - 
He learned that men are brutal to women. The tremendous 
unconscious hatred for his mother, who submitted to the 
father and then turned to the prisoner for love, finally over¬ 
whelmed him at the expense of his .alternately promiscuous 
and seductive fiancee. 

Case 2.—This prisoner was 27 years old when he strangled 
his sweetheart. When we saw him he was un.able to account 
for his killing her. “Those 12 months with her—I wouldn’t 
trade them even to being in this prison for life.” He mur¬ 
dered her when she refused to marry him. 

He said he wondered if he had not “misidentified” his 
vietim with her interfering mother, of whom he said in all 
seriousness he would “gladly wring her neck.” He also re¬ 
marked, “If it hadn’t been Rosie I killed, it would have been 
someone else—it was inevitable.” 

He was exceedingly bitter toward his own mother. “Mom 
hated me since the day I was conceived. I was an unfor¬ 
tunate burden on her. It wasn’t my fault I was bom. She 
has punished me ever since, though, for it. I can remember 
all the unmerciful beatings she gave me. She is happy now 
tliat she has completely destroyed my life.” 

He said she was vicious; she would choke him and beat 
him so hard with a barrel stave that he became bruised and 
bleeding. She used to say to him: “What did I ever do that 
God thinks I deserved to have you wished on me!” 

His motlier constantly belittled his father, and, whenever 
tlie fatlier protested these humiliations, she threatened him 
witli the “disgrace” of separation. “She destroyed any stand¬ 
ing he might have had in my eyes,” said the prisoner. 

The motlier told us of how her father “ran out” on the 
family when she was 5 years old, and she said he never 
supported them (a pattern her son repeated in the action of 
causing two unmarried girls to become pregnant and then 
abandoning tliem). Throughout her childhood the mother 
had been accused by otlier children of being illegitimate. No 
mention was allowed of the father by the family, and she 
had never heard other mention of him until she was 10 
years old. It is clear how tliis hostility toward her father 
had earried over toward the son. 

She reported tliat “the whole idea of John was a big 
mistake.” She added that she had been angry about the 
pregnancy, blaming her husband’s carelessness. She readily 
confirmed to us her son’s account of her cruel and unusual 
punishment of him. It was remarkable to the interviewer 
how devoid she was of any sense of guilt about her rejection 
and cnielty. She e.xplicitly said of his tantrums and un¬ 
governable rages that “he acted how I felt.” Local feeling 
in the community had been against the boy from the age 
of 5 years because'of his violent temper, and from the age 
of 7 years he had been wrongly but persistently accused, 
over many years, of pushing a young companion to his 
death from a roof. 

“His whole childhood was filled with anger,” said the 
motlier. She said she always thought he would get, into 
trouble. “He grew up thinking the same way. He felt every¬ 
one was against him.” At the time we saw her, she said she 
was glad the son was in prison and she hoped the authori¬ 
ties would never release him. 

In this instance we have ample evidence for the prisoner’s 
modeling himself after his vindictive and remorseless mother. 
She made it clear that the behavior of tlie son was in accord 
with her feelings. Satisfactory identification by tlie boy with 
his acquiescent, unprotecting father was not possible. The 
only close friend the boy had was an orphan boy older tlian 
himself who had lived with the family for a short while. 

As a boy, the prisoner often would stay away from school 
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to dig worms for, and to go fishing with, a group of older 
men, who made much of him. His mother was iiware of 
his truancy \vith these older men. 

In tlie later life of tliis prisoner it seems that the mother 
of his sweetheart was the nominal target for his hostility, 
but when the girl herself spurned him he had no compunc¬ 
tion about turning his vengeance on her. His lack of sense of 
guilt or restraint was modeled after those defects in his 
mother. 

Comment 

Tlie most striking common feature in four of the 
six cases was the continuous, remorseless brutality 
which tlie prisoners in question had suffered at the 
hands of one parent, in the face of the compliant 
acquiescence of the odier. 

We discovered evidence in the case of tlie re¬ 
maining two that the prisoners were psychotic at 
die time of the murder, and, of these, one was clini¬ 
cally psychotic during the study. In these two 
cases there was no history of gross brutality. 

An example of the level of die brutality in the 
four cases was an incident in which the father held 
up his nude little boy by the heels, belted him, then 
dropped him on his head to the floor. Recurrently, 
some prisoners, when children, had been flung 
bodily across a room. Only by chance were some of 
diem not fatally injured. Although such violence 
was a common factor in the four cases, it should not 
be concluded from them that violence is the major 
factor in the etiology of murder. This, at present, we 
cannot say. Imitation and identification with violent 
parents, however, constituted the commonest pat¬ 
tern found. 

Another impressive feature was the absence of a 
sense of guilt on the part of the parents, yet, when 
the circumstances of their own upbringing became 
clear, the source of their hostilit)' and of dieir lack 
of remorse was obvious. The interviewers were 
startled by some of the transparent evasions and 
calculated lying manifested by most of the parents. 
Yet, in contrast, the prisoners were found, by investi¬ 
gation, to be giving true accounts of events. The 
probable reason for such a situation was tiiat the 
prisoners had nothing to lose by telling the truth, 
whereas the parents were still trying to absolve 
themselves from any responsibilit)' for the tragedy. 
This observation confirmed findings long known to 
prison authorities, namely, that prisoners are most 
cooperative when given the opportunity to be so. 

Still another interesting observation was the fact 
that these psychiatrically unsophisticated prisoners 
showed a surprising degree of insight in relating 
their criminal violence to their family experiences. 
Furthermore, documented evidence showed that no 
prisoner had attempted to escape from the scene of 
the crime and that none had denied committing die 
offense. All defended their actions, but none dis¬ 
puted the fact of the killing or of the premeditation. 

Of interest to psychiatrists was the constant find¬ 
ing of deep, unconscious homose.xual tendencies, a 
finding which is not surprising in view of the bru- 
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fality disclosed. Often these tendencies were le- 
vealed in frankly paranoid behavior. In three of the 
cases such trends were reinforced by contrastino 
favorable treatment of a sister. ° 

In contradistinction to previous experience with 
individual juvenile delinquents and adolescents 
guilty of serious crime in whom unconscious par¬ 
ental fostering was a powerful factor driving the 
child toward acting-out, these adult persons, con¬ 
victed of first-degree murder, revealed a minimum 
of unconscious parental fostering. Instead, the acts 
of violence seemed to be much more on a conscious 
imitative level, reflecting actual childhood experi¬ 
ence. 

An interesting aspect of the investigation was tlie 
consistent pattern of behavior and personality' of 
the victims. Female victims were by turns seducfive 
and rejecting; male victims were threatening figures 
who carried weapons. 

It seems to the investigators that factors of bru¬ 
tality such as have been outlined above must come 
under the scrutiny of pediatricians and family 
physicians. Direct inquiry into the mode of punish¬ 
ment and discipline should be made by physicians 
whose practice includes the care of children. It is 
felt that intervention by tliem in known sadistic 
family patterns may well avert a later violent crime. 

Clearly, since the studies here reported -are pre¬ 
liminary and not satistically valid, additional e.xten- 
sive and intensive work must be done with similar 
subjects. To this end, work is already under way by 
us witli teen-age first-degree murderers. 

Summary 

Six prisoners convicted of first-degree murder and 
their parents consented to undergo investigation by 
tire collaborative technique in a pilot study. YTiif® 
male prisoners were selected who were of at least 
average intelligence, from middle-class families, not 
members of a gang, not alcoholic or epileptic, and 
with neither organic disease of the brain nor a bis¬ 
tory of psychosis. 

Remorseless physical brutality inflicted through 
the childhood and adolescence of the prisoner at the 
hands of parents was a common factor in four cases. 
Tlie other two prisoners proved to have been ps>'- 
chotic at the time of the murder, and these two had 
not been treated xvith such gross brutality. 

Unconscious fostering by parents, such as h^* 
been described frequently in individual delin¬ 
quency', was not observed in these cases. RatbeP 
the prisoners learned to behave like their brutal 
aggressors and learned by conscious example that 
violence was a solution to frustration. 

The need for family phy'sicians and pediatricians 
to be aware of, and to intervene in, such bruta 
family patterns is emphasized with a view to piS' 
venting possible tragedy. 

626 S. \V. Fifth St. (Dr. Johnson). 
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In 1955, tlic eonccpt of cardioc-sopliageal sphine- 
tcr substitution by the interposition of a segment 
of jejunum between the csopbagiis and tlic stomacb 
was presented.' Included in this publication were 
case reports of patients in whom this operation had 
been irerformed for warious lesions, mainly of tbe 
lower part of tbe esopbagus. Since then, additional 
clinical e.spcrience has served to strengthen the 
validih’ of this concept. 

Previous publications from tbis laboratoiy have 
documented the e.xperimental background for this 
procedure." From tliis work the following facts 
have evolved: The mucosa of the interposed jejunal 
segment in its new position e.xhibits a greater re¬ 
sistance to acid-peptic digestion than tlie mucosa 
of either the stomach or duodenum. By its peri¬ 
staltic activity, the interposed jejunal segment pre¬ 
vents the regurgitation of peptic juices into the 
esophagus and, thus, protects the esophagus from 
esophagitis. Jejunitis is likewise pre\'ented by this 
peristaltic action, and the isoperistaltic jejunum 
prosides a satisfactor)' conduit for tlie passage of 
food into the stomach. 

Consequently, the jejunal interposition operation 
has been utilized for a number of conditions where¬ 
in it is necessaiy to incise or e.xcise the esophago- 
gasti'ic junction. Most frequently, it has been used 
in reflux esophagitis witli stricture in the presence 
of a traction type of hiatus hernia, but the pro¬ 
cedure bas also been performed in patients with 
stenosing esophagitis without demonstrable hernia. 
In addition, the “interposition” operation has been 
used in patients with cardiospasm. In both situa¬ 
tions, the need is for a new sphincteric mechanism, 
in one instance because of incompetency and in the 
other because of spasm. Patients with life-endan¬ 
gering esophageal varices of the extrahepatic portal 
bed block type, after failure of previous surgical 
therapy, have constituted another small group in 
which this operation has been utilized. In tlie latter 
situation, the philosophy of this approach is based 
on the assumption that massive bleeding from 
esophageal varices may be precipitated by reflux 
esophagitis and tliat the varices may in themselves 
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It is now possible to excise the esophago¬ 
gastric junction for such conditions as reflux 
esophagitis with stricture with restoration of 
continuity and without fear of recurrent 
esophagitis. The operation here described 
involves the interposition of a segment of 
jejunum, from 15 to .48 cm. in length, with 
certain precautions taken to make sure of a 
good blood supply. Four anastomoses have 
to be made, the most crucial being that be¬ 
tween the esophagus and the jejunal segment. 
In a period of six years this interposition 
operation has been carried out in 33 patients. 
Four postoperative deaths occurred, and 
analysis of the case histories indicates that 
improvements in technique would reduce the 
mortality significantly. Among the other 29 
patients there has been no dysphagia, and 
the functioning of the interposed segment of 
jejunum has been studied by roentgen ray in 
patients up to six years after operation. All 
patients, including some with cardiospasm, 
esophageal varices, and lye stricture, were 
relieved to be able to swallow normally again, 
and the majority ate three meals a day, but 
6 established a pattern of eating five or six 
times a day, and 12 were apparently unable 
to vomit. The substitution of a segment of 
jejunum for the esophagogastric sphincter is 
a sound physiological procedure. 


prevent competency of the sphincter. The remain-- 
ing conditions for which the operation has been 
used may be classified as rhiscellaneous, e.g., lye 
stricture, where there is need mainly for esophageal. 
substitution, but for sphincteric substitution as well. 
No operations have been performed for histologi¬ 
cally malignant disease, altliough certain of the 
lesions encountered-may have resulted in the even¬ 
tual death af the patient if the disease had beeri-- 
untreated. 

It is the purpose, of this paper to analyze tbe 
early e.xperience with and follow-up data of 33 
patients who have been subjected to-the jejunal 
interposition operation and to describe briefly cer¬ 
tain surgical details which, with increased experi¬ 
ence, appear to be important. 
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Operative Procedure 

The major details of the operative procedure 
have been described previously’ (fig. 1). Briefly, 
the patient is placed in the supine position with the 
left side slightly elevated at a 20-to-25-degree angle. 



Fig. 1.—Completed jejunal interposition operation, in¬ 
cluding bilateral vagotomy and Finney’s pyloroplasty. Note 
preser\’ation of left phrenic nerve. 


A supraumbilical midline incision is extended into 
the left lateral portion of the chest through the fifth 
or sixth intercostal space. In dividing the dia¬ 
phragm, it is important to avoid severance of the 
phrenic nerve. Care is taken to identify the phrenic 
nerve within the pericardiophrenic fat pad. Once 
the nerve is isolated, the diaplrragmatic incision 
is carried out medial to the main nerve trunk and 
lateral to tire pericardial attachment with the dia¬ 
phragm down to the esophageal hiatus. This effects 
only division of the left sternal branch of the plrren- 
ic nerve, thus denervating only a small anterior 
segment of diaphragmatic musculature and avoid¬ 
ing any major loss of pulmonary function.” Further¬ 
more, one should avoid overstretching the main 
phrenic nerve within its sheath. Therefore, it is 
important to dissect the nerve from the pericardium 
to a point high enough to avoid overstretching of 
the nerve when the chest cage is retracted for ex¬ 
posure. 

After the esophagus and a small portion of car- 
dia ventriculi have been excised, tsvo main details 
in the selection and preparation of the jejunum 
demand attention. The first is the selection of the 
major jejunal artery which will supply the segment. 
The first or second jejunal arteries distal to the 
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ligament of Treitz are short and generally not used. 
The tliird or fourth jejunal arteries generally run 
independent of the major vein, and are frequently 
chosen to supply the proximal segment. Here one 
must check the branches of the primary arcades to 
be sure that the junction between the intestinal 
arcades is adequate (fig. 2). 

While attention has been drawn to the arterial 
patterns, the venous patterns, particularly of tlie 
major veins, are of equal importance. Ordinarily, 
the smaller veins parallel the arterial channels; 
however, the main venous trunks draining the seg¬ 
ment may be spatially separated from the arterial 
trunk and must be divided with care separately. It 
is well to remember that the arteries, being thick- 
walled with high intraluminal pressure, will bend 
like a sapling where some pressure point exists on 
the segment. On the other hand, the veins, being 
tliin-walled with low intraluminal pressure, may 
kink. Consequently, to avoid difficulty, a second 
detail of importance is to leave intact a border of 
mesentery along the cut edge of the segment which 
parallels the main vessels of the pedicle. This effects 
a protective zone to the vulnerable vein which may 
be twisted or injured. Additional length of tlie 
segment should not be attempted by stripping the 
vessels free of tire leaves of the mesentery. It seems 
better to utilize a lower jejunal artery' which af¬ 
fords a gain of from 5 to 15 cm. of jejunum. Ter- 
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Fig. 2.—A, schematic drawing of upper jejunum, jhotv 
ing division and mesenteric route of dissection in order to 
utilize third or fourth jejunal artery for jejunal segmens 
vascular pedicle. B, four types of arcuate (primary) con¬ 
nections commonly found between major jejunal artenes. 
C, correct method of ligating distal jejunal stump, avoiding 
loss of dissipation or pulse pressure to segment. 


minal branches or collecting tubules of tlie jejunal 
arteries are direct branches of tlie primary arcades, 
which simplifies the decision as to the site of proxi¬ 
mal division of the mesentery close to the intestine. 

The jejunal segment is passed through an aper¬ 
ture in the avascular portion of the transverse 
mesocolon, posterior to the gastric fundus, ntva 
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elevated to the divided proximal esophagus. A care¬ 
ful eheek now .should he made to be certain that 
the pedicle is free from rotation, kinking, or pres¬ 
sure. It .should lie loose and easily in the open 
hiatus, without tension on its vasculature. The vari¬ 
ous anastomoses are carried out in a standard fash¬ 
ion and need no additional comment. 

In this series, the length varies from 15 to 4S cm., 
depending on body build, amount of esophagus 
re.sccted, and anatomic arrangement of the jejunal 
\’asculaturc. Ilowex'cr, it is important that any e.x- 
cess jejunum lies below the diaphragm after dia¬ 
phragmatic reconstruction. At this stage, it is 
important to suture the jejunal wall to the edge of 
the new diaphragmatic hiatus and condition the 
intrapcritoncal arrangement of jejunum by an in¬ 
dwelling nasogastric tube in order to avoid any 
obstruction of the segment. 

In this series of 33 patients, in the first 2 the 
operation was done as a two-stage procedure and 
in 30 as a one-stage procedure. In one patient, who 
had a long esophageal lye stricture, the jejunal loop 
was brought up in the anterior mediastinum be¬ 
cause of technical difficulties associated with multi¬ 
ple prex’ious abdominal procedures. A second-stage 
cervical esophagojejunal anastomosis then was 
performed eight weeks later. Also for technical 
reasons, in four patients a Heineke-Mikulicz pyloro- 
plast)' was performed instead of Finney’s pyloro¬ 
plasty. The latter appears to prordde more adequate 
gastric drainage and, in our experience, is the 
preferable ancillary drainage procedure accompany¬ 
ing vagotomy. 

Preliminary gastrostomj’ was carried out in two 
patients because of the need for laparotomy prior 
to cardioesophageal resection (complete esopha¬ 
geal obstruction from lye stricture in one patient 
and esophageal perforation in another). Postopera¬ 
tive gastrostomy for gastric suction has not been 
found necessary, since a nasogastric tube is always 
inserted for the purpose of conditioning the ar¬ 
rangement of excess jejunum below the diaphragm. 

In patients with evidence of moderate weight 
loss, blood transfusions and high-calorie, high-pro¬ 
tein, liquid diets (often administered through the 
finest of polyethylene catheters in the presence of 
a tight stricture) aid in the preoperative manage¬ 
ment. 

Clinical Material 

From Oct. 1,1952, tlirough March, 1958, a period 
of five and one-half years, 33 patients were oper¬ 
ated on for various lesions of the esophagus or 
cardioesophageal sphincter. Table 1 shows in tabu¬ 
lated form the heterogeneous group of cases com¬ 
prising this series. The predominant lesion for 
which the operation was performed was peptic 
esophagitis. In these 20 patients, varying degrees 
of organic stricture were common to all with as¬ 
sociated dysphagia, substernal pain, heart -burn. 


dietary restriction, and weight loss. Rejjeated dila¬ 
tation had been performed in 11 of these patients. 
An additional five patients of this group had had 
previous attempts at transthoracic repair of hiatus 
hernia (table 1). 

Seven patients with symptomatic cardiospasm 
were operated on, four being treated primarily by 
excision and jejunal interposition, and three by this 
irrocedure after previous operative measures had 
failed to achieve satisfactory results. The remaining 
six patients required cardioesophageal replacement 
for the following conditions; esophageal varices, lye 
stricture, and an operation-induced esophageal 
stricture which has been termed “iatrogenic” stric¬ 
ture. Previous major operations (excluding dilata¬ 
tion) in 11 patients are listed in table 1. 

Table l.~Previoiis Major Operations in Eleven Patients 

Opera- Pa- 
tions, tients. 
No. No. 


Peptic c^ophapitis with ttrirtiire 

Transthoracic hiatus hernia repair. o 5 

Cardiospasm 

Oardioplnsty, type unlcnown. 1 1 

Transthoracic hintu.s hernia repair. 1 

Orondahl procedure. 1 1 

Siihtotal i;nstrcctomy (80%) . 1 

Heller csojihaROinyotoiny .. 1 1 

Ksophageal varices 

Splenectomy . 1 1 

Suhtotul trastrectomy (7.*)%) . 1 

Portoeavnl nnastomosi® . 1 

Splenectomy . 1 1 

Failed portocnval anastomosis. 1 

Transesophageal ligation . 1 

IntroKcnic stricture 

Transthoracic hiatus hernia repair. 3 1 

Total . 19 11 


The youngest patient in this series was 8 years 
and tlie oldest 75 years of age. Ten patients 
(33.3%) were between 60 and 75 j'ears of age. 
Twenty-one patients were men, with a sex ratio of 
2.2 men to 1 woman. 

Immediate Results 

Of the 33 patients operated on, a careful follow¬ 
up of 32 patients has been possible. Only one 
patient was lost to the study. This series is pre¬ 
sented as an early experience with a new procedure, 
and certain difficulties have been encountered as a 
natural consequence of learning. Table 2 reveals 
all the complications encountered. In each opera¬ 
tion, four anastomoses are performed. Thus, a total 
of approximately 130 anastomoses were carried out. 
Three suture-line leaks occurred, and all were at the 
esophagojejunal anastomoses. Six major electrolyte 
disturbances ocemred and have been included 
under hyponatremia, symptomatic or asympto¬ 
matic. Serum sodium levels under 128 mEq. per 
liter were present in all six patients, xvith three 
producing such symptoms as mental torpor, con¬ 
fusion, lassitude, and fatigability. Two patients 
required interval postoperative resection of un- 
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healed or ununited costocartilages at the junction 
of die thoracic and abdominal incision. These non¬ 
unions produced pain and/or unpleasant false 
motion of the chest and were relieved by simple 
excision. In one patient, a subscapular infection 
required partial scapulectomy and drainage. Car¬ 
diopulmonary complications have been surprisingly 
low, despite the somewhat advanced age of the 
majority of patients. Preoperative preparation, at¬ 
tention to details, and, especially, postoperative 
care of the tracheobronchial tree are most impor¬ 
tant. Tracheotomy was performed in tliree patients 
who were unable to manage excessive tracheobron¬ 
chial secretions. There were four postoperative 
deaths (12.1%). A brief summaiy of each case is 
presented here. 

Table 2.—Complications After Jeinnal Interposition 
Operation in Thirty-three Patients 

Compli* Fittol- 
cations, itles. 
No. No. 


Cardiopulmonary 

Atelectasis . 3 

Pneumonia . 2 

Pleural effusion. 2 

Empyema . 2 

Pneumothorax . 1 1 

Intestinal 

Esophnjjojejunalleak. 3 1 

Jejunal venous infarction. 1 1* 

Gastric perforation. 1 1 

Diarrhea, severe . 1 

Wound 

Superficial Infection . 1 

Deep infection . 1 

Electrolyte 

Hyponatremia, asymptomatic. 3 

Hyponatremia, symptomatic . 3 

Miscellaneous 

Cut-down thrombophlebitis . 1 

Traumatic splenic rupture. 1 

Ununited costocartilages. 2 

Subscapular infection . 1 

Excessive tracheobronchial secretion . 3 

Cerebrovascular accident. 1 1 * 


* Same patient. 


Report ofjCases 

Case 1.—A 75-year-old woman was operated on for peptic 
esophagitis, ectopic gastric mucosa, and stricture on Oct. 6, 
1954. Preoperative dilatation had been of no benefit. A 30- 
cm. jejunal segment was interposed between the esophagus, 
immediately below tlie aortic arch, and stomach combined 
with Finney’s pyloroplasty and bilateral vagotomy. On Oct. 
14, severe hypochloremic alkalosis was present witlr dehy¬ 
dration, shock, fever, left lower lobe atelectasis, and pneu¬ 
monia. Despite correction of electrolyte imbalance and 
administration of massive doses of antibiotics, death occurred 
on Oct. 19, 13 days after operation. 

Autopsy findings included left lower lobe atelectasis and 
pneumonia, mediastinitis witlr small abscess, and perforation 
of the distal part of the stomach with abscess (due to a hard, 
plastic tube penetrating the stomach wall), producing outlet 
obstruction of the stomach which abetted and perpetuated 
tire electrolyte problem. 


J.A.M.A., Nov, 29, 1955 


Since this experience, no plastic nasogastric tubes 
have been used in these patients. 

Case 2.—A 53-year-old man, a chronic alcoholic, was op¬ 
erated on for peptic esophagitis with stricture and traction- 
tjfpe hiatus hernia on Feb. 2, 1956. A 15-cm. jejunal segment 
was interposed between the lower part of tlie esophagus and 
stomach with bilateral vagotomy and Finney’s pyloroplasty. 
Fifteen hours after the operation, massive subcutaneous 
emphysema was present with respiratory insufficiency. Death 
occurred early on Feb. 7,1956. 

An autopsy permit was not obtained. It is assumed that a 
major tracheobronchial leak existed in the presence of an 
occluded thoracotomy drainage tube. 


At surgery, there was obliteration of the pleura! 
space due to visceroparietal adhesions. These were 
divided and the lung mobilized without evidence 
of air leak at that time. On the evening of surgery-, 
subcutaneous emphysema was noted. The severit}’ 
of this was not appreciated, and early die next 
morning extreme respiratory distress occurred. In¬ 
adequate nursing staff at this inopportune time 
resulted in delay of communication to the resident 
staff and the needless death of this patient. The 
obvious therapy needed was a tracheotomy and 
evacuation of trapped pleural air. This death was 
entirely preventable. 

Case 3.~A 56-year-old man was operated on for peptic 
esophagitis with stricture and traction-tyTpe hiatus hernia on 
Jan. 29, 1957. A 25-cm. jejunal segment was interposed be¬ 
tween the midesophagus and stomach at the level of the 
aortic arch. The procedure was prolonged due to venous in¬ 
farction of the first segment replaced by a second segment; 
the latter anastomosis was accomplished through a secona 
thoracotomy incision. A right-sided hemiplegia witli signs 
of cerebral anoxia was present the next day. 'Tlie gastric lube 
drainage became bloody, amounting to 2,500 cc. by the 
second postoperative day, at which time death occurred. At 
no time was the patient’s general condition satisfactory for 
reexploration. 

Autopsy findings included cerebral thrombosis on the left 
side, both old and recent, pulmonary emphysema with healed 
pleiiritis, and venous congestion (infarct) of jejunal segment 
with intestinal hemorrhage due to jejunal vein damage. 


This patient had had pulmonary emphysema of 
moderate degree, a cerebral vascular accident tliree 
months prior to operation, and treated syphilis with 
residual tabes dorsalis. Irrespective of tire direct 
cause of death, he was a poor candidate for this or 
any other major surgical procedure, and the deci¬ 
sion to operate represents an error in surgical 
judgment. The need for a second thoracotomy inci¬ 
sion to facilitate the esophagojejunal anastomosis 
indicates the inadequacy of the exposure for an 
anastomosis directly under the aortic arch in the 
left thoracotomy incision in continuity with the ab¬ 
dominal incision. When an anastomosis must be 
made high under the aortic arch, separate abdomi¬ 
nal and right thoracotomy incisions now are advo¬ 
cated. 


Case 4.—A 53-year-old man was operated on for pev 
esophagitis, stricture, and hiatus hernia on June 27, 

26-cm. jejunal segment was interposed beriveen the mi 
esophagus and stomach, combined with Finney’s pyloropfo ? 
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and bilateral vagotomy. Inadvertently the segment was ro¬ 
tated SCO degrees, and the esopliagojejnnal anastomoses bad 
to be taken down. A second dilbenlt anastomosis was ac- 
coniiilisbed immediately under the aortic arcli. InefTectu.il 
coughing, atelectasis, and proluse secretions ncccssit.atcd 
tracbcotomy on the fifth postoperative day. On tlic seventh 
day, gastrointestinal bleeding occurred witli evident pyo- 
pnenmotborav on the right side. The patient died on July 4, 
1957, despite transfusions and the insertion of a thoracotomy 
tube in the right pleural cavity. 

Autopsy findings included mediastinal and right pleural 
empyema, esophagojcjunal nuastomotic leak with esophago- 
plcur.al fistida, ses’crc trachcobroneliitis, and left lobe pneu¬ 
monia. 

Again, this case shows that the proximal esopha- 
gojejunal anastomosis is the most critical anastomo¬ 
sis to perform. The higher the reseetion is, the more 


tal strangulation while intoxicated, and the third 
died of a cerebral vascular accident. Unfortunately, 
no tissue was available for pathological study, due 
to eireumstances assoeiated with the death of eaeh 
patient. 

Follow-up Analysis 

Table 3 is a tabulation of the critical features in 
each of the 25 patients (75.7%) available for fol¬ 
low-up study. 

Weight—There was a gratifying weight increase 
in 6S% of the patients, ranging from 10% to a high 
of 43.4% over the preoperativ'e weight. The average 
gain of these 17 patients was 14.1% over the pre¬ 
operative weight. Eight (32%) of the series showed 
an average decline in weight of 6.2% (fig. 3). There 


Table 3.—Data in Ticciitij-fivc Paticntu Available for Follow-up Study After Jejunal Interposition Operation 


Weleht. 

I.t). 

rollow-.--, Dnmiiliip 





up 

Pro- 

Post- 

Moal.s, 


Syn<lroinc 







Acc, 


Period, oppr- 

oper- No. i»er 




Diur- 

Indi- 

Vom 

• Alco- 


Ca‘=e 

Yr. 

DInpno«ls 

A!o. 

nllvo alive 

Day 

Swallowing 

Early Late rhea 

gestlon Iting hoi 

Comment and Results 

a 

4S 

Esoi>link»ltN 

03 

117 

133 

3 

Normal 

No 

No 

0 

0 

0 

++++ 

Y'ery satisfied 

2 

40 

Esophnpllis 

51 

130 

123 

5 

Slow delay 

Yes 

No 

0 

Gas 

+ 

-I-H-+ 

Severe alcoholic neuritis. 















doubtful result 

3 

51 

Ynricc* 

4S 

145 

147 

5-0 

Mo<Ierntc 

Ye-'* 

No 

+ 

0 

0 

0 

Not working; dissatisfledt 








delay 








A 

49 

CnnlIo«pn«m 

45 

133 

140 

3 

Normal 

No 

No 

0 

0 

0 

+ 

Working; satisfied 

Ci 

22 

Vnrlcc? 

42 

145 

150 

3-4 

Normal 

Yo< 

Y’c.'* 

+ 

0 

+ 

+ 

Student; verj’ satisfied 

C 

49 

Esophnpitiss 

40 

i3i 

127 

3 

Slow tlclay 

No 

No 

0 

0 

0 

0 

Satisfied 

7 

W 

Esophnpltls 

38 

ISO 

170 

2 

Slow delay 

Yes 

Yes 

+ 

0 

0 

++++ 

Chronic alcoholic; satisfied 

8 

C3 

Stricture 

SG 

143 

120 

3 

Normal 

No 

No 

0 

Gas 

0 

0 

Very satisfied " 

0 

70 

Cardloppasin 

34 

114 

120 

5 

Normal 

Yes 

No 

OHcortbura'O 

+++ 

Sotlsflcd 

10 

47 

£$opliapltf$t 

34 

141 

150 

3 

Normal 

Yes 

No 

+ 

0 

0 

++++ 

Chronic alcoholic; satisfied 

n 

C4 

£iiOphQ{;lti<i 

29 

120 

lOS 

3 

Normal 

Yes 

No 

0 

0 

0 

0 

Y’ery satisfied 

12 

Cl 

Esophnpitis 

2S 

130 

119 

3 

Delay 

No 

No 

0 

0 

+ 

0 

Very satisfied 

13 

37 

Cardiospasm 

20 

91 

95Vj 

3-5 

Normal 

Y'es 

No 

OHenrtburn'O 

0 

Anemia from previous 















gastrectomy; satisfied 

14 

44 

Cnrxllospnsm 

20 

115 

175 

3 

Normal 

No 

No 

0 

0 

0 

0 

Y’ery satisfied 

15 

39 

Esopli&^Itis 

20 

112 

110 

3 

Normal 

No 

No 

0 

0 

0 

0 

Y'ery satisfied; appetite poor 

10 

G4 

Esophapitls 

22 

119 

135 

3 

Normal 

Y'es 

Y'es 

+ 

Gas 

0 

++ 

Y’ery satisfied 

IT 

10 

Esophnf^ltis 

21 

23 

30 

4 

Normal 

Y'es 






Mongoloid child (institutional) 

18 

cs 

Esopliapltis 

IS 

125 

133 

3 

Normal 

No 

No 

0 

0 

0 

0 

Y’ery satisfied 

10 

70 

Esophagitis 

15 

127 

12S 

3 

Normal 

No 

No 

0 

0 

0 

0 

Satisfied 

20 

54 

Lye stricture 

13 

93 

125 

3 

Normal 

No 

No 

0 

0 

0 

0 

Y’'ery satisfied 

21 

75 

Esophagitis 

12 

135 

12S 

4-5 

Delay 

Y'es 

No 

+ 

0 

0 

0 

Satisfied; incisional chest pain 

22 

50 

Cardiospasm 

10 

115 

110 

3 

Normal 

Y’es 

No 

+ 

0 

0 

0 

Y’ery satisfied 

23 

2S 

Esophagitis 

51^. 

105 

ISIH 

3 

Normal 

Y'es 

No 

+ 

0 

0 

0 

Y’ery satisfied 

24 

73 

Cardiospasm 


SO 

93 

4 

Delay 

No 

No 

u 

0 

0 

0 

Satisfied 

25 

41 

Lye stricture 

2% 

lOS 

12S 

5 

Normal 

No 

No 

0 

0 

0 

0 

Y’ery satisfied 


• Esophagoscopy done repeatedly, with no regurgitation or esophagitis demonstrated. _ _ 

1 Operated on for esophageal varices, e.\trahcpatle type, with eomplieated course and jirolonged hospitalization. During hospitalization diahetis 
inellitis became manifest. In addition, there have been two minor episodes of melena. 


difficult it is to secure an accurate two-layer anas¬ 
tomosis. As noted previously, it is now preferred 
to use a midline supraumbilical incision and a 
separate right thoracotomy incision for high infra- 
aortic arch anastomoses. 

Late Results 

There were tlmee late deaths (9.1%), none of 
which were attributable to the jejunal interposition 
operation. The interval from operation to death was 
6 months in a 59-year-old man,. 12 months in a 
67-year-old man, and 23 months in a 72-year-old 
man. All three were severe chronic alcoholics; al¬ 
coholism was the direct cause of death in one 
patient. The cause of death in anotlier was acciden- 


appears to be no significant increase or decline 
when plotting the postoperative interval against 
percentage weight gain or weight loss. The only 
correlation with respect to the time interv'al after 
operation is tliat, in general, a stationary level was 
reached and then maintained wnthin a six-month 
period. During this period of time, dietary' readjust¬ 
ments occurred and a distinctive pattern of calorie 
intake was established. Three of tlie patients -in the 
weight loss group were severe alcoholics with ex¬ 
tremely' poor dietary habits. 

The majority of tlie patients had lost weight prior 
to operation; therefore, the correet or normal 
weight could not be adequately ascertained. None 
of the patients were severely debilitated or starved. 
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and the preoperative weight used for comparison 
reflected the best nutritional state possible prior to 
the operative procedure. The over-all pattern indi¬ 
cates a significant metabolic improvement. 

i\/en/s.—During the first three to nine months, 
most of the patients experienced substernal and 
epigastric discomfort with ingestion of food quanti¬ 
ties approximating a normal-size meal and, there¬ 
fore, ate more frequently. After this period, the 
majority of patients ate three meals a day, corre¬ 
sponding to the normal eating habits of other 
members of their family. There appears to be no 
major restriction of any particular food, though 
three patients developed a definite dislike for dairy 
products, particularly milk. Of the entire group, six 
patients, all operated on over two years ago, have, 
at the time of writing, established a pattern of 
eating four to five times per day. 

Swallowing.—There was no dysphagia in the en¬ 
tire group. All of the patients expressed delight in 
the ability to swallow "normally” without pain, and 



Fig. 3.—Weight gain or loss in 25 patients after operation. 

this is a most pleasant experience for this group of 
patients. Seven patients claimed that there was a 
delay in the swallowing mechanism. In tiiree pa¬ 
tients, this was a definite though minor annoyance. 
In one patient, x-ray showed active peristalsis of 
the 20-cm. jejunal segment with rapid emptying of 
both jejunum and stomach. His subjective feeling 
of delay is, therefore, unexplainable. 

Figure 4 shows a sequence of a peristaltic wave 
outlined by barium swallow passing through a 
25-cm. jejunal segment which was interposed al¬ 
most six years ago in one patient. Although peri¬ 
stalsis remains active in these sequestrated seg¬ 
ments, there can be no doubt that the passage time 
of food through die jejunal segment is delayed over 
that of the proximal normal esophagus. Truly re¬ 
markable, however, is the high percentage (72%) 
of patients with subjective normal swallowing. The 
e.xplanation of diis essential normality in swallow¬ 
ing probably is the fact that the average bolus of 


J.A.M.A., Nov. 29,193S 

food - swallowed does not overdistend the jejunal 
loop. Whereas swallowing of solid material was 
normal in most of the patients, many noticed an 
inability to drink fluids rapidly, since this produces 
an uncomfortable sensation in the substernal or 
epigastric regions. This probably produces rapid 
distention of the jejunum, and the symptoms are 
related thereto. 

Dumping Syndrojne.—We define “dumping” as 
the occurrence of “sweating,” unpleasant warmth, 
subjective flushing, weakness, palpitation, nausea, 
or explosive diarrhea, wvith the onset within 15 
minutes after eating and lasting up to 45 minutes, 
relieved partially by lying down. Thirteen patients 
(52%) experienced one or more of these symptoms 
in rmrying degrees early in the postoperative peri¬ 
od. In only one patient was this incapacitating. A 
short period of hospitalization was required for 
management. Late dumping was present in three 
patients (13.3%) and was of no major significance. 
Two of these patients were troubled with the 
dumping syndrome only after eating sugar. The 
presence of Finney’s pyloroplasty may account for 
this. One additional patient, a severe clironic alco¬ 
holic, had frequent bouts of diarrhea, while six 
patients had occasional and transient episodes of 
diarrhea, possibly attributable to the vagotomy. 

Abilihj to Vomit.—The question has arisen as to 
whether these patients can vomit. Tliree patients 
(12%) were capable of true vomiting, i. e., the 
regurgitation of digested or partially digested, bit¬ 
ter tasting, bile-stained food from the stomach. 
Four other patients (16%) stated that they were 
able to regurgitate food, phlegm, or mucus, hut 
only in small amounts and often immediately after 
eating. This does not represent true vomiting, but 
simply regurgitation from the esophagus or jejunal 
segment. 

In the remaining 18 patients, 12 (487o) were 
apparently unable to vomit. None felt that this is 
a disadvantage, and two patients expressed the 
opinion that there xx'as a certain advantage in not 
being able to vomit. Five (20%) had no experience, 
and in one the information xvas not knoxvn. There 
was no correlation between tire ability to vomit and 
the jejunal segment length or any other aspect ot 
the surgical procedure. Experimentally, dogs rvith 
interposed jejunal segments demonstrated no ana¬ 
tomic lesions when sacrificed immediately after 
severe vomiting induced by apomorphine adminis¬ 
tration. 

Alcohol Intake.—Because alcohol provokes e.xces- 
sive acid-peptic secretion and therefore affords a 
severe test for the operative procedure, we have 
been particularly interested in the postoperatixe 
course of the chronic alcoholics who have been 
subjected to jejunal interposition. Of nine patients, 
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. SIN arc incliidocl in ihc follow-iip group. Four 
were operated on over 22 inonlhs ago. One patient 
lias liad mild licarthurn, particularly after drinking, 

. but no esophagitis by esophagoscopy. The remain- 
ing three were ver\- satisfied with their operation. 
The longest follow-up study in this regard was in 
a patient who was operated on o\’er 69 months ago. 
Despite constant alcoholic ingestion and two hos¬ 
pitalizations for pellagra, he is completely asympto¬ 
matic. There is no doubt that vagotomy and 
: Finney’s pyloroplasty reduce the ulcerogenic 
response of alcohol in the stomach; needless 
■' to say, it is an unphysiological stress agent and is in 
■- the same category as the stimulation of parcntcrally 

■ given histamine in the test dog.' The overindul¬ 
gence in alcohol plus the associated lack of neutral- 

: izing food in the stomach constitutes a severe test 
of the jejunum segment as well as the stomach and 
: duodenum. 

Comment 

This study indicates that all patients have been 
cured of the disease for which the operation was 
performed. Consequently, the concept of sphincter 
substitution appears valid. Furthermore, any specu- 

■ lation concerning the ability of the jejunal segment 
to resist acid-peptic digestion has been negated by 
absence of any evidence of such pathology to date.’ 
Though sequestrated from the small intestine, such 

■ segments are capable of sending off afferent pain 
' stimuli when affected by such factors as ulceration." 

There has been no evidence by history or repeated 
x-ray studies of an\' such difficulty in this group of 
patients. 

One gratifying result of operation has been the 
postoperative weight gain in almost 70% of patients. 
However, this was not a matter of great concern, 
for the only possible detrimental metabolic effect 
of the operation is related to vagotomy and pyloro- 
! plasty. These effects have been well documented 
; and, in the main, are not of great moment. The 
odrer aspect of the operation is the repositioning of 
a small segment of jejunum inteiqDOsed betu’een the 
- esophagus and stomach. As the stomach is intact 
and the admixture of food, gastric juice, bile, and 
pancreatic juice occurs in normal sequence, any 
disturbance in metabolic processes would indeed 
have been surprising. 

From the patient’s viewpoint, the most important 
benefit of the operation is the ability to swallow 
wthout awareness of any abnormality. This was 
characteristic of the vast majority of patients. While 
it is true that some patients ate more slowly than 
normal, this was a minor annoyance in only three. 
This consequence of operation is not surprising, 
for the transit time of the passage of food tlirough 
the normal esophagus aided by primary^ and sec- 
I ondary’ peristaltic waves is very rapid; when the 


food bolus reaches the jejunal segment, the latter 
is not ncurogcnically synchronized with the proxi¬ 
mal esophagus. Consequently, food is carried from 
the csophagojejunal junction into the stomach by 
an intestinal segment with a slower peristaltic pat¬ 
tern. It is surprising that so few patients were 
aware of any abnormality of sw'allowing. 

On the negative side, 14% of this grouji of pa¬ 
tients exhibited a mild form of dumping syndrome 
which in no way affected their health. Probably, 



Fig. 4.—Views of swallowing sequence taken at two-sec¬ 
ond intervals, representing rapidity of action of jejunal seg¬ 
ment interposed on June 3, 1952. Redundancy noted in chest 
has not increased over that existing in early x-rajs and has 
been eliminated in majority of subsequent cases. 

tliese symptoms are related to the pyloroplasty. 
Because the segment is short and the transit time 
rapid, the possibility' of an osmotic effect seems 
remote.’ In general, major surgical procedures alle- 
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viate a major disorder and the patient endures some 
other minor symptoms. The advantages gained by 
the operative procedures seem to outweigh by far 
the minor complaints encountered thus far in this 
study. 

As with many new operative procedures, one en¬ 
counters a high mortality. Additional experience 
usually results in a betterment on this score, sug¬ 
gesting that certain deaths were preventable. The 
mortality of 12.1% in this series is high. However, 
no patient with the proper indications has been 
denied surgery in an attempt to define the proper 
place for this procedure. Errors in judgment, sur¬ 
gical technique, and postoperative care have been 
made. The clinical experience gained should be 
reflected in less risk to subsequent patients. Atten¬ 
tion should be drawn, however, to the fact that 
one-tliird of the patients were in the sixth and 
seventh decades of life. Furthermore, these patients 
represent, treatment failures on both medical and 
surgical grounds. In one-third of the patients, the 
interposition operation was the second, third, or 
fourth major operative attempt for alleviation of 
the patient’s disease. 

An additional factor worthy of comment in evalu¬ 
ating the risk of any operative procedure is related 
to the life history of the disease itself and the phil¬ 
osophy of the surgeon. The diseases for which this 
operation has been undertaken result in prolonged, 
severe disability and, frequently, deatli of the pa¬ 
tient over a period of time if untreated. Our philos¬ 
ophy has been to accept a higher risk in this group 
of patients in order to obtain a cure of the disease. 

Summary and Conclusions 

Over a five and one-half year period, 33 patients 
with various “benign” lesions of the esophagus and 
cardioesophageal sphincter have been subjected to 
the jejunal interposition operation. 

Certain features of the operative techniques have 
been emphasized to insure viability of the seques¬ 
trated and interposed segment, as well as preserva¬ 
tion of diaphragmatic function. The operative mor¬ 
tality of this series was 12.1%. 

The interposition of a physiological sphincter at 
the esophagogastric junction has prevented the 
occurrence of postoperative esophagitis after car¬ 
dioesophageal removal in all of the patients fol¬ 
lowed up in this series. Ninety-six per cent of the 
patients were improved after the operation. Eighty- 
eight per cent were classified as showing an excel¬ 
lent result. 

Normal swallowing was present in the majority 
of patients, with an incidence of 13.3% of late mild 
dumping sj'ndrome and significant metabolic im¬ 
provement reflected in an average weight increase 
of 14.1% in two-tliirds of the patients. 


The jejunal interposition operation, by its vep' 
design, is a sound physiological procedure which 
satisfies the need for a substitute esophagogastric 
sphincter. The resistance of the jejunal mucosa to 
peptic digestion, the prevention of esophagitis, and 
the excellence of the jejunum for transporting food 
support the findings of the same experimental prep¬ 
aration in the laboratory. 

Tliis study was supported, in part, by grants from the 
U. S. Public Health Service and Initiative 171 Funds from the 
State of Washington for Research in Biology and Medicine. 
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DIRECT CORONARY ARTERY PERFUSION FOR AORTIC VALVE SURGERY 

IlEPORT OF TECHiNIQUE 
Earle B. Kay, M.D., Louis R. Head, M.D. 

and 

Cid Nogucira, M.D., Cleveland 


It has been apparent during the developmental 
phase of aortic \’al\’e surgery that further progress 
would come onh' when the aortic \'alve could be 
exposed for a suffieiently long period of time to 
allow for the proper evaluation of the pathological 
features and their definitix'e correction. In the past, 
partial correction \\’itb a high operative mortality 
has been obtained with the use of closed techniques 
or hurried procedures with the patient under hypo¬ 
thermia. 

^^^ith the advent of extracorporeal circulation with 
the use of a meehanical pump o.xygenator, 12 pa¬ 
tients with aortic stenosis and regurgitation have 
been operated on during the past three years. If 
the patient was fortunate enough to have primaiily 
fibrous aortic stenosis which could be corrected 
nithin a relatix'ely short period of time, such opera¬ 
tions could be successfully performed with use of 
electiv'e cardiac arrest u'ith potassium or acetylcho¬ 
line and retrograde coronary sinus perfusion. How¬ 
ever, if the vah’e was highly calcified or associated 
with regurgitation and die time required for the 
surgical correction of the stenosis and relief of the 
regurgitation by the addition of plastic cusps was 
greater than 20 minutes, then failure frequently 
ensued as a result of cardiac arrhythmias associated 
widi die resulting myocardial anoxia. 

There was no operative mortality in six patients 
in whom the cardiac arrest was 20 minutes or less, 
contrasted widi an 80% mortality in diose patients 
requiring more than 20 minutes. The greater myo¬ 
cardial anoxia associated with the longer period of 
aortic valve exqiosure undoubtedly was the factor 
largely responsible for the failure. However, the 
valves in such patients were also the most severely 
destroyed and the myocardial reserve probably die 
poorest. Unfortunately, one cannot foretell in 
advance die time that will be required for definitive 
surgery. Direct coronary artery perfusion, providing 
a well-oxygenated beating heart in die patient here 
reported on, allowed successful exposure and cor¬ 
rection of the aortic valve throughout a 42-minute 
period. 


Technique of Direct Coronary Artery Perfusion 

In the laboratoiy it was found that aortic occlu¬ 
sion with and without cardioplegic drugs would 
allow successful e.xposure of the valve for a period 
of 20 to 30 minutes widi a return of a normal beat 
in 7.5% of the dogs. In our experience, retrograde 
coronary sinus perfusion with arterialized blood did 
not increase either the safety or length of time over 
a 20-niinute period diat the aortic valve could be 
e.xposed. This technique also has the deleterious 
aspects of incomplete myocardial perfusion because 
of the anatomic arrangement of the coronary veins; 
in addition, it not infrequently causes considerable 
myocardial petechial hemorrhages. 

It soon became apparent that to be successful in 
the majority of instances requiring longer periods of 
time for definitive correction of the lesion and to 
avoid the undesirable features of die other tech¬ 
niques, the hypertrophied myocardium in these 
damaged hearts must be kept well oxygenated and 
beating. Consequently, for the past two years ,we 
have been attempting to devise in the laboratory 
suitable cannulas for direct coronary artery cannula- 
tioii and perfusion which does not interfere with the 
e.xposure of the aortic valve. 

After many failures with various types of can¬ 
nulas, a type was recently developed which appears 
to be suitable and which has been successfully used 
clinically. These cannulas, as demonstrated in die 
figure, consist of a set of two mounted on a fle.xible 
spring which gives rise to lateral pressure and which 
helps maintain the cannulas in place. This spring 
can also be adjusted to give maximum space be¬ 
tween the cannulas to allow for aortic valve e.x¬ 
posure. The main advantage of diese cannulas 
consists in a movable flexible tip diat adjusts itself 
to die coronary arterj' irrespective of the position 
of the remaining arm of the cannula. This tip joins 
the cannula by means of a ball valve which is the 
movable part and which fits snugly into die orifice 
of the artery and prevents die retrograde loss of 
blood. The cannulas are further maintained in posi¬ 
tion by a suture passed around die coronary artery. 
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through the aortic wall, and around the cannula 
proximal to the ball valve. It is advisable to have at 
least txvo sizes of cannulas because of the variation 
in tlie size of the coronary arteries. 

The pertinent aspects in the use of these can¬ 
nulas for direct coronary artery perfusion during 
surgical correction in a patient with a combination 
of aortic stenosis and regurgitation are here de¬ 
scribed. 

Report of a Case 

A 30-year-old man, who weighed 180 lb. (81.6 kg.), had 
his first attack of rheumatic fever at the age of 15 years. 
He remained well until the age of 28, when he began notic¬ 
ing increasing dyspnea on exertion. He had both a sy.stolic and 
a diastolic murmur over the aortic valve. The blood pres.sure 
ranged around 140/30 mm. Hg. The roentgenograms re¬ 
vealed an enlarged heart with severe left ventricular hyper¬ 
trophy. The electrocardiogram revealed the presence of 
left ventricular overloading, a first degree alrioventricul.ar 
block, and remote anteroseptal myocardial damage. 

On April 24, 1958, the patient was operated on by means 
of extracorporeal circulation with the Kay-Cro.ss rotating 
disk o.xygenator. A harsh systolic thrill could be palpated 
in the base of the ascending aorta, which was markedly 
enlarged and measured 2 in. in diameter. Pressures in the 
aorta were 170/30 mm. Hg. The machine was then started 
with a perfusion rate of 3,500 cc. per minute. The ascend¬ 
ing aorta was cross-clamped, 820 mg. of acetylcholine was 
injected, and the aortic valve was exposed through a Meyer’s 
hockey stick incision. The coronary arteries were then can- 
nulated and perfused with 150 cc. of arterialized blood 
per minute. This was gradually increased to 350 cc. per 
minute. After approximately one minute, normal cardiac 
rluihm was established and maintained throughout the 
procedure, which lasted for 42 minutes. The acetylcholine 
was used as a safeguard in the event that it might take 
unduly long to perfonn the coronary artery cannulalions; 
its use probably is not necessar)'. 

The aortic s'alve was highly calcified and showed evidence 
of both stenosis and regurgitation. Large chunks of calcium 
were removed from the left lateral and anterior cu.sps, which 
were also markedly shrunken and fibrotic. The other two 
commissures were widely opened. The posterior cu.sp was 
fairly pliable but tended to herniate toward the ventricular 
cavity. This cusp was supported in its anatomic position 
by sutures at the adjacent commissures, which also included 
the annulus. Tlie regurgitation was then corrected by the 
addition of a cu.sp of compressed Ivalon (16 to 1 mm.) 
fixed by interrupted sutures to the aortic side of the left 
lateral and anterior cu.sps. This allowed for complete apposi¬ 
tion of the cusps. The aortic incision was closed except for 
1 cm. through which the cannulas were removed. The aortic 
suture was then finished, followed by removal of the aortic 
clamp and cessation of use of the machine. Tlie mean 
arterial pressure as registered in the superficial femoral ar¬ 
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tery manometer continued to be 100 mm. Hg. Pressures 
again recorded in the ascending aorta were now 130/80 
mm. Hg. 

The patient’s postoperative course was uneventful, and 
he has made an excellent recovery with relief of symptoms 
and a decrease in heart size. Tire blood pres.sure four 
months postoperatively was 140/100 mm. Hg. 

Summary 

Successful open aortic valve surgery has been 
limited in the past because of lack of a suitable 
technique for maintenance of an oxygenated myo¬ 
cardium and a beating heart which has necessitated 
hurried and partial valvular corrections. 'The tedi- 
nique of direct coronary artery perfusion through 
especially devised cannulas allows all the time 



Two sizes of special coronary artery cannulas for ditfct 
coronary artery perfusion. 


necessary for definitive correction of aortic stenosis 
and regurgitation, maintains a well-oxygenated 
beating myocardium, and avoids the disadvantages 
and complications inherent in elective cardiac arrest 
and retrograde coronary sinus perfusion. It is felt 
that this new technique will greatly increase tlie 
success of aortic valve surgery. 

10465 Carnegie Ave. (Dr. Kay). 


T he CONSTIPATED COLON.—Most writers when writing about constipation 
begin their discourse by dividing the cases into two groups, one with a sup¬ 
posedly atonic colon and the other with a spastic colon. I am satisfied that this 
classification is without much basis in fact. For years I had roentgenologic friends 
watching for a case of what they could feel sure was atonic constipation, but they 
never found one for me. That is why, 40 years ago, I decided that the ancient division 
of constipated colons into the atonic and the spastic should be forgotten. As far as I 
can remember, it never helped anyone when treating constipation.— W. C. Alvarez, 
M.D., The Physiology of Constipation, Diseases of the Colon 6- Rectum, September- 
October, 1958. 
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INTOXICATION FROM PRIMIDONE DUE TO ITS RIOTRANSFORMATION 

TO PHENOBARRITAL 

Gabriel L. Plan, Ph.D., James M. Fujimoto, Ph.D. 

nnd 

Charles H. Hine, M.D., Ph.D., San Franciseo 


Primidone (Mysolinc), 5-phcnyl-.5-ethylhe.\aby- 
dropyrimidinc-4,6-dionc, is an anticonvulsivc agent 
which has been used successfully in the treatment 
of grand mal epilepsy and is reported to have con- 
b'olled seizures in cases rcfracti\'c to other anti¬ 
convulsant therapy. It is not an official drug, but 
was included in New and Nonofficial Remedies of 
1957. It is marketed in oral tablets of 0.25 Gm.; the 
daily dose for adults is 0.5 to 1.5 Gm. It is a conge¬ 
ner of phenobarbital, in that the oxygen on the 
second carbon has been reduced with hydrogen. In 
this respect it is similar to 2-dihydro 5,5-diphenyl- 
hydantoin, the congener of diphenylhydantoin, 
which was shown to be an effecti\'e anticonvulsant 
by Hine.‘ 

Side-effects have been reported • to be more fre¬ 
quent than with phenobarbital and include the 
usual signs and symptoms of anticonx’ulsant drug 
toxicity, including dizziness, nausea, r'omiting, 
ataxia, mood change, and pruritic rash. To.xic side- 
effects are stated to be controlled b)' reduction of 
dosage. However, its therapeutic status and to.xic 
potentialities have not been entirely established. Its 
biotransformation in the body has not been com¬ 
pletely elucidated, but a product identified as 
phenylethyl malonyl diamide has been identified in 
tlie urine of rodents receiving this compound, and 
recently Butler and Waddell “ ha\'e published evi¬ 
dence that it is converted in part to phenobarbital 
in man and dog. 

In the following report we are citing three cases 
of drug intoxication which have been observed in 
epileptics on a primidone regimen and suggest that 
tile intoxication was principally due to the conver¬ 
sion of diis compound in vivo to jihenobarbital. 

Case 1.—This 24-year-old housewife had had tliree pre¬ 
vious admissions for diagnostic study, and had been followed 
in the outpatient clinic for a period of a year and a half. 
The symptoms 18 mdntlis previously were right-sided sei¬ 
zures with loss of consciousness. Electroencephalograms 
(EEC) repeated on several occasions were interpreted as 
being nonspecific; however, pneumoencephalograms sug¬ 
gested a space-consuming lesion in the left cerebrum. Her 
seizures had been partially controlled, being less frequent in 
number, with modification of tlie seizure pattern. Medication 
for the three months prior to the present admission included 
primidone, 250 mg. three times a day, and methoin (Mesan- 
toin), 250 mg. in the morning. 

On admission she was noted to be mentally confused, and 
she had a staggering gait, psychomotor retardation, and 
dysarthria. A bilateral horizontal nystagmus was noted, and 
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aiiLsocoria. Superficial refle.xe.s were absent and knee and 
ankle jerks hypoactive. Other findings were not remarkable. 
EEC tracings appeared less stable than previously, and focal 
changes consisting of high-voltage irregularity and asynchro- 
nism appeared to center in the low frontal, procentral, and 
anterior temporal regions on the right. All medication was 
stopped on admission, and 24 hours later 5 ml. of blood was 
taken for drug analysis. Tlie sample was analyzed by the 
method of Plaa and Hine.'* The ultraviolet absorption curi'es 
after separation into the two fractions indicated tlie presence 
of a barbiturate and a hydantoin. Subsequent characteriza¬ 
tion of the barbiturate® indicated the presence of a com¬ 
pound witli the ultraviolet characteristics of phenobarbital. 
Tlie whole blood level of barbiturate was 4 mg. %. The hy¬ 
dantoin level was below that capable of quantitation by this 
method (0.2 mg. %). Four days later, the patient had be¬ 
come asymptomatic and free of her presenting signs and 
symptoms. The medication was readjusted to inelude di¬ 
phenylhydantoin and mephobarbital (Mebaral). 

Case 2.— This S-year-old child was admitted to the pedi¬ 
atric service of the University of California Hospital in De¬ 
cember witli the chief complaint of seizures. Tliese had first 
commenced at the age of 4 and had gradually increased in 
frequency until they were described as occurring “every few 
minutes” during waking hours, especially when the patient 
was inactive. Physical examination on admittance indicated 
a well-developed, thin, mildly retarded boy in no distress. 
The skin revealed a small abrasion of the left forehead and 
lower lip; enlarged cervical and inguinal lymph nodes were 
present; the skull revealed no deformity; the pupils were 
round, regular, equal, and reacted to light; extraocular move¬ 
ments were normal; fundi revealed no pathology. Neuro¬ 
logical examination was physiological. Hemogram indicated 
hemoglobin level of 14 Gm. per 100 cc. and white blood cell 
count, 10,000 per cubic millimeter, the diiferential showing 
25% eosinophils. Routine tuberculin and Schick tests were 
negative; repeated urine analysis was not remarkable, nor 
was lumbar puncture. Stools contained Endolimax nanacysts. 
Psychometric examination indicated a full-scale IQ of 65, ac¬ 
cording to the Wechsler intelligence scale for children. 

During the first 45 days of the 65-day hospital course, 
seizures were frequent and difficult to control. Medication 
was repeatedly readjusted in an effort to arrive at an ade¬ 
quate combination. On the 46th hospital day, he was placed 
on therapy witli primidone, 250 mg. twice a day, which was 
subsequently increased to three times a day; diphenylhydan¬ 
toin was added to the regimen. On Feb. 7 an additional 125 
mg. of primidone was given at bedtime; on Feb. 8 phensuxi- 
"hiide (Milontin) was also given, 500 mg. three times a day. 
On Feb. 9 all therapy was discontinued, since ataxia and 
generalized incoordination indicated possible drug into.xica- 
tion. The barbiturate level in the blood was 5.8 mg. % at 
this time, and tlie ultraviolet absorption characteristics again 
indicated phenobarbital. 

Case 3.—This 4!2-year-old boy was first admitted to the 
University of California Hospital in February. His chief com¬ 
plaint was convulsions. The history furnished by his mother 
indicated that tliere had been no neonatal complications and 
tliat he had been bom after uncomplicated labor and de¬ 
livery, weighing 7 lb. 12 oz. (3,515 Gm.). He had done well 
until six months previously, when he suddenly developed 
seizures characterized at first by foaming at the mouth and 
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loss of consciousness for 15 to 30 seconds. The seizures oc¬ 
curred approximately 20 to 30 times a day. He was started 
on tlierapy with phenobarbital, which was replaced in a 
month’s time by diphenylhydantoin, 50 mg. three times a 
day; trimetliadione (Tridione), 50 tng. four times a day; and 
phenob.arbital, 30 mg. four times a day. Convulsions in¬ 
creased in frequency, however, and he started having focal 
seizures invoking the right side of his mouth and tlie right 
arm and leg. He had been hospitalized four months earlier 
in another hospital, where a pneumoencephalogram and 
.skull x-ray did not clarify the clinical picture. He was main¬ 
tained on therapy with the above drugs and did fairly poor¬ 
ly, having 10 to 12 seizures a day. A number of medica¬ 
ments were tried with varying degrees of success. He had 
been on therapy with primidone, 750 mg. daily, phensuxi- 
mide, 500 mg. daily, and phenobarbital 45 mg, daily, with 
restriction of salts and fluids, for two months prior to admis¬ 
sion. During the past six weeks his speech had been slurred 
and he had been ataxic. He was referred for regulation of 
his medication and treatment of possible drug intoxication. 
He improved rapidly in the ward, and in one week's time 
his ataxia and slurred speech disappeared and he had no 
seizures. Blood analysis for therapeutic agents 24 hours after 
admission indicated the presence of a barbiturate. Ultra¬ 
violet absorption characteristics were similar to those of 
phenobarbital and the whole blood level was 4.0 mg. %. 

Experimental Work 

Since these findings indicated a possible bio¬ 
transformation of primidone to a barbiturate re¬ 
sembling phenobarbital, limited experimental work 
was initiated to gather further evidence of this 
biotransformation. The ultraviolet characteristics of 
primidone excluded tlie possibility of interference 
b)' this compound with the absorption spectra of 
phenobarbital. 

A group of rats was injected daily with 100 to 150 
mg. of primidone and the urine was collected for 
fi\'e days. A portion of the urine was acidified and 
extracted several times with chloroform. Tire chlo¬ 
roform extracts were then combined and washed 
with phosphate buffer, pH 7.5. The chloroform was 
extracted with dilute sodium hydroxide; tire alkaline 
extracts were acidified and further extracted with 
chloroform. The final chloroform extracts were 
ex'aporated to dryness. Paper chromatograms of tire 
residue were prepared, according to the procedure 
of Algeii and Walker.” Subsequent contact ultra¬ 
violet photography of the dried chromatograms re¬ 
sulted in development of a spot in that position 
normally occupied by phenobarbital. Alkaline elu¬ 
tion of this zone with subsequent determination of ' 
the ultraviolet spectra and absorbence ratios indi¬ 
cated tliat this zone contained a barbiturate with 
the ultraviolet characteristics of phenobarbital.’ 

Comment 

Our data give good presumptive evidence that 
primidone is metabolized, in man and rats, to a 
barbiturate and that this barbiturate is, or closely 
resembles, phenobarbital. Our findings coupled with 
Butlers observation in man and dog” leave little 
doubt that the metabofite is phenobarbital. 


Whenever a patient is treated oh an ambulatory 
basis, tifiere is a possibility that the patient had 
access to other drugs and is reluctant to admit their 
use. This possibility was present in cases 1 and 3, 
In case 2, however, die possibility that phenobarbi¬ 
tal was ingested is absent, since the patient was 
hospitalized during the entire course of therapy 
widi primidone. 

From our own studies ® on blood levels of pheno¬ 
barbital in epileptics, we have found that the level 
determined in each of these cases is compatible idth 
the signs of barbiturate intoxication. In case 3, the 
patient was taking 45 mg. of phenobarbital daily in 
addition to the primidone. However, by our meth¬ 
ods of analysis this amount would be barely detect¬ 
able normally (about 0.2 mg. %), consequently the 
4.0 mg. % measured must be a reflection of the 
phenobarbital contribution from die biotransforma- 
tion of the primidone (250 mg. three times a day). 

In our opinion, the biotransformation of pri¬ 
midone to phenobarbital was the cause of the 
observed drug intoxication in these diree cases. It 
was noted that the signs of to-xicity did not occur 
on commencement of the regimen, but took a mat¬ 
ter of weeks to develop. Whether this time lag 
reflects an accumulation of phenobarbital or an 
increased percentage transformation of primidone 
to phenobarbital remains to be elucidated, ^^^letller 
the anticonvulsant properties of primidone are due 
to this biotransformation also remains to be deter¬ 
mined. 

Finally, we recommend that anticonvulsant regi¬ 
mens of primidone be evaluated by the physician 
in terms of the potential drug intoxication through 
its biotransformation to phenobarbital. 
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NEW AND NONOFFICIAL DRUGS 

}^Ionogra])hs iiud stii)plcinciita1 stalemcnis on drugs described here and in subsequent edi¬ 
tions of New and ’Nonojficial Drugs are based on the evaluation of available scientific data 
and reports of investigations. H. D. Kautz, M.D., Secretary. 


Rahic.s ^^^ccine (Dnclc Embryo).—A sterile, freeze- 
dried suspension of killed rabies \'irus prepared 
from w'bole duck embr\'o infected with this virus, 
chemically inactivated, and preserved with 1:10,000 
thimerosal. Rabies vaccine (duck embryo) is stand¬ 
ardized for potency by active immunization of mice 
according to specifications of the National Institutes 
of Health, 

Actions and Uses.—Rabies vaccine (duck em- 
hrjm) is used prophylactically for acti\'e immuniza¬ 
tion against rabies, usually during the incubation 
period after exposure. Its immunizing capacity 
compares fa\’orably with that of older s'accines pre¬ 
pared from animal ncr\’ous tissue; prompt antibody 
responses are produced after subcutaneous injection 
of the duck embr \’0 preparation. The indications 
for or against giving rabies vaecine frequently are 
difficult to define because of the impossibility of 
determining what e.xposure has actually occurred. 
In determining whether to institute vaccine ther¬ 
apy, the following factors should be taken into con¬ 
sideration, as opposed to the risk of paralytic or 
other complications from the vaccine itself: 1. Ap¬ 
proximately 20% of persons bitten by animals 
known to be rabid have developed rabies if not 
treated with rabies vaccine. 2. If clinical s)’mptoms 
of rabies develop, the disease is 100% fatal; there 
is no specific therapy. 3. Rabies rarely occurs unless 
the person actually has been bitten by the animal. 
The need for treatment must be weighed against 
the risk of the treatment itself. In general, the man¬ 
agement of patients exposed to supposedly rabid 
animals should follow the recommendations set 
forth by the Expert Committee on Rabies of die 
World Health Organization (WHO Technical Re¬ 
port Series, No. 121,1957). 

, Aside from the inconvenience of daily injections 
and the occurrence of local reactions, die princi¬ 
pal deterrent to the use of the older nervous tissue 
vaccines has been the danger of severe neurologi¬ 
cal or paralytic phenomena. These have included 
peripheral neuritis, dorsolumbar myelitis, arid acute 
ascending spinal paralysis. Such reactions result 
from sensitization to foreign brain tissue rather 
than from sensitization to the fixed virus antigen. 
Since experiments have shown diat duck embryo 
tissue contains little, if any, of the paralyde 


factor,” it is believed that the danger of neurologi¬ 
cal side-effects is materially reduced by the use of 
the duck embryo vaccine. 

Mild to severe local erythematous reactions have 
been observed in about one-third of the patients 
to whom rabies vaccine (duck embryo) has been 
administered. In addition to the local erythema, pa¬ 
tients may e.xhibit inflammation and induration at 
the site of injection, regional lymphadenopatliy, 
and, occasionally, giant urticaria. Much more rarely, 
a systemic type of reaction characterized by ma¬ 
laise, febrile episodes, and chills may be observed. 
Although cross sensitization between duck protein 
and chicken protein is rare, caution should be ob¬ 
served in administering the duck embr^'o vaccine 
to persons known to be sensitive to egg, chicken, 
or chicken feathers. From the standpoint of over¬ 
all clinical safety, the duck embryo vaccine is con¬ 
sidered to be a decided improvement over the older 
rabies vaccines prepared from the nervous tissue 
of animals. 

Dosflge.—Rabies vaccine (duck embryo) is ad¬ 
ministered subcutaneously. The freeze-dried pow¬ 
der is mixed with sterile water for injection; 1 cc. 
of the resulting suspension is injected beneatlr the 
skin of the abdomen each day for 14 days. A 23- 
gauge or 24-gauge needle, approximately one-half 
to three-fourths inches long, should be used and 
the site of injection varied for each dose.. 

Preparations: powder (injection) yielding one dose with 
1 cc. of sterile diluent. 

Applicable commercial name: Rabies Vaccine (Duck 
Embryo). 

Eli Lilly & Company cooperated by furnishing scientific 
data to aid in the evaluation of rabies vaccine (duck em¬ 
bryo). 

Sulfamethoxypyridazine.—N *- (6-Metho.xy-3-pyri- 
dazinyl) sulfanilamide.—3-Sulfanilamido-6-metho.xy- 
pyridazine.-The structural formula of sulfamethoxy¬ 
pyridazine may be represented as follows; 



Actions and Uses.—Sulfamethoxypyridazine is of 
value for the chemotherapy of urinary tract infec¬ 
tions and systemic infections due to micro-organ- 
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isms susceptible to the bacteriostatic action of 
sulfonamides. The drug is rapidly absorbed from 
the gastrointestinal tract and is conjugated to a 
minimal degree in the body; 40 to 70% of the total 
blood sulfonamide is present in the acetylated form; 
30 to 60% of the administered dose is excreted in 
tlie urine in the free form. Sulfametlioxj'pyridazine 
is distinguished from otlier sulfonamides by its e.x- 
ceptionally slow rate of excretion. Maximum blood 
levels are reached within a few hours after the 
oral administration of 1 Gm., and this high level is 
maintained for about 10 hours. Thereafter, blood 
levels fall slowly; at the end of 24 to 48 hours, blood 
levels are about half of the maximum. After 96 
hours they reach one-eighth to one-fourth the max¬ 
imum levels. Because of this long duration of ac¬ 
tion, lower dosage and less frequent administration 
are required than with other sulfonamides. 

Except for a diminished incidence of renal toxic- 
it}% the same general type of side-effects and un¬ 
toward reactions may be expected with sulfame- 
tho.xypyridazine as with other sulfonamides. Hence, 
the drug should be used with the same precautions 
and is subject to the same contraindications as other 
agents of this class. (See the general statement on 
sulfonamides in New and NonofRcial Drugs.) 

Dosflge.—Sulfametho,xyp 3 a'idazine is administered 
orally. Since it produces high, prolonged blood lev¬ 
els, it is imperative that the recommended doses, 
which are much lower than with other sulfona¬ 
mides, are not exceeded. For mild to moderate in¬ 
fections, the initial dose for adults is 1 Gm. the first 
da)', followed by 500 mg. e\'ery day thereafter or 1 
Gm. every other day. In severe infections, as much 
as 2 Gm. may be given to adults on the first day, 
followed b)' 500 mg. every 24 hours. Dosage for 
children is reduced in proportion to body weight. 
Therapy should be continued for five to seven days 
or until the patient is as 3 'mptomatic for 48 to 72 
hours. 

Preparations: tablets 500 nig. 

Applicable commercial names: Kyne-x, Midicel. 

Lederle Laboratories Division, American Cyanamid Com¬ 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of sulfamethoxypyridazine. 

Acetyl Sulfamethoxypyridazine. — N’-Acet 3 'l-N*- 
( 6 -methox 3 '- 3 -pyridazin 3 'l) sulfanilamide. — 3-(N'- 
Acet 3 ']sulfanilamido)- 6 -metliox 3 'p 3 'ridazine. — The 
structural formula of acet)'! sulfamethoxyp 3 'ridazine 
may be represented as follows: 



Actions and Uses.—Acet)'! sulfamethox 3 'pyrida- 
zine has the same actions and uses as the parent 
sulfonamide, sulfamethox 3 ’pyridazine, except that it 
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is tasteless and is therefore better suited to pediat¬ 
ric use as a liquid medication. (See the monograpli 
on sulfamethox 3 'pyridazine.) 

Dosflge.—Acetyl sulfamethoxypyridazine is ad¬ 
ministered orally. The dose for children is 2.50 id!!, 
for each 20 lb. (9 kg.) of body weight and is given 
immediately after a meal on the first day. Tliere- 
after, the dose is 125 mg. per 20 lb. of body weight, 
given immediately after a meal once daily or, al¬ 
ternatively, 250 mg. per 20 lb. of body weight ever;- 
other day. For children weighing 80 lb. (36.3 kg,) 
or more and for adults, the dose of acet)'! sulfa- 
methoxyp 3 'ridazine is the same as for the unacety- 
lated drug, sulfamethox 3 'pyridazine. 

Preparations: suspension (oral) 25 mg. per cc. 

Applicable commercial name: Kynex Acetyl. 

Lederle Laboratories Division, American Cyananiid Com¬ 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of acetyl sulfametho.v}-pyridazine. 

Triflupromazine Hydrochloride. — 10-(3-Di- 
methylaminopropyl) - 2 - (trifluorometh)'!) phenothia- 
zine liydrochloride.—The structural formula of tii- 
flupromazine hydrochloride may be represented as 
follows; 

,CH3 

CHjCHjCHjN • HCI 
CHr 

CF, 



Actions and Uses.—Triflupromazine hydrochlo¬ 
ride is identical in chemical structure to chlorpro- 
mazine hydrochloride except that it contains a tn- 
fluoromethyl group rather than a chlorine atom at the 
2 position of the phenothiazine ring. It is perhaps 
more closely allied in actions and uses to chlorpro- 
mazine than an)' of the other phenothiazine deriva¬ 
tives currentl)' in use. Equivalent pharmacological 
and clinical responses can be elicited witli doses of 
triflupromazine that are less than those of chlorpro- 
mazine, thus indicating a greater potency for the 
former compound. 

Triflupromazine is useful as an adjunct to the 
management of various acute and clironic psycho¬ 
ses, particular!)' those associated with excessive ps)'" 
chomotor activit)' and overt hostility as in schizo¬ 
phrenia, mania, senile and toxic psychoses, and in 
alcoholism. The drug is reported to ameliorate sue i 
psychic symptoms as hallucinations and delusions 
and to control agitation, an.xiet)', tension, panm. 
hostility, and aggressiveness in appropriate cases- 
It is also of value in facilitating rapport with t 'C 
psychiatrist and making the patient more amena c 
to psychotherapy. The drug should not be gh'®” 
to patients xvith depressive-obsessive states, ’ 
intended for use in simple neuroses or relative) 
minor emotional disorders. In common with ot le 
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phcnotliiaziiic compounds, tvinupiomazine exerts a 
significant anlicmctic elFccl and is effective for the 
control of nausea and vomiting of varied etiologies. 

In general, triflupromazine seems to compare 
well with chlorpromazinc, with respect to the over¬ 
all incidence of side-effects and untoward reactions. 
Phcnothiazine-induccd jaundice associated with tri- 
fluproinazine has been exceptionally rare. Only one 
reported instance of granulocytopenia associated 
with the administration of triflupromazine has been 
reported. In view of the phenothiazine structure of 
triflupromazine, physicians using liiis drug sliould 
be alert to signs of hematopoietic depression; rou¬ 
tine blood cell counts arc advisable during therapy. 
Excessive sedation and drowsiness are apparently 
less noth triflupromazine than with chlorpromazine; 
hypotension and tachycardia may also occur some¬ 
what less frequently. The most common side-effect 
to the dnig is a parkinsonian sj'ndrome, with motor 
disturbances and extrapyramidal symptoms. This 
reaction generally subsides upon reduction in dos¬ 
age and/or administration of an antiparkinsonian 
dnig. Other reported side-effects include blurring 
of vision, dizziness, nausea, epigastric distress, 
weakmess, weight gain, insomnia, allergic reactions, 
and photosensitivity. Triflupromazine is contraindi¬ 
cated in patients under the influence of large 
amounts of alcohol, barbiturates, or opiates. 

Dosngc.—Triflupromazine hydrochloride is ad¬ 
ministered orall)' and, occasionally, intramuscular¬ 
ly or intravenously. Optimal dosage varies from pa¬ 
tient to patient and should be determined on an 
individual basis. For adults, the usual initial oral 
dose is 25 mg. three times daily. This dose may 
then be increased gradually until a satisfactory clin¬ 
ical response has been obtained or until side-effects 
become a problem. For children and geriatric pa¬ 
tients, the usual oral dose is 10 mg. three times a 
day. 

For rapid effect in severely agitated patients or 
in severe nausea and vomiting, triflupromazine hy¬ 
drochloride may be given i^arenterally. Dosage by 
the intramuscular route ranges from 20 to 50 mg. 


three times a day; single intravenous doses range 
from 2 to 10 mg. Oral therapy should be substituted 
for parenteral injection as soon as feasible. 

Preparations; emulsion (oral) 10 mg. per cc.; solution 
(injeetion) 20 mg. in 1 cc.; tablets 10, 25, and 50 mg. 

Applicable commercial name; Vesprin. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, cooperated by furnishing scientific data to aid 
in the evaluation of triflupromazine hydrochloride. 

Use of Nicotinic Acid in Hypercholesteremia 

The Council was requested to evaluate the use¬ 
fulness and safety of large oral doses of the vitamin, 
nicotinie acid (Niacin), for the treatment of hyper¬ 
cholesteremia. The rationale for such use of the 
drug stems from tlie statistical relationship which 
is commonly accepted to exist between elevated 
serum cholesterol levels and the clinical manifesta¬ 
tions of atherosclerosis. There seems to be little 
doubt that nicotinic acid, when given in large doses 
to hypercholesteremic subjects, wiU frequently 
bring about a marked reduction in cholesterol lev¬ 
els; the lowering of cholesterol is less impressive in 
subjects with normal or near normal levels. Theo¬ 
retically, sustained reduction of circulating choles¬ 
terol levels appears to be desirable. However, to 
date, there is no valid evidence that lowered blood 
cholesterol levels cause clinical improvement of the 
patient. Although the large doses of nicotinic acid 
(3 to 6 Cm. per day) employed for the treatment 
of hypercholesteremia have not been associated 
with serious toxic effects, the possibility of adverse 
reactions should be kept in mind. Pending the ac¬ 
cumulation of evidence to show a bona fide bene¬ 
ficial effect in patients, either from the view'point 
of prophylaxis or therapy of atherosclerotic cardio¬ 
vascular disease, the use of nicotinic acid for pur¬ 
poses other than the prevention or treatment of pel¬ 
lagra must be considered e.xperimental. 

The Council voted to e.xpand New and Nonoffi¬ 
cial Drugs to describe the use of nicotinic acid in 
hypercholesteremia. 

Eli Lilly & Company cooperated by furnishing scientific 
data to aid in the er'aluation of tin’s additional use of nicotinic 
acid. 


I NCREASING IMPORTANCE OF INFECTION AFTER BURNS.-A review 
was made of the cases of 93 patients with bums covering more than 20 per cent 
of the body surface who were treated at the San Francisco City and County 
Hospital, University of California Service, betxyeen 1943 and 1956. The mortality rate 
increased from 40 per cent during 1943-1947 to 69 per cent during 1952-1956. A sig¬ 
nificant change in survival time was noted; During 1943-1947, 69 per cent of the 
deaths occurred within 48 hours of admission; during 1952-1956, only 19 per cent of 
the deaths occurred within the first 48 hours. In the period 1943-1947 the majority of 
deaths resulted from shock in the immediate post-bum period; in the later years of 
the study the major cause of death was infection. ... No patient who had a blood 
culture positive for bacteria survived. The use of antibiotics had no effect on the 
incidence of infection. Elderly patients, children and alcoholics were less able to 
resist the effects of infection.—A. G. Clark, M.D., and J. H. Hanson, M.D., Mortality 
Rates in Patients with Bums; A Report of Experience at San Francisco City and 
County Hospital, 1943-1956, California Medicine, September, 1958. 
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isms susceptible to the bacteriostatic action of 
sulfonamides. The drug is rapidly absorbed from 
the gastrointestinal tract and is conjugated to a 
minimal degree in the body; 40 to 70% of the total 
blood sulfonamide is present in the acetjdated foim; 
30 to 60% of the administered dose is excreted in 
the urine in the free form. Sulfameth'oxypyridazine 
is distinguished from other sulfonamides by its ex¬ 
ceptionally slow rate of exeretion. Maximum blood 
levels are reached within a few hours after the 
oral administration of 1 Gm., and this high level is 
maintained for about 10 hours. Thereafter, blood 
levels fall slowly; at the end of 24 to 48 hours, blood 
levels are about half of the maximum. After 96 
hours they reach one-eighth to one-fourth the max¬ 
imum levels. Because of this long duration of ac¬ 
tion, lower dosage and less frequent administration 
are required than with other sulfonamides. 

Except for a diminished incidence of renal toxic¬ 
ity, the same general type of side-effects and un¬ 
toward reactions may be expected with sulfame- 
thoxyp)n:idazine as with other sulfonamides. Hence, 
the drug should be used witli the same precautions 
and is subject to the same contraindications as other 
agents of this class. (See the general statement on 
sulfonamides in New and NonofRcial Drugs.) 

Dosage.—Sulfamethoxypyridazine is administered 
orally. Since it produces high, prolonged blood lev¬ 
els, it is imperative that the recommended doses, 
which are much lower than with other sulfona¬ 
mides, are not exceeded. For mild to moderate in¬ 
fections, the initial dose for adults is 1 Gm. the first 
day, followed by 500 mg. every day thereafter or 1 
Gm. every other day. In severe infections, as much 
as 2 Gm. may be given to adults on the first day, 
followed by 500 mg. every 24 hours. Dosage for 
children is reduced in proportion to body weight. 
Therapy should be continued for five to seven days 
or until the patient is asymptomatic for 48 to 72 
hours. 

Preparations: tablets 500 mg. 

Applicable commercial names: Kynex, Midicel. 

Lederle Laboratories Division, American Cyanamid Com¬ 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of sulfamethoxypyridazine. 

Acetyl Sulfamethoxypyridazine. — N'-Acetyl-N*- 
(6-methoxy-3-pyridazihyl) sulfanilamide. — 3-(N'- 
Acetylsulfanilamido)-6-methox)q)yridazine. — The 
structural formula of acetyl sulfamethoxypyridazine 
may be represented as follows: 

HiNSOjN (C CHj) 1^==^ 

N^^>0CH3 

Actions and Uses.—Acetyl sulfamethoxypyrida¬ 
zine has the same actions and uses as the parent 
sulfonamide, sulfamethoxj'pjTidazine, except that it 


is tasteless and is therefore better suited to pediat¬ 
ric use as a liquid medication. (See the monograpli 
on sulfamethoxypyridazine.) 

Dosage.—Acetyl sulfamethoxj'pyridazine is ad¬ 
ministered orally. The dose for children is 2-50 
for each 20 lb. (9 hg.) of body weight and is given 
immediately after a meal on the first day. Tliere- 
after, the dose is 125 mg. per 20 lb. of body weigh, 
given immediately after a meal once daily or, al¬ 
ternatively, 250 mg. per 20 lb. of body weight ever)- 
other day. For children weighing 80 lb, (36.3 kg.) 
or more and for adults, the dose of acetyl suKa- 
metho.xypyridazine is the same as for the unaceh- 
lated drug, sulfamethoxypyridazine. 

Preparations: suspension (oral) 25 mg. per cc. 

Applicable commercial name: Kynex Acetyl. 

Lederle Laboratories Division, American Cyanamid Com¬ 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of acetyl sulfamethoxypyridazine. 

Triflupromazine Hydrochloride. — 10-(3-Di- 
methydaminopropy]) -2- (tj‘ifluoromethyl)phenofhia- 
zine hydrochloride.—The structural formula of tri¬ 
flupromazine hydrochloride may be represented as 
follows: 

CHjCHiCHjN • HCI 
I CHj 



Actions and Uses.—Triflupromazine hydrochlo¬ 
ride is identical in chemical structure to chlorpro- 
mazine hydrochloride except that it contains a tn- 
fluoromethyl group rather than a chlorine atom at the 
2 position of the phenothiazine ring. It is perhaps 
more closely allied in actions and uses to chlorpro- 
mazine than any of the other phenothiazine deriva¬ 
tives currently in use. Equivalent pharmacologica 
and clinical responses can be elicited with doses o 
triflupromazine that are less than those of chlorpro- 
mazine, thus indicating a greater potency for 1 
former compound. 

Triflupromazine is useful as an adjunct to t le 
management of various acute and chronic psycio 
ses, particularly those associated with excessive ps) 
chomotor activity and overt hostility as in scliho 
phrenia, mania, senile and toxic psychoses, an la 
alcoholism. The drug is reported to ameliorate sue 
psychic symptoms as hallucinations and delusions 
and to control agitation, anxiety, tension, pau>n’ 
hostility, and aggressiveness in appropriate cases- 
It is also of value in facilitating rapport with t jn 
psychiatrist and making the patient more amena n 
to psychotherapy. The drug should not be gn^n 
to patients xvith depressive-obsessive states, nor is 
intended for. use in simple neuroses or relatn , 
minor emotional disorders. In common with o le 
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plienothiazinc compounds, Iriflupromazine exerts a 
significant anlicmclic effect and is effective for the 
control of nausea and vomiting of varied etiologies. 

In general, Iriflupromazine seems to compare 
well with chlorpromazine, w’ilh respect to the over¬ 
all incidence of side-effects and untoward reactions. 
Plienothiazine-induccd jaundice associated with tri- 
flupromazine has been exceptionally rare. Only one 
reported instance of granulocytopenia associated 
with the administration of triflupromazine has been 
reported. In view of the phenothiazine structure of 
triflupromazine, physicians using this drug should 
he alert to signs of hematopoietic depression; rou¬ 
tine blood cell counts are ad\'isahle during therapy. 
Excessive sedation and drowsiness are apparently 
less with triflupromazine than with chlorpromazine; 
hypotension and tachycardia may also occur some¬ 
what less frequenth'. The most common side-effect 
to the drug is a parkinsonian syndrome, with motor 
disturbances and extrapyramidal symptoms. This 
reaction generally subsides upon reduction in dos¬ 
age and/or administration of an antiparkinsonian 
drug. Other reported side-effects include blurring 
of vision, dizziness, nausea, epigastric distress, 
weakness, weight gain, insomnia, allergic reactions, 
and photosensitivity. Trifluinomazine is contraindi¬ 
cated in patients under the influence of large 
amounts of alcohol, harhiturates, or opiates. 

Dosngc.—Triflupromazine h)'drochloride is ad¬ 
ministered orally and, occasionally, intramuscular¬ 
ly or intra\’enously. Optimal dosage varies from pa¬ 
tient to patient and should be determined on an 
individual basis. For adults, the usual initial oral 
dose is 2.5 mg. three times daily. This dose may 
then be increased gradually until a satisfactory' clin¬ 
ical response has been obtained or until side-effects 
become a problem. For children and geriatric pa¬ 
tients, the usual oral dose is 10 mg. tliree times a 
day. 

For rapid effect in severely agitated patients or 
in severe nausea and vomiting, triflupromazine hy¬ 
drochloride may be given parenterally. Dosage by 
the intramuscular route ranges from 20 to 50 mg. 


three times a day; single intravenous doses range 
from 2 to 10 mg. Oral therapy should be substituted 
for parenteral injection as soon as feasible. 

Preparations: emulsion (oral) 10 mg. per cc.; solution 
(injection) 20 mg. in 1 cc.; tablets 10, 25, and 50 mg. 

Applicable commercial name: Vesprin. 

E. R. Squibb & Sons, Division of Olin Mathieson Chemical 
Corporation, cooperated by furnishing scientific data to aid 
in file evaluation of triflupromazine hydrochioride. 

Use of Nicotinic Acid in Hypercholesteremia 

The Council was requested to evaluate the use¬ 
fulness and safety of large oral doses of the vitamin, 
nicotinic acid (Niacin), for tlie treatment of hyper¬ 
cholesteremia. The rationale for such use of the 
drug stems from the statistical relationship which 
is commonly accepted to e.xist bettveen elevated 
serum cholesterol levels and the clinical manifesta¬ 
tions of atherosclerosis. There seems to be little 
doubt that nicotinic acid, when given in large doses 
to hy'percholesteremic subjects, will frequently 
bring about a marked reduction in cholesterol lev¬ 
els; the lowering of cholesterol is less impressive in 
subjects with normal or near normal levels. Theo¬ 
retically, sustained reduction of circulating choles¬ 
terol levels appears to be desirable. However, to 
date, there is no valid evidence that lowered blood 
cholesterol levels cause clinical improvement of the 
patient. Although the large doses of nicotinic acid 
(3 to 6 Gm. per day) employed for the treatment 
of hy'percholesteremia have not been associated 
with serious toxic effects, the possibility of adverse 
reactions should be kept in mind. Pending tlie ac¬ 
cumulation of evidence to show a bona fide bene¬ 
ficial effect in patients, either from the viewpoint 
of prophyla.xis or therapy of atherosclerotic cardio¬ 
vascular disease, the use of nicotinic acid for pur¬ 
poses otlier than the prevention or treatment of pel¬ 
lagra must be considered e.xperimental. 

The Council voted to e.xpand New and Nonoffi- 
cial Drugs to describe the use of nicotinic acid in 
hypercholesteremia. 

Eli Lilly & Company cooperated by furnishing scientific 
data to aid in the evaluation of this additional use of nicotinic 
acid. 


I NCREASING IMPORTANCE OF INFECTION AFTER BURNS.-A review 
was made of the cases of 93 patients with bums covering more than 20 per cent 
of the body surface who were treated at the San Francisco City and County 
Hospital, University of California Service, betxyeen 1943 and 1956. The mortality rate 
increased from 40 per cent during 1943-1947 to 69 per cent during 1952-1956. A sig¬ 
nificant change in survival time was noted: During 1943-1947, 69 per cent of the 
deaths occurred within 48 hours of admission; during 1952-1956, only 19 per cent of 
the deaths occurred within the first 48 hours. In the period 1943-1947 the majority of 
deaths resulted from shock in the immediate post-bum period; in the later years of 
the study the major cause of death was infection. ... No patient who had a blood 
culture positive for bacteria survived. The use of antibiotics had no effect on the 
incidence of infection. Elderly patients, children and alcoholics were less able to 
resist the effects of infection.—A. G. Clark, M.D., and J. H. Hanson, M.D., Mortality 
Rates in Patients with Bums: A Report of Experience at San Francisco City and 
County Hospital, 1943-1956, Califorma Medicine, September, 1958. 
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The following is one of the six papers presented at the symposhim on “Nutrition in Preg¬ 
nancy” in Columbia, Mo., Oct. 11,1957. This symposium was sponsored by the Council on 
Foods and Nutrition, with the cooperation of the Boone County Medical Society, the Univer¬ 
sity of Missouri School of Medicine, and the Adult Education and Extension Service of the 
University of Missouri. Philip L. White, Sc.D., Secretary, 

Council on Foods and Nutrition. 

MATERNAL NUTRITION AND THE FETUS 

Ray Hepner, M.D., Columbia, Mo, 


Each generation has a genetic and environmental 
background of experience, even at birth. The con¬ 
stant improi'ement in livestock production has 
proved the practicality' of research applied to re- 
liroductive problems in mammals. Human losses in 
the newborn period are now the third leading med¬ 
ical cause of death in the United States, and these 
statistics exclude stillbirth, miscarriage, and surviv¬ 
ing damaged children. \Uien prematurity', still¬ 
birth, and tlie great tragedy, tlie surviving damaged 
child, are considered, togetlier witli unnecessary 
maternal illness and morbidity' or deatli of livebom 
children, we find ourselves faced with an im¬ 
mensely complex, y'et perfectly interrelated, prob¬ 
lem. No doubt exists about tlie role of nutrition in 
the problem, but solid evidence to support this 
belief has been singularly difficult to marshal. Tliis 
presentation offers, first, some of tire difficulties in 
study'ing the problem; second, the results of some 
studies of the past; and, third, some incompletely 
dei'eloped, y'et fundamental concepts. 

It is axiomatic that fetal problems are the best 
index to obstetric practice. Tliis index may' be as 
confined as tlie neonatal deatli rate alone, or, and 
perhaps more properly', it may' be as broad as die 
entire gamut of reproductive problems. This gamut 
ranges from sterility', pregnancy and labor compli¬ 
cations, miscarriage, premature and immature birth, 
stillbirdi, and malformation to a functional abnor¬ 
mality' that may' become manifest well beyond the 
newborn period in the form of com'ulsions, defects 
of intellect, and neuromuscular disturbances.' Tliese 
latter defects are knosvn to the laity' as epilepsy', 
feeblemindedness, and cerebral palsy', and, by the 
most conservative estimates, persons so affected 
make up at least 1% of our population today. Every 
indication is that this proportion will increase if the 
present production and sun'ival rates of these chil¬ 
dren prevail. 

Many studies have shown that nutrition plays a 
part in reproductive problems. Observations of war 
stan'ation in pregnancy," of nutrition surveys in 
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pregnancy,'* of patients admitted to sterility and 
other special clinics, and of controlled animal in¬ 
vestigations affirm this part.'* A sufficient degree of 
starvation will cause sterility and amenorrhea that 
will not respond to adequate caloric intake until 
sufficient protein is provided. Attempts to reduce 
stillbirth, premature birtli, malformations, and neo¬ 
natal death in special prenatal clinics are impressive 
when one sees how much can be done to help tlie 
individual mothers of each group in which a nutri¬ 
tional deficit is demonstrated. For'instance, the 
sterile mother can be helped to conceive; tlie habit¬ 
ual aborter can be helped to carry' a child to via¬ 
bility'; the repeated bearer of stillborn infants can 
be helped to have a living child. 

Even with these know'n and measurable accom¬ 
plishments, there is little change in the total sta¬ 
tistical results in each hospital. The failure of sta¬ 
tistics to improi e may' well be due to tlie use of an 
improper base line, one that is chased from one 
category' to the ne.xt. To compare the incidence of 
premature birth with total viable births fails en¬ 
tirely to recognize those women who have con¬ 
ceived who did not conceive before, those who 
have carried a fetus to viability who could not 
before, and those who carried their fetuses to term 
wlio never did before. Our statistical base line 
might better be placed on a level with the repro¬ 
ductive group as a whole than compared with tiie 
final result, which, after all, is a goal to be achieved 
and not the point at which to begin. For a baby to 
be bom alive at term and go home with its mother 
is not enough. Real success must be measured by 
achievement of the potential to become a contribut¬ 
ing member of society. 

Children handicapped by convulsions, neuromus¬ 
cular problems, or a mental deficiency are bom 
commonly to motliers witli reproductive histones 
of sterility', miscarriage, stillbirtli, pregnancy com¬ 
plications, premature or immature birtli, and ma • 
formation. The prevailing view has been that t is 
relationship is based on genetic fault.** Good vvi 
dence is available now which shows that ma e 
quate nutrition can produce defects of function as 
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well as of slruclure.'’ Nutritional deficiencies may 
be related to any of the entire gamut of reproduc¬ 
tive problems. 

General Factors Innucnciug Reproduction 

.\pparently unrelated agents may produce in¬ 
juries similar to those produced by a nutritional 
deficit. Trace elements, as well as major minerals, 
insulin, some infectious diseases, various corticoids, 
hrpoxia, hyperoxia, vitamin excesses and deficien¬ 
cies, and genetic faults can influence the reproduc¬ 
tive spectrum. Repeated demonstrations both in 
man and in controlled animal experiments have 
shown that identical, or nearly identical, abnormal¬ 
ities may result from entirely difl’erent agents. A 
classic example in humans is found in the micro¬ 
cephalia of genetic faidt and pelvic x-irradiation. 
In animals, the demonstration of identical bony 
defects in rats injured by riboflavin deficiency, 
•x-irradiation, or inbreeding serves admirably for 
illustration.’ Although different injurious agents 
may operate finally through similar pathways, the 
initiating agent remains different. Even so, the con¬ 
tributions of adequate nutritix’e stores may protect 
the organism against a considerable onslaught. 

Nutritional Factors Influencing Reproduction 

The concepts of timing, severity', type, and dura¬ 
tion of nutritional deficit are of major import, since 
these factors often determine what part of the re¬ 
productive gamut is to be affected. In humans, 
acute starvation wnth protein depletion over a short 
period has been proved to be associated widi a 
decrease in conception rate, and sterility with 
amenorrhea is produced over a longer starvation 
period. If acute depletion begins after conception, 
the babies are small. However, only inconclusive 
evidence of an increased incidence of malformation 
could be found in a i^reviously well-nourished pop- 
ulation.’“ Some evidence of increased reproductive 
problems can be found in several studies of humans 
living on chronically poor diets, particularly when 
the stress of continued growth and tlie depletion of 
repeated pregnancy are added burdens.^ These 
patients run tlie gamut of reproductive problems. 
On the basis of insufficient amounts and variety of 
good quality foods, diese diets were assessed as 
poor, even though sufficient (and often more tlian 
sufficient) calories were provided. The frequency 
of obesity in the patients of tlrese studies suggested 
the aphorism “overfed and undernourished,” and 
the ofepring of these women, when compared with 
controls, suffered as well. 

In several animals, vitamin A deficiency is asso¬ 
ciated with sterility, abortion, malformation, still¬ 
birth, or small young, depending on the duration, 
severity, and timing of the deficiency.® In rats, 
similar effects have been produced by deficiencies 
of pure thiamine, riboflavin, pyridoxine, or panto¬ 
thenic acid without protein deficiency.® 


Results of Past Studies 

More than one-third of lethal human malforma¬ 
tions involve the nervous system. However, many 
anomalies of the nervous system are compatible 
with life. Brain function is often seriously disturbed, 
with little or no demonstrable structural abnormal¬ 
ity. For many years speculation has been forwarded 
that agents known to produce structural alteration 
with related defects of function might, in smaller 
doses, produce defects of function without his¬ 
tological abnormality. 

In 1951 ^^Tlitely, O’Dell, and Hogan demon¬ 
strated that folic acid deficiency in pregnant rats 
could disturb the ability of the offspring to learn a 
standard maze, even though brain structure was 
apparently normal. More recently, doses of x-irra¬ 
diation, smaller than necessary to produce anoma¬ 
lies of the nervous system of fetal rats, have pro¬ 
duced similar results. Again, different agents have 
been proved able to produce a similar defect, but 
this defect is one of function rather than of struc¬ 
ture. 

The recent study of Harrell, Woodyard, and 
Gates is of special interest for two reasons. The 
first is that their assay of results was based on sig¬ 
nificant differences in intellectual performance of 
human offspring, a function that might be damaged 
even in the absence of a gross anatomic abnormal¬ 
ity. Second, the dietary supplements used were 
thiamine, riboflavin, niacinamide, and iron—factors 
almost invariably missing from poor diets, particu¬ 
larly those poor in protein. This experiment, then, 
might tend to separate the effects of poor diet from 
the effects of the trace materials found in good 
foods. Unfortunately, no data are available about 
other differences in results in tlie two groups. Fur- 
tliermore, supplementation was offered late in 
pregnancy, and only the latter parts of gestation 
could be affected. Even so, this approach, if verified, 
may have some practicality, in that food fortifica¬ 
tion is easier than changing the dietary habits of an 
entire pojiulation, altliough the latter method is 
unquestionably superior. 

Interrelationship of Factors Affecting the Fetus 

Tlie interdependence of the many agents known 
to affect tlie embryo and fetus is more apparent as 
investigation continues. Our knowledge of antag¬ 
onism, competition, and interrelationships of drugs, 
hormones, chromosomal determinants, enzymes, 
trace elements, amino acids, and vitamins is broad¬ 
ening rapidly. The assurance of balance in dietary 
supplementation by high quality foods is great, 
whereas the principal assurance of supplementation 
by single factors is that imbalance is to be expected. 

Interrelationship of Nutritive Factors 

Long ago it was said tliat no professor’s hemi¬ 
spheres could supply adequate nutrition to the 
infant as well as the mother’s own mammary hemi¬ 
spheres. Perhaps this remark is the clinician’s way 
of saying that the demands of growth reveal rapidly 
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almost any defect of nutrition. Although the preg¬ 
nant woman ingests foods not only to maintain 
herself but to store some elements and support die 
growth of her uterus, placenta, membranes, and 
baby, it is tlie baby who, once out of the uterus, has 
the greatest demands and serves as the best exam¬ 
ple. Although artificial feeding of human infants is 
safe today, and the results are comparable with 
natural feeding, tlie history of difiBculties in prepa¬ 
ration of safe, adequate substitutes for natural feed¬ 
ing is punctuated by difficulties with anemia, di¬ 
gestibility, increased susceptibility to rickets and to 
infections, chloride acidosis, hyperphosphatemia, 
tetany, and pyridoxine deficiency. Debate on the 
various constituents of artificial feedings continues. 
No doubt exists about the value of conti'oversy 
backed by careful observation of controlled studies. 
Our need is for properly developed and properly 
challenged evidence. In the entire field of nutrition, 
good evidence, at least so far, is slow to unfold and 
not easy to interpret. Tlie principal lessons to be 
learned by surveying the mass of new information 
on interrelationships of nutritive factors are a hum¬ 
ble respect for nutritive balance in foods and a 
healthy skepticism of indiscriminate administration 
of single supplements. 

Dietary Problems in the United States 

Although our food consumption as a nation sta¬ 
tistically proves us to have the best fed population 
on earth, and although surveys of nutrition in preg¬ 
nancy in the United States are commonly negative 
because of an insufficient number of ill-nourished 
mothers, some segments of our childbearing popu¬ 
lation take borderline or lesser amounts of high 
quality foods. The incidence of abnormalities in the 
reproductive gamut of these people has been in¬ 
creased; however, some studies indicate that it 
may be reducible by dietary supplementation. At 
least four barriers to easing the problem exist; eat¬ 
ing habits passed from generation to generation; 
high cost of some commonly recommended, good 
quality foods; social pressures from companions; 
and ineffective lay education. Several studies have 
shown that, even with marked improvement of eco¬ 
nomic status, poor dietary habits tend to persist." 
It is true that some commonly recommended, high 
quality foods, particularly animal protein, are more 
e.xpensive; however, a casual stroll through a gro¬ 
cery store can be reassuring. A quart of whole milk 
costs about the same as a carton of six small bottles 
of carbonated beverage, and dry skim milk is still 
less e.xpensive. The same weight of standard brands 
of peanut butter versus jelly or jam sells for the 
same price. Perhaps some of the social pressures on 
the prematenial group compound the problem. The 
popularity of tlie soft drink-chips-candy bar lunch¬ 
eon and snack and the current demands of clothing 
styles for extreme slenderness can ivreak nutritional 
havoc on the prematemal teen-ager, who is pressed 
on die one hand by growth needs and on the other 
by the demands of pregnancy. Some realistic com¬ 
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petition could be given the pop-and-chips regimen 
by milk dispensers; fruit, sandwich, and low-priced 
nut dispensers could compete with candy tar, 
chewing gum, and chips machines. These comped- 
tive devices exist and are occasionally observed in 
commercial use on the American scene. An effective 
program of lay education could make the battle d 
the commercial machines at least self-supporting 
and, even better, begin to break some poor patterns 
of eating at home. A more effective program of lay 
education is needed. Skilled personnel trained to 
break the inertia of the problem need to be found, 
and medical school programs must, because of the 
place of the physician in society, lead this nurture 
of the prophylactic concepts of reproduction, 
growth and development, and health and environ¬ 
ment. 

Role of Placenta in Fetal Problems 
Evidence of die effect of maternal nutrition on 
the fetus is often studied, but the connecting link 
between mother and fetus, the placenta, has had 
little attention. We examine the mother by indirec¬ 
tion, the fetus as allowed, and leave the all-impor¬ 
tant conveyor in dim light. The placentas of wom¬ 
en with renal disease, hypertension, diabetes, and 
true toxemia are often abnormal, and the fetuses ol 
these pregnancies are known, by any criterion, tc 
have problems. The role of the placenta in true 
toxemia of pregnancy still is debated, even as s 
possible cause, and the role of tlie placenta in thf 
fetal problems of abnormal pregnancy has receivec 
little consideration. Therefore, it is not une.xpectec 
that scanty mention has been made of placenta 
abnormalities in otherwise normal pregnancies pro 
ducing abnormal fetuses. The concept tliat placen 
tal insufficiency is responsible for the syndrome o 
postmaturity has aroused interest.'^ Fle.xner am 
co-workers reported marked differences in pla 
cental blood flow in various abnormal pregnane; 
states. Recent observations suggest that, because o 
intrauterine malnutrition, placental abnorroalitie 
per se may play^ a role in some instances of pro 
maturity and immaturity." It might seem jusfinei 
to speculate tliat abnormalities of placental func 
tion may be of far greater significance than so a 
supposed. 


Problems in Classifying Neonates 
The newborn infant is judged by the crudes 
methods. Marked individual differences in so-ca e( 
normal infants are found, and none but the grosso 
structural abnormalities, particularly tire impor an^ 
ones of the cardiac, renal, and nervous systerns, * 
identifiable during the neonatal period. Althoug^ 
weight is used as a standard reference point, it< 
poor index whether used for maturity, 
body composition. The wide variability of 
body water in the newborn infant has been demon 
strated by Friis-Hansen," but no 
ment about the significance of this variability 
been reached by clinicians. Little use has ^ 
made of normal growth curves for length in ea 
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life, even though serial measureinent of length is a 
' better inde.v of true growth. In addition, the pit- 
falls of differing body composition are e.xcludcd. 
Good methods for estimating iron stores of the indi- 
' vidual infant are laching, and no safe, practical, 

' and generally accepted means of estimating cal- 

■ cium stores or body protein mass in the newborn 
' ' infant are available. Tedious individual studies of 
' small numbers of infants ha\’e recorded large indi- 
' vidual differences in retentions of these basic sub- 

■ stances. These various differences ser\'e to under¬ 
line some of our inadequacies to judge the newborn 
infant, e\'cn under the best of circumstances. Preg- 

- nancy histories including incidence of anemia, to.\- 
emia, and premature births, age of mother, number 

■ of pregnancies, and defective dietary habits are 
useful for planning each infant’s nutritional man- 

: agement, but they can only be used circuitously to 
judge the adequacy of the gestation by its product. 
Repeated e.vaminations through the first years of 
V life, vith special attention to linear growth and the 

■ rapid development of the nervous system in all its 
• functions, are needed before an accurate opinion of 

an infant can be made. However, this opinion fails 
to separate the intrauterine from the e.xtrauterine 
factors. Practical methods and normal standards 
must be established to provide a meaningful classi¬ 
fication of infants in the newborn period. 

Summary 

Loss of human life in the newborn period is the 
third leading medical cause of death in the United 
States. The problems of reproduction—sterility and 
abortion, premature or immature birth and still¬ 
birth, to.vemia, labor problems, anemia in the 
motlier during pregnancy and, in the first year, in 
tlie offspring, as well as malformations and neuro¬ 
logical disorders of function—can be related and 
considered together. 

Prematurity, immaturity, surviving malformed 
' children, unnecessar)' maternal illness during preg¬ 
nancy and puerperium (including failure of natural 
feeding) make a tremendous and, in large part, 
needless burden. Some neurological defects in chil¬ 
dren, the convulsive, mentally deficient, and so- 
called cerebral palsied, may be related to nutri¬ 
tional factors, and human and animal studies 
suggest that all defects enumerated here can arise 
from nutritional deficiencies. However, injurious 
agents other than nutritional deficiencies can pro- 
. duce reproductive problems indistinguishable from 
those of nutritional origin. The same deficit of 
nutrition may produce many different effects on the 
' reproductive gamut, depending on timing, severity, 
and duration of the deficit. 

No single element of nutrition holds the key. 
Balance of foodstuffs, with emphasis on high qual¬ 
ity foods, would seem to be the preferred approach. 
Effective nutritional protection of the fetus begins 
long before conception and must continue through- 
, out the childbearing period. Further investigation 
of the role of the placenta in the reproductive proc¬ 


ess seems in order, and better methods and normal 
standards for the evaluation of newborn infants are 
needed. A long-range educational program about 
the value of nutritional protection is needed for the 
coming generation, in medical schools, and for the 
public at large. The nutritional approach to the 
problems of reproduction can be more effectively 
used, both in practice and in investigation. 

References 

1. Lilienfeld, A. M., and Pasamanick, B.: Association of 
Maternal and Fetal Factors with Development of Epilepsy: 
Abnonn.alities in Prenatal and Paranatal Periods, J. A. M. A. 
155:719-724 (June 19) 1954. 

2. (a) Smitli, C. A.: Effect of Wartime Starvation in 
Holland upon Pregnancy and Its Product, Am. J. Obst. & 
Gynec. 5;i;599-608 (April) 1947. (b) Nowak, J.: Hiiufigkeit 
dcr Missgeburten in den Nachkriegsjahren 1945-1949, Zen- 
tr.albl. Gjmak. 72:1313-1328, 1950. (c) Aresin, N., and 
Sommer, K. H.: Missbildungen und Umweltfaktoren, ibid. 
72:1329-1336, 1950. (d) Antonov, A. N.: Children Born 
During Siege of Leningrad in 1942, J. Pediat. 50:250-259 
(March) 1947. 

3. (fl) Ebbs, J. H.; Tisdall, F. F.; and Scott, W. A.: In¬ 
fluence of Prenatal Diet on Mother and Child, J. Nutrition 
22:515-526 (Nov.) 1941. (b) Woodhill, J. M.; Van Den 
Berg, A. S.; Burke, B. S.; and Stare, F. J.: Nutrition Studies 
of Pregnant Australian M'omen, Am. J. Obst. & Gynec. 
70:987-1009 (Nov.) 1955. (c) Burke, B. S.: Nutrition Dur¬ 
ing Pregnanev: Review, J. Am. Dietet. A. 20:735-741 (Dec.) 
1944. 

4. Hogan, A. G.: Nutrition, Ann. Rev. Biochem. 22:299- 
318,1953. 

5. Malpas, P. J.: Incidence of Human Malformations and 
Significance of Clianges in Maternal Emaronment in Their 
Causation, J. Obst. & Gynaec. Brit. Emp. 44:434-454 (June) 
1937. 

6. (n) Whitely, J. R.; O’Dell, B. L.; and Hogan, A. G.; 
Effect of Diet on Maze Learning in Second Generation Rats: 
Folic Acid Deficiency, J. Nutrition 45:153-160 (Sept.) 1951. 
(b) Harrell, R. F.; Woodyard, E. R.; and Gates, A. I.: In¬ 
fluence of Vitamin Supplementation of Diets of Pregnant and 
Lactating Women on Intelligence of Their Offspring, Metabo¬ 
lism 5:555-562 (Sept.) 1956. 

7. AVarkany, J.: Congenital Malformations Induced by 
Maternal Dietary Deficiency: Experiments and Their Inter¬ 
pretation, Harvey Lect. (1952-1953 ) 48:89-109, 1954. 

8. Wilson, J. G., and Barch, S.: Fetal Death and Mal- 
development Resulting from Maternal Vitamin A Deficiency 
in Rat, Proc. Soc. Exper. Biol. & Med. 72:687-693 (Dec.) 
1949. 

9. Pfaltz, H., and Severinghaus, E. L.: Effects of Vitamin 
Deficiencies on Fertility, Course of Pregnancy, and Embryonic 
Development in Rats, Am. J. Obst. & Gynec. 72:265-276 
(Aug.) 1956. 

10. Balfour, M. I.: Supplementary’ Feeding in Pregnancy', 
Lancet 1:208-211 (Feb. 12) 1944. References 3a and 6b. 

11. Ferguson, J. H., and Hinson, M. L.: Importance of 
Protein in Maternal Diets: and Charity Hospital Surx’ey, J. 
Louisiana M. Soc. 105:18-21 (Jan.) 1953. 

12. Nesbitt, R. E. L., Jr.: Prolongation of Pregnancy: A 
Review, Obst. & Gynec. Surv. 10:311-362 (June) 1955. 
Clifford, S. H.: Postmaturity—with Placental Dysfunction: 
Clinical Syndrome and Pathologic Findings, J. Pediat. 
44:1-13 (Jan.) 1954. 

13. Flexner, L. B., and otliers: Permeability of Human 
Placenta to Sodium in Normal and Abnormal Pregnancies 
and Supply of Sodium to Human Fetus as Determined xvith 
Radioactive Sodium, Am. J. Obst. & Gynec. 55:469-480 
(March) 1948. 

14. Hepner, R.: Unpublished data. 

15. Friis-Hansen, B.: Changes in Body Water Compart¬ 
ments During Growth, Acta paediat. (supp. 110) 46:1-68 
(Jan.) 1957. 




1778 


Nov. 29, 193S 


DIAGNOSTIC PROBLEMS 


GENERALIZED ABDOMINAL PAIN AND ACUTE RENAL FAILURE 

Clinical Pathological Conference (PM 1228-56), Feb. 7, 1957, from the Department of 
Pathology and the Hektoen Institute for Medical Research of Cook County Hospital, Chi¬ 
cago, presented for publication by Daniel S. Kushner, M.D., and Paid B. Szanto, M.D. 


Clinical Data and Discussion 

Dr. Edmund F. Foley: A 48-3'ear-old car washer 
entered Cook Count}' Hospital with the chief com¬ 
plaint of abdominal pain. He had been well until 
five days prior to admission, when he noted per¬ 
sistent lower abdominal pain aggravated by walk¬ 
ing. He was free of pain at rest. Two days later, 
he awoke with more severe generalized abdominal 
pain, radiating to the right side of the back, and 
associated witlr vomiting. He passed flatus but no 
stool. He was able to eat and defecate (with 
catharsis) on the two days before admission, but 
the pain persisted at the same level of intensity. 
Systemic review revealed a chronic, productive 
cough and postnasal drip of five months duration. 
Tliere was no hemoptysis and no chest pain until 
the present illness when he began to have sub- 
stemal and chest pain on the left when coughing. 
He had had night sweats and some loss of weight 
since onset of illness. His history included pneu¬ 
monia in 1953, gonorrhea in 1933, and chronic 
conjunctivitis and lacrimation in 1941. He had had 
no previous gastrointestinal complaints. 

Physical examination revealed a well-developed, 
well-nourished, cooperative man. His temperature 
was 100 F (37.8 C), pulse 90, respirations 28 per 
minute, and blood pressure 155/95 mm. Hg. There 
was a profuse conjunctival exudate. Tire abdomen 
was tender in all quadrants, especially on the left 
side. There was 2-\- guarding and l-f rebound 
tenderness but no-distention. No viscera were en¬ 
larged, and no masses were palpated. Rectal exam¬ 
ination was negative; a stool benzidine test was 
positive (3-f-). 

It would seem that the patient had an acute 
abdomen of five days’ duration. A diagnostic dilem¬ 
ma was created because, after five days, all the 
usual symptoms had been disguised by the sec¬ 
ondary defense. A person with an acute abdomen, 
seen so late, generally has peritonitis, and the way 
in which he arrived at his peritonitis has become 
obscured. One should first consider acute appendi- 

Dr. Kushner is Associate Director of Medical Education, Cook County 
Hospital, and Instructor in Medicine, Northwestern University Medical 
School; Dr. Szanto is Director, Department of Pathology, Cook County 
Hospital, and Professor of Pathologj', Chicago Medical School. 

■ Dr. Foley is Head of the D^artment of Medicine, Cook County Hos¬ 
pital, and Professor of Medicine, University of Illinois College of 
Medicine. 


citis, then diverticulosis, diverticulitis, weeping 
diverticulum, perforated ulcer, and inflammation of 
other organs, such as an acute pancreatitis. 

Gastric analysis revealed no free acid (no hista¬ 
mine given), and no reaction witlr benzidine di¬ 
hydrochloride. Urinalysis showed acid reaction, al¬ 
bumin 4-1-, and no sugar or bile; microscopy 
revealed many red blood cells and somewhat fewer 
leukocytes and hyaline casts. These findings could 
result from an acute pancreatitis. A roentgenogram 
of the chest was negative. A roentgenogram of the 
abdomen revealed gas-distended intestines but no 
free air. This man was a car washer, raising the 
possibility of carbon tetrachloride intoxication. He 
had no pneumonitis or evidence of tuberculosis. 
There was no radiologic evidence of a closed-loop 
obstruction but simply a diffuse distention of the 
intestines with gas, which would be present in any 
type of ileus, especially from a five-day-old ab¬ 
dominal process. 

The most disturbing findings were the initial 
nonprotein nitrogen level of 162 mg. per 100 ml. 
and serum amylase level of 256 units (Wolgemuth). 
(Amylase levels, when determined by a modifica¬ 
tion of the method of Wolgemuth, normally range 
to 32 units with blood and to 64 units svith urine.) 
On the following day, the nonprotein nitrogen level 
was 230 mg. per 100 ml., serum creatinine level b 
mg. per 100 ml., and serum amylase level 8 units. 
On the fourth hospital day, the nonprotein nitrogen 
level was 216 mg. per 100 ml. and serum creatinine 
level 13 mg. per 100 ml. The serum amylase level 
was 8 units and the carbon dioxide combining 
power 34 cc. per 100 cc. On the sixth hospital day, 
the nonprotein nitrogen level was 252 mg. per 1®^ 
ml., creatinine level 22.5 mg. per 100 ml., serum 
sodium level 115 mEq. per liter, chloride level 
74 mEq. per liter, potassium level 7.9 mEq. pe’' 
liter, and carbon dioxide combining power 15 cc. 
per 100 cc. The hemoglobin level was 64%; ery'thro- 
cyte count 3,510,000 per cubic millimeter, and 
leukocyte count 15,200 per cubic millimeter. A 
blood Kahn test was negative. 

At this point we have a man who had a five-day- 
old surgical abdomen, with profound azotemia. 
If we look first at the azotemia as a diagnostic 
wedge, we would consider the traditional prerenai, 
renal, and postrenal mechanisms. Prerenai azotemia 
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is essentially the result of a certain dysfunction of 
the kidney. One must consider that the kidney doe.s 
a tremendous amount of work. In the course of an 
hour, a barrel of blood runs througb tbc kidneys, 
and in 24 hours, a barrel and a half of glomerular 
filtrate passes througb, and from this filtrate, one 
quart of water is thrown out as urine. Blood flow 
to the kidney may be comiuomised by hemorrhage 
or by loss of water, as tbc result of dehydration, 
vomiting, diarrhea, chills, or diabetic coma. Blood 
may not get to the kidney because there is not 
enough propulsive power of the heart. Finally, the 
kidney may not get enough blood due to infection 
of the peritoneal cavity. Such prcrcnal azotemia is 
of itself reversible and it is spoken of as being 
prerenal when its duration or significance are not 
sufficiently important to register irreversible dam¬ 
age to the kidney itself. On the other hand, if renal 
ischemia leads to necrosis, the result is a so-called 
lower nephron nephrosis, acute nephrosis, or acute 
renal failure. The mechanism may be simple renal 
ischemia or a toxic agent which directly attacks 
the kidney per se, such as carbon tetrachloride or 
other heavy metals, certain toxins, and certain 
hypersensitivity states. These, then, are the prerenal 
situations in which the kidnev may fail or its func¬ 
tion may be disturbed, resulting in azotemia. 

At the renal level, an end-stage-kidney may have 
been produced by glomerular nephritis, nephro¬ 
sclerosis, chronic pyelonenhritis, or even myeloma 
or amyloid or bilateral renal cortical necrosis. 
Postrenal azotemia may be due to obstructive uro- 
pathy, especially associated with infection. This 
occurs commonly in pyelonephritis with stones, 
though any condition leading to back pressure 
sufficient to produce hydronephrosis may produce a 
cystic type of kidney resembling polycystic disease. 
A relatively common situation is that of the woman 
until carcinoma of the cervix, invasion of both 
ureters, and azotemia secondary to hydronephrosis. 
In men, prostatism with infection may result in 
urosepsis, a malignant and vicious condition. Our 
patient went to the World’s Fair, contracted gonor¬ 
rhea, and probably was treated with protargol and 
sounds, leaving him until strictures; he entered in 
a state that would make us consider the possibility 
of an obstructive uropathy. 

I think this was a patient with acute renal failure.’ 
The heart was not enlarged, there was no significant 
hypertension, and there was nothing to indicate pre¬ 
existing renal disease. We are forced to consider 
that his azotemia was on the basis of acute renal 
failure, due either to prerenal causes or postrenal 
causes, perhaps related to hydronephrosis secondary 
to obstructive uropathy. 

Therapy was commenced with constant gastric 
suction, intravenously given fluids, and electrolytes; 
0.5 mg. of atropine and 600,000 units of procaine 
penicillin were given every 6 hr. On the next day. 


he was comfortable and free of pain but appeared 
ill. He coughed frequently—a deep husky, produc¬ 
tive cough. He sat up readily when examined. 

Physical examination revealed a blood pressure 
of 124/86 mm. Hg, maximum tenderness in the 
epigastrium, poorly-localized Murphy’s test, and 
hypoactive intestinal sounds; otherwise the findings 
were as on admission. His teeth were blood-stained, 
and he was thought to be coughing up blood. Tire 
urethra was obstructed, and no catheter could be 
passed beyond the prostate. 

On the second hospital day, pain returned and 
the patient continued to have abdominal pain and 
fever until he died, in spite of oxytetracycline being 
added to the therapy. A Foley catheter was intro¬ 
duced; the urine was initially clear but soon became 
bloody. Most of the tenderness was now in the right 
upper abdominal quadrant. A diagnostic abdominal 
paracentesis was negative. On the third day, tire 
patient was restless and hallucinated. He was given 
50 mg. of chlorpromazine four times a day. 'There 
was a uremic frost on the shoulders and upper arms. 
Total urinary output for the day was 100 cc. of 
bloody urine. This improved after that and rose to 
2,000 cc. on the sixth day, but his condition con¬ 
tinued to deteriorate, and he died on the seventlr 
hospital day. 

This man had acute renal failure associated 
initially with anuria, followed by a diuretic phase. 
Tire renal failure was predicated either on the basis 
of a postrenal condition, an obstructive uropathy 
wdth superimposed pyelonephritis producing total 
eventual failure, or a primary intra-abdominal con¬ 
dition leading to the findings of a surgical abdomen, 
producing a serum amylase level, five days after 
onset, of 256 units, with diffuse ileus and abdominal 
tenderness and ascites. 

Pancreatitis notoriously produces acute renal 
failure, but against this is the high potassium level 
(ordinarily with pancreatitis, the potassium level is 
low). On the otlier hand, diis is balanced by a renal 
shut-down, tending to elevate the potassium level. 
The serum amylase level was 2.56 units on admis¬ 
sion and subsequently lower. This could mean tlrat 
it had been even higher before admission. The one 
thing tliat speaks against the diagnosis of pan¬ 
creatitis is the insidious and slow onset in contrast 
to the usual dramatic onset of acute hemorrhagic 
pancreatitis. We may, however, miss the diagnosis 
of pancreatitis, if we insist on a dramatic onset. 
Most patients with pancreatitis do not develop 
acute renal shut-down so rapidly. On the other 
hand, this can occur with any intra-abdominal con¬ 
dition. 

Traditionally, there has been the feeling that dis¬ 
proportionate elevation of the creatinine over tlie 
nonprotein nitrogen level indicates an obstructive 
uropatliy. I do not think this always holds. We have 
seen patients walking around with a creatinine level, 
of 20 mg. per 100 ml. who have had glomerular 
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nephritis. It would seem that this patient had an 
acute renal failure secondary to an acute abdomi¬ 
nal catastrophe, probably in the nature of an acute 
pancreatitis and, secondary to that, perhaps a 
bilateral renal cortical necrosis. 

Dr. Hildegard Schorsch: Tire roentgenograms 
were taken on the day of admission. The heart was 
essentially normal. A fine linear fibrotic density 
which was residual from an old infection was seen. 
The costophrenic angles were clear. A small nodular 
density in the left base appeared to be a nipple 
shadow. The diaphragm was at a normal level and 
no free air was seen in the chest film. The abdomen 
showed a moderate amount of gas scattered 
throughout. I do not think it was abnormally dis¬ 
tended. A loop of the small intestine appeared to 
be distended, and there was a moderate amount 
of gas in the stomach. There were calcifications in 
the pelvic vessels. The right kidney could he 
readily seen and appeared normal. The left kidney 
could not be seen and was probably obstructed. 
There was the suggestion of a small amount of free 
air under the right leaf of the diaphragm. 

Dr. Foley: If free air was seen, we would have 
to assume weeping of a hollow viscus. 

Dr. Schorsch; I am not positive about the free air. 

Dr. Foley: Was this picture taken before or after 
the paracentesis? 

Dr. Schorsch: It was taken on the day of admis¬ 
sion. 

Dr. Robert Freearh We saw the suspicious area 
that has been referred to but did not think it was 
conclusive. We chose to presume that tire patient 
did not have free air in the abdominal cavity. 

Dr. Donald Atlas: Since this was a case of acute 
renal failure, it falls into a category of potentially 
reversible renal disease. There should be more in¬ 
formation as to the urinary output from day to day. 
Were the fluid intake and output measured? What 
fluids were given? Was there an electrocardiogram? 
Was consideration given to peritoneal or extraperi- 
toneal dialysis? In patients with acute pancreatitis 
with renal failure, there is always an element of 
extreme shock. 

Dr. Foley: Yes, and that speaks against this being 
pancreatitis. The patient was not in shock at any 
time. I think a certain number of patients with 
pancreatitis do develop acute renal failure without 
shock as the result of ischemia of the kidney 
secondary to infection, necrosis, and reflex irritation 
of the peritoneum, with contracture of the calyces 
of the kidney leading eventually to a backflow type 
of obstruction. 

Dr. Atlas: Another entity that should be men¬ 
tioned is hemorrhagic necrosis of tire papillas which 
occurs in obsti-uctive urosepsis. This man must have 
had urinary obstruction. The urine was also sug¬ 
gestive of this diagnosis, in that there were many 
red blood cells with little pus, which, witli the rapid 
downhill course, is the classic picture. 
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Dr. Foley: I should have mentioned that. I con¬ 
sidered an obstructive uropathy with sepsis and 
fulminating papillary necrosis. 

Dr. Samuel J. Hoffman: What about tlie rebound 
tenderness in the left lower abdominal quadrant? 
If this was a true rebound tenderness, it means 
peritoneal irritation in that particular area. Could 
he have had a slow leak of some kind in, for in¬ 
stance, a diverticulum? 

Dr. Foley: Yes, but in a five-day-old surgical 
abdomen, it is hard to tell how the irritation got 
there. By that time he had ileus and peritonitis, 
and the only way you could tell would he to trace 
back the history minute-by-minute. 

Dr. Hoffman: The peritonitis could have been 
walled off. 

Dr. Foley: Yes, but here was a man who had a 
relatively mild, acute surgical abdomen and de¬ 
veloped this dramatic acute renal failure. This 
focuses our attention on some severe catastrophic 
condition like pancreatitis, but we are discouraged 
in that diagnosis because he did not present him¬ 
self in shock. On the other hand, we know that pa¬ 
tients witli 2 ’ 6 ritoneal infection may develop the 
same thing. I think this has to be construed as 
obstructive uroirathy with infection, especially of 
the fulminating tyjoe. The fact that he had uremia 
could have elevated the serum amylase level, but 
if the amylase level had been elevated on the basis 
of uremia, I u'ould not bar'e anticipated that it 
would subside. 

Dr. Frederick C. Steigmann: He had gross blood 
in the urine. Doesn’t that point to obstructive 
uropathy as one of the main factors? Could not the 
acute abdomen have aggravated that? 

Dr. Foley: I would agree that he had an obstruc¬ 
tive uropathy with pyelonephritis and some necrosis 
of the renal papillas, and then a pancreatitis or an 
acute surgical abdomen could have been the 
terminal event. 

Dr. Hoffman: Could an inflammatory mass that 
involves the ureter produce blood in the urine? 

Dr. Foley: Yes, but he was catheterized, and that 
could produce bleeding. 

Dr. John O’Donoghue: We had a patient in tlie 
past week witli acute peritonitis of several days 
duration. At operation his abdomen contained pus, 
but a capable surgeon was not able to locate where 
that inflammatory reaction came from. In a patient 
with left-sided tenderness, guarding, and resistance, 
we cannot exclude appendicitis, because it can 
drain over the rectosigmoid junction to the gutter 
of tlie left side. There was also a suspicion here of 
free air, and we have to think of a ruptured viscus. 

Dr. Freeark; How wise is it to investigate such a 
patient, other than the lower urinary tract, in the 
presence of a rapidly rising nonprotein nitrogen 
level? Would you advise cystoscopy and retrograde 
studies? Is there any hope that intravenous pyelo- 
gram (IVP) would offer any information? 
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Dr. Foley: The only thing the IVP would tell you 
would ho to do a retrograde study. 

Dr. Atlas: An IVP would not show much with the 
nonprotcin nitrogen at this level. Some have recom¬ 
mended that if the cause is not apparent, cystoscopy 
with cautious probing of one ureter is indicated 
because sometimes a large calculus may be found 
which can be dislodged. Although this level of 
azotemia contraindicates IVP, it is not a contrain¬ 
dication for cautious cystoscopt'. 

Dr. Frccark: Is there any danger if one is sure of 
the uropathy? 

Dr. Atlas: Yes, there is danger, but it is a cal¬ 
culated risk one must take in a patient who is 
otherwise certain to die. 

Dr. Foley: I cannot be in total agreement with 
Dr. Atlas. This is an area in which one cannot 
generalize. One must evaluate the individual case. 
There are sufficient differences in each case so that 
the indications are clear or the contraindications 
are foremost. I do not think we should lay down a 
blanket rule to have cystoscopy in all uropathies. 

Clinical Diagnosis.—The final clinical diagnosis 
was acute pancreatitis with acute renal failure, 
complicated by obstructive uropathy with bilateral 
renal cortical necrosis. 

Pathological Data 

Dr. Paul B. Szmito: Tlie body was that of a well- 
developed, well-nourished man. The pleural cavities 
contained only a few cubic centimeters of serous 
fluid. The heart was enlarged (500 Gm.) and 
showed left ventricular hypertrophy. The coronary 
arteries were grossly normal. Microscopically, tlie 
myocardial fibers were thickened, the nuclei bulky, 
and old foci of myocardial fibrosis were scattered 
throughout. Tlie smaller coronary arteries showed 
some tliickening of their walls. Tlie lungs were 
hea\y (1,300 Gm.), and edematous. The peritoneal 
cavit>' was free of fluid. Tlie gastrointestinal tract 
was normal. 

Tlie pancreas was enlarged (150 Gm.). Around 
and within the pancreas, there were numerous 
yellow opaque foci, measuring up to 0.5 cm. On the 
cut surface, especially in the head of the pancreas, 
numerous liemoiTliagic foci were seen. Tlie pan¬ 
creatic duct measured 2 mm. in diameter. Micro¬ 
scopically, sections taken from the head of the 
pancreas revealed destruction of normal architec¬ 
tural pattern by fat necrosis, associated witli 
leukocytic inflammatory reaction and e.^rtensive 
hemorrhages (fig. 1). In the body and tail of the 
pancreas, the acini were still preserved, though 
some were distorted due to edema and interlobular 
exudative inflammatory reaction. The islands of 
Langerhans were well-preserved. Throughout the 
pancreas, the interlobular connective tissue was in¬ 
creased, as evidence of a chronic pancreatic fibrosis, 
on which the recent acute pancreatitis was super¬ 
imposed. 


Before continuing the presentation of the patho¬ 
logical -findings, let us inquire about the possible 
cause of pancreatitis in general. 

Obstruction of Pancreatic Duct.—The common 
channel theory assumes reflux of bile into pancreatic 
duct due to obstruction of papilla of Vater caused 
by (1) calculus at papilla of Vater, (2) spasm of 
sphincter of Oddi, and (3) edema. A gallstone may 
be located in the pancreatic duct. Spasm of biliary 
and pancreatic ducts secondary to disease of the 
gallbladder may be present. Obstruction of the 
pancreatic duct witliout disease of the gallbladder 
may exist as (1) a stone (pancreatic calculus), 
(2) spasm of sphincter of papilla of Vater, (3) 
duodenitis with edema of papilla of Vater, (4) 
chronic inflammation or fibrosis of pancreas. 



Fig. 1.—Extensive necrosis of p.incre.ns witli leukocj'fic 
inflammatory reaction. 


(5) tumor of pancreas, (6) squamous metaplasia 
of the ducts, or (7) surgical ligature of the duct. 

Metabolic Disturbances.—Diabetes mellitus sup¬ 
posedly favors the development of pancreatitis due 
to tlie preexistent arteriosclerotic changes common¬ 
ly associated unth diabetes. In malnutrition the 
pancreas produces large amounts of protein, there¬ 
fore, it requires large amounts of amino acids, 
especially methionine; deficiency in this amino acid, 
as produced experimentally by administration of 
ethionine,‘ leads to acute pancreatitis. 

Alcohol.—An acute alcoholic bout may be the 
precipitating factor in pancreatitis due to (1) acute 
duodenitis, with swelling of tlie papilla of Vater, 
(2) increased secretin production leading to an 
increase in pancreatic juice, or (3) the combination 
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of resistance to excretion due to edematous swell¬ 
ing of the duodenal mucosa and increased produc¬ 
tion of pancreatic juice, which will result in 
increased pressure within the pancreatic ducts, 
leading to rupture of the ducts and necrosis of the 
pancreatic parenchyma. Chronic alcoholism may 
lead to protein deficiency (including deficiency in 
methionine) which may explain the frequency of 
chronic relapsing pancreatitis in chronic alcoholism. 

Traioiu;.—Accidental or surgical trauma (ligation 
of pancreatic duct) may result in pancreatitis. 

Vascular C/ionges.—Experimentally, partial or 
complete obstruction of the pancreatic duct in rats 
has resulted in edema, inflammation, and ati-ophy, 
but no neerosis. When the ducts were occluded 
after the introduction of bile, no greater damage 
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Fig. 2.—Fibrinoid necrosis of small artery with perivascular 
inflammatory reaction. 


was observed than that which occurred after simple 
occlusion, but if temporary or permanent ischemia 
was produced simultaneously witlr obstruction to 
the ducts, necrosis resulted. Similarly, ligation of 
the pancreatic duct in dogs will lead to edema 
of the pancreas after administration of secretin. 
Additional ligation of the superior pancreatico¬ 
duodenal artery will result in massive necrosis of 
the pancreas. On the other hand, a careful review 
of 100 cases of malignant hypertension revealed not 
a single instance of diffuse hemorrhagic pancreati¬ 
tis. Only focal microscopic lesions were seen in 
such cases." 

Infection—Various types of infection,^ e. g., 
generalized sepsis and virus diseases, such as 


mumps, may lead to pancreatitis. Direct extension 
of infection from the gallbladder to the pancreas 
has been assumed, but there is no direct connection 
between the lymphatic system of the gallbladder 
and that of the pancreas. , 

Allerg!/.—Injection of endotoxin of meningococci 
or Echerichia coli into the pancreatic duct, witli 
subsequent intravenous injection of the same, toxin, 
will lead to a massive necrosis. 

In this patient, there was no common channel. 
The pancreatic duct and the common bile duct 
opened independently. Therefore, we cannot ex¬ 
plain this pancreatitis on tire basis of the common 
channel theory. The gallbladder and the bile ducts 
were nonual. The liver was of normal size (1,400 
Gm.). It was somewhat pale, and the normal 
lobular pattern was preserved. The kidneys were 
enlarged, each weighing 250 Gm. The surface was 
smooth but of flea-bitten appearance due to hemor¬ 
rhagic foci, varying in size between 1 and 2 mm. 
in diameter. Microscopically, some of the glomeruli 
were hyalinized, but a few appeared smudg)’, just 
as were the vasa efferentes. This smudginess of the 
arterioles and small arteries can'be interpfetecl as 
evidence of arteriolar necrosis (necrotizing artferio- 
litis), superimposed .on nephrosclerosis (fig- 2). In 
addition to these gross changes, the medulla showed 
numerous gray-white streaks, and, microscopically, 
extensive infiltration by polymorphonuclear leuko¬ 
cytes. Similarly, streaks of leukocytes were seen in 
the cortex with beginning formation of abscesses, 
This ascending pyelonephritis developed secondaiy 
to a purulent prostatitis, superimposed on a benign 
prostatic hypertrophy, which accounts for the clini¬ 
cal findings of urinary obstruction. In addition, 
to tire ascending pyeionephritis, nephrosclerosis, 
and necrotizing arteriolitis, the distal convoluted 
tubules, Henle’s loops, and excretory ducts,con¬ 
tained heme casts, interpreted as evidence of hemo- 
globinuric nephrosis (lower nephron nephrosis) 
because of the simultaneous necrosis of these 


tubules and escape of heme casts from the disin¬ 
tegrating tubules. The necrotizing arteriolitis was 
not limted to the kidney; the perirenal and peU" 
adrenal fat tissue and the spleen presented the 
same vascular changes. In the pancreas, the ar¬ 
teriolar necrosis was present not only in areas o 
necrosis but also in those parts of the pancreas 
that were relatively' well-preserved (fig. 3). 


Comment 

Twelve day's before death, this patient developed 
severe abdominal pain and an elevated serum 
amylase level on tire basis of acute hemofrhag''^ 
pancreatitis. He subsequently des'eloped acute 
nephrosis (lower nephron nephrosis), which is 
typical complication of hemorrhagic pancreatrt'^' 
Exddences of hypertension included the blood pro® 
sure of 155/95 mm. Hg, in the face of a shock- 
state, cardiac enlargement with left ventricu ar 
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hypertrophy, .md nephrosclerosis. Finally, a puru¬ 
lent prostatitis led to lower urinary tract obstruction 
and ascending pyelonephritis. 

In relation to the previously outlined multiple 
theoretical causes of pancreatitis, there are four 
possibilities to explain this combination of renal 
and pancreatic findings: First, tlie combination of 
hypertension and uremia led to generalized ar¬ 
teriolar necrosis, which in association with uro¬ 
sepsis, led to acute pancreatitis. Among the various 
theories about the etiology and pathogenesis of 
acute pancreatitis, the application of Shwartzman- 
Sanarelli phenomenon is worthy of consideration. 
Shwartzman induced severe hemorrhagic necrotic 
reactions in the skin of rabbits by intradermal in¬ 
jection of a cell-free filtrate of Salmonella typhosa. 



Fig. 3.—Fibrinoid necrosis of small artery in pancreas. 
Tissue in this area is relatively well preserved. 


followed by intravenous injection of a small amount 
of this same filtrate 24 hours later. Applying this 
principle, it has been found that injection of a 
bacterial endotoxin in sublethal doses into a pan¬ 
creatic duct of rabbits, followed by intravenous 
injection of the same antigen, resulted in fulmina¬ 
ting pancreatitis."* Subsequent investigations re¬ 
vealed that antigenic specificity is not involved, 
e. g. the antigens used for sensitization and for 
provocation of the reaction need not be related. 

Later, Shwartzman showed that spontaneous 
sensitization of an organ may occur, in which case, 
a single intravenous injection of any antigen may 
sufiBce to cause a Shwartzman phenomenon.** On 
the basis of this observation, one could speculate 


that the necrotizing arteritis may have sensitized 
the pancreatic tissue and that a septicemia, second¬ 
ary to the purulent prostatitis and acute pyelone¬ 
phritis, may have provided the provocation leading 
to massive pancreatic necrosis. An alternative 
hypothesis could be that consequent to the 
pyelonephritis, circulating bacteria may have played 
the role of a sensitizing antigen, and the nonanti- 
genic substances circulating in increased amounts 
in the blood in the uremic state may have acted as 
the provocative agents. It has been shown, after 
local (skin) sensitization, that such nonantigenic 
substances as agar or starch may be used for the 
provocative intravenous injection to produce the 
Shwartzman phenomenon.® If this explanation 
could be accepted, the necrotizing arteritis and 
arteriolitis would represent a kind of generalized 
Shwartzman phenomenon,"* and the pancreatic 
necrosis would be a localized Shwartzman phe¬ 
nomenon. 

The second possibility is that the patient had 
nephrosclerosis and then developed necrotizing 
arteriolitis which led- to pancreatitis on a direct 
vascular basis, whereby the prostatic abscess and 
pyelonephritis would be only incidental. The third 
possibility is that the patient developed a pan¬ 
creatitis in relation to an alcoholic bout and that 
the arteriolar necrosis was secondary to tlie liberated 
pancreatic trypsin. The fourth possibility is that the 
arteriolonephrosclerosis and necrotizing arteriolitis 
occurred coincidental \vith the acute hemorrhagic 
pancreatitis, xvith no cause or effect relationship. In 
our material, each of these entities alone occurs 
rather frequently, and one would expect a certain 
incidence of their coexistence. 

Pathological Diagnosis.—The final pathological 
diagnosis was acute hemorrhagic pancreatitis, 
hemoglobinuric nephrosis, purulent prostatitis; 
ascending pyelonephritis, cardiac hypertrophy and 
dilatation, arteriolonephrosclerosis, and necrotizing 
arteriolitis. 
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RISK OF HEPATITIS REDUCED 



[ LSEWHERE in this issue (page 1735), 
in an article written with Drs. Wynn A. 
Sayman, Ross L. Gauld, and Shirley A. 
Star, Dr. J. Garrott Allen summarizes his 
long and careful study of the incidence of hepa¬ 
titis in the recipients of blood and plasma at the 
University of Chicago. Both the plasma and whole 
blood used in this study were to a large extent 
obtained from the same donor population, and all 
plasma was pooled and stored for six months at 
an average temperature of 32 C. No otlier treatment 
of the plasma was carried out. SL\-montli follow-up 
studies on the occurrence of hepatitis were com¬ 
pleted on suflBciently large groups of patients receiv¬ 
ing whole blood, blood and plasma, and plasma 
only to yield conclusions which are considered to be 
statistically significant. A total of 305 individuals 
received pooled liquid plasma only. The total num¬ 
ber of donors represented in the plasma given to 
these recipients was 12,345, and the average donor 
exposure per recipient was 41. Considering the large 
donor exposure represented by each infusion of 
pooled plasma, and tlie relatively high incidence of 
hepatitis in those receiving whole blood only (2.3%), 
tlie complete absence of hepatitis in those receiving 
plasma alone is truty impressive. 

The National Academy of Sciences-National Re¬ 
search Council, witli the support of the armed 
sesrsfices and the Federal Cml Defense Administra¬ 
tion, has held under continuous review since 1951 
the accumulating evidence regarding the effective¬ 
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ness of prolonged storage of plasma in the liquid 
state in the inactivation of the virus of serum hepa¬ 
titis. Much of Dr. Allen’s more recent work has 
been carried out under the auspices of the Army 
Research and Development Command, OfBce of the 
Surgeon General, and Dr. Ross Gauld has aided 
greatly in the statistical evaluation of the results. 
In addition to Dr. Allen’s study, which was carried 
out on blood drawai into trisodium citrate, support¬ 
ing data have been obtained on A. C. D, plasma 
stored for six months through the excellent follow¬ 
up studies carried out by Dr. Paul Hoxworth in 
Cincinnati and through a much larger, but some¬ 
what less carefully controlled, series conducted by 
the Michigan State Health Department. The tem¬ 
peratures of storage have been slightly lower in 
these studies than that used by Dr. Allen, but well 
above average room temperature. No cases of hepa¬ 
titis attributable to the plasma given were observed. 

After the presentation of Dr. Allen’s data at a 
meeting of the National Research Council’s Sub¬ 
committee on Plasiria in June, 1958, the subcom¬ 
mittee issued a statement to the effect that “the 
data now available [are] sufficiently convincing to 
warrant tlie conclusion that the storage of liquid 
plasma under these conditions [six months at ap¬ 
proximately 32 C] can be used to produce a product 
of minimal infectivity.” The members considered 
this method acceptable also tor the salvage of 
plasma from outdated blood and tliat it was appli¬ 
cable to plasma drawm into either trisodium citrate 


or A. C. D. solution. 

The most important additional evidence present¬ 
ed by Dr. Allen in this report points to the necessity 
for storage at temperatures higher tlian usual room 
temperature for effective inactiv'ation of the hepa¬ 
titis viruses. The e.xperience described in which 
additional plasma, obtained from another blood 
bank where it had been stored for six months at an 
average temperature of 22 C, produced hepatitis 
in 17% of recipients, and the absence of hepatitis 
in recipients of plasma from that blood bank when 
the storage temperature was increased to 32 C, 
were very convincing. This experience helps to ex¬ 
plain the apparent failure of so-called room tem¬ 
perature storage to inactivate the virus of serum 
hepatitis in the human volunteer studies so care¬ 
fully carried out by Dr. Roderick Murray of the 
U. S. Public Health Service. In these studies, known 
infected plasma vv'as stored for six months ot 22 
and, although the incidence of hepatitis wms grout) 
reduced after six months as compared with three 
months of storage, one case did occur in 19 
viduals receiving the six-month-stored plasma. Hie 
level of 22 C vvms selected by Dr. Murray us ms 
interpretation of average room temperature, t” 
England, this might be interpreted as 18 C. 1 
conditions described in Dr. Allen’s present repo 
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therefore emphasize the danger of continuing to 
call tin’s procedure for virus inactivation "room 
temperature storage." 

Dr. Allen is now trying shorter periods of storage 
at higher teiuperaturcs than 32 C, which might 
permit a more convenient processing procedure. 
Future studies of this type may serve to define more 
clearly the relation of time to temperature in the 
inacti^'ation of the hepatitis viruses. For the present, 
the NRC subcommittee considers it wisest to ad¬ 
here to Dr. Allen’s tested conditions of storage at 
appro.ximatelj' 32 C for six months. 

One other major recommendation made by the 
NRC subcommittee is that, for general application 
of this method, the strictest possible care be given 
to proper bacteriological control and that, for safety 
in regard to bacterial contamination, either Seitz 
filtration or ultrax'iolet in'adiation be added to the 
processing technique. Not all laboratories can ex- 
pect to be as fortunate as Dr. Allen’s in avoiding 
bacterial contamination, and even Dr. Allen has 
reported that 4% of all his plasma pools were found 
to be contaminated. The danger of bacterial growth 
in liquid plasma, not always producing effects 
risible to the eye, is well knorvn, and led to use of 
tlie term “liquid d>'namite’’ for such plasma during 
World War II when it was subjected to careful 
study by the Navy. However, with tire addition of 
Seitz filtration and/or ultraviolet irradiation and 
witli careful bacteriological control, tliis hazard can 
be reduced to a minimum. Tlie problems involved 
in providing such control will in general make it 
more practical and economical for individual blood 
banks to send their plasma for treatment to central 
processing laboratories having the necessary special¬ 
ized skills and equipment. 

Six months of storage at approximately 32 C is 
One answer to the problem of providing a safe 
plasma preparation, but the NRC subcommittee 
calls attention to other possibilities now under 
careful evaluation. One method, the partial alcohol 
fractionation of plasma to remove fibrinogen and 
most of the globubn fractions, followed by heating 
for 10 hours at 60 C, has been licensed by the 
National Institutes of Health Division of Biologies 
Standards and offers a convenient and practical 
processing method for commercial application. 
Chemical sterilization also holds great promise, but 
this will require more extensive evaluation. 

Meanwhile, Dr. Allen’s procedure, when com¬ 
bined with adequate measures to achieve bacteri¬ 
ological sterility, remains the simplest and most 
practical available for the preparation of a safe 
plasma product and the salvage of plasma from out¬ 
dated blood. 


MISCONCEPTIONS ABOUT EYEGLASSES 

At a Cornell Conference on 'Tlierapy' last fall 
ideas about many facets of ocular hygiene and the 
wearing of eyeglasses were aired. Dr. John McLean 
presented the conference with ammunition with 
which tlie general practitioner may combat false 
popular ideas. For example refractive errors have 
from time to time been held responsible for many 
symptoms including nausea, and the characteristic 
attacks of migraine. In all such cases another cause 
should be sought because uncorrected refractive 
errors can cause only lack of visual acuity, fatigue 
of the muscles of accommodation, and headache. 
Tliis fatigue, like fatigue in any other muscle, dis¬ 
appears witli rest and is not cumulative. Some pa¬ 
tients with otlier symptoms are relieved when cor¬ 
rective glasses are worn, but in such cases the 
symptoms were psychosomatic and the relief is 
likely to be temporary. Dr. McLean said that rela¬ 
tively few headaches were of ocular origin, but 
many if not most ophthalmologists would disagree 
with this statement. A well-knowm consultant in this 
field believes that if a person attempts to do close 
work with glasses that do not cause obvious 
blurring but do not correct his refractive error a 
headache is very likely to develop. Failure to pro¬ 
vide correction does not cause myopia to become 
progressively worse. This usually occurs throughout 
the growth period and tlie rate of progression is not 
influenced one way or another by the wearing of 
glasses. Presbyopia likewise progresses at its omti 
rate regardless of corrective measures. 

Many parents worry tliat eyestrain may be 
brought about by too much homework—a worry 
that schoolboys are often careful to foster. The same 
schoolboy may pore for hours on end over comic 
books or some other hobby involving near vision. 
The ocular fatigue of many a schoolboy can be 
more correctly attributed to boredom. From time 
to time patients witli refractive errors come under 
the spell of a faddist who recommends that one 
throw away one’s glasses and “strengthen” the eyes 
by means of exercises. The limited success of such 
faddists depends on their ability to teach persons 
to use their defective vision more effectively. 

Children with severe uncorrected visual defects 
are severely handicapped. They tend to avoid 
playing with others and may be considered mental¬ 
ly retarded or queer. If glasses are prescribed for 
such children in time, not only their vision but also 
their social adjustment is improved. ’These and other 
points discussed made the conference one that we 
are fortunate to have preserved in type. 

1. Eyeglasses as Therapeutic Agent, New York J. Med. 57:3167- 
3173 (Oct. 1) 1957. 
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A MONTHLY MESSAGE 


A significant amount of work has been carried 
out by our Association—its committees of the House 
of Delegates and the Board of Trustees, the liead- 
quarters office, and individual staflF members—in the 
last six months. 

Too often, in my opinion, A. M. A. members 
are not aware of the accomplishments and current 
projects of their Association. For this reason I want 
to present briefly some of the highlights of the 
A, M. A.’s activities in the second half of 1958. 

Two important reports will come before the 
House of Delegates for appropriate consideration 
and action ne.\t week in Minneapolis. One will be 
the study of the Commission on Medical Care 
Plans, covering tliree broad areas—the nature and 
method of various t)'pes of xrlans through which 
persons receive the serrices of physicians, the eflFect 
of these plans on quality and quantity of medical 
care, and the legal and ethical status of arrange¬ 
ments used by various plans. The second report 
will include the findings and recommendations of 
the Committee to Strtdy A. M. A. Objectives and 
Basic Programs. 

Tw’o cam^raigns also have been launched this fall. 
One is tire educational campaign on “the right of 
the xratient to select his owm physician.” The other 
is tire national drive against food faddism in co¬ 
operation with the Food and Drug Administration 
and tire National Better Business Bureau. 

I believe tlrat our Association’s more dian 173,000 
members can be e.xtremely proud of our new' fort¬ 
nightly publication. The AMA News. With a press 
•run of almost 250,000 The News now reaches more 
physicians than any otlier A. M. A. publication. 

Odrer A. M. A. publications also have under¬ 
gone e.Kpansion and change. The Joubnal, for 
example, has expanded its popular “Medicine at 
Work” section and has made it a regular feature. 



Today’s Health, the Association’s health magazine 
for the American family, has restyled its format 
and broadened its editorial approach with the re¬ 
sult that circulation and advertising have increased. 
In addition, the 20th edition of the American Medi¬ 
cal Directory was issued last month. 

During the fall the Association held tw’O special 
conferences, a planning session for medical society 
action in the field of aging and a symposium on 
adrenal steroids. 'Tlie former w'as the kickoff to the 
profession’s positive program for the aged. 

Four other regular, but vital, conferences were 
conducted on foods and nutrition, mental health, 
civil defense, and public relations. 

Special conferences also were held to discuss 
(1) the Association’s proposed model law' for label¬ 
ing dangerous household and chemical products 
and (2) tire Bill of Rights for the College Athlete, 
an A. M. A. effort to promote safer intercollegiate 
sports. In addition, tlie American Bar Association 
in August adojoted the National Interprofessional 
Code (physicians and attorneys) approved last 
June by the House of Delegates. 

Finally, and perhaps most significant of all, the 
Executive Vice-President, Dr. F. J. L. Blasingame, 
recently has reorganized tlie A. M. A. headquarters 
staff into six divisions (Council Administration, 
Scientific Publications, Business, Law, Communi¬ 
cations, and Field Service) to promote efficiency, 
w'ider service to physicians and the public, and a 
smoother administrative operation. 

Naturally, it is impossible to cover every'thing 
that’s new in our Association in tliis brief mid-terffl 
report of my stewardship. But the items I have 
highlighted should prove conclusively that the 
A. M. A. is an enlightened, dynamic organization. 

Gunnar Gundehsen, M.D. 

La Crosse, Wis. 
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COLORADO 

Woman Physician Honored.—Colorado will be 
represented for the first time in National Statuary 
Hall, ^^^ashington, D. C., and the statue will be that 
of the late Dr. Florence Rena Sabin. Congress 
paved the wa\' for placement of the statue in the 
Capitol during the closing hours of the recent sec¬ 
ond session. Under a law that goes bach to 1864, 
each state is allowed two statues of deceased, dis¬ 
tinguished citizens. Dr. Sabin, who was noted for 
her research in tlie Ij'inphatic system and tuberculo¬ 
sis, died in 1953. She will become tlie sixtli physi¬ 
cian honored in Statuarj' Hall. Others are Dr. Mar¬ 
cus Whitman, who died in 1S57, Washington; Dr. 
John McCoughlin, 1S57, Oregon; Dr. John Gorrie, 
1855, Florida; Dr. Crawford W. Long, 1878, 
Georgia; and Dr. Ephriam McDowell, 1830, Ken¬ 
tucky'. 

ILLINOIS 

New State Hospital Superintendents.—Dr. Thomas 
T. Tourlentes was made superintendent of the 
Galesburg State Research Hospital effective Sept. 1. 
Dr. Tourlentes previously was for four years assist¬ 
ant superintendent of the hospital. He is a diplomate 
of the American Board of Psychiatry and Neurology 
and clinical assistant professor of psychiatry' at 
Northwestern University Medical School, Chicago. 
—Dr. Verdamae Karr McKee became superintend¬ 
ent of the Di.\on State School Aug. 1. Previously 
she was assistant superintendent of the East Moline 
State Hospital. Dr. McKee is tlie first woman in the 
history of the State of Illinois to head a major 
medical institution.—Dr. J. Herbert Maltz was 
appointed superintendent of the Chicago State 
Hospital effective July 16. Dr. Maltz, a native of 
New Jersey, is a diplomate of die American Board 
of Psychiatry and had served as assistant superin¬ 
tendent of the hospital previous to his appointment 
as superintendent. 

Chicago 

Hospital Grant—A John A. Hartford Foundation, 
Inc., grant of $114,000 to the Passavant Memorial 
Hospital for metabolic studies in renal failure and 
edema and for research and clinical application of 
the artificial kidney' has been announced. Mr. John 
N. Hatfield, director of the hospital, said that it 
will be used over a three-year period and to make 
possible the activation of the research, teaching, and 

Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public healtli. Programs should be received 
at least three weeks laefore the date of meeting. 


patient care program which had been planned for 
the metabolic-artificial kidney unit in the new East 
Pavilion that will be in operation by late fall. Tlie 
program will be under the direction of Dr. Artliur 
R. Colwell, Sr., chairman, department of medicine. 
Northwestern University Medical School. Dr. David 
P. Earle, professor of medicine, will coordinate the 
program as principal investigator with Dr. Fran¬ 
cesco del Greco in immediate charge. 

Surgeons Present Lecture Series.—The third series 
of lectures of the International College of Surgeons’ 
Hall of Fame and School of the History of Surgery' 
and Related Sciences held at the Hall of Fame, 
1524 Lake Shore Drive, Chicago, began Oct. 21 
when Ilza Veitli, Ph.D., associate professor in the 
history of medicine. University of Chicago, die 
School of Medicine, presented “Changing Concepts 
of Disease.” On Nov. 11, Dr. Morris Fishbein, pro¬ 
fessor emeritus of medicine. University of Chicago 
and University of Illinois CoUege of Medicine, pre¬ 
sented “Epochs in the History of Medicine.” Sub¬ 
sequent lectures are planned as follows: 

Dee. 2—The History of Hospitals, Dr. Charles U. Letoumeau, 
director, program in hospital administration, 
Northwestern University Medical School. 

Jan. 13—The History of Gynecology, Dr. Abraliam F. Lash, 
clinical professor of obstetrics and gynecology, 
University of Illinois College of Medicine. 

Feb. 3—The History of Neurosurgery, Dr. Percival Bailey, 
professor of neurology and neurological surgery. 
University of Illinois College of Medicine. 

Feb. 24—Notes About the Role of Physicians in Our Military 
History, Dr. George F. Lull, Assistant to the 
President, American Medical Association. 

March 24—Evolution of Medical Illustration, Thomas S. 

Jones, M.S., emeritus professor of medical and 
dental illustrations. University of Illinois College 
of Medicine. 

April 14—The History of Surgery' of Bones and Joints, Dr. 

Edward L. Compere, chairman, department of 
orthopaedic surgery, Nortliwestem University 
Medical School and Chicago Wesley Memorial 
Hospital. 

May 5—Development of Otorhinolarj’ngology and Broncho- 
esophagology. Dr. Francis L. Lederer, head, de¬ 
partment of otolaryngolog)’. University of Illinois 
College of Medicine. 

May 21—The History of Plastic Surgery, Dr. Wayne B. 

Slaughter, clinical professor in charge of plastic 
surgery. University of Wisconsin Medical School, 
Madison, and Stritch School of Medicine of Loy¬ 
ola University. 

LOUISIANA 

Dr. Ochsner Honored.-Dr. Alton Ochsner, profes¬ 
sor of surgery, Tulane University School of Medi¬ 
cine, New Orleans, and director of surgery, Ochsner 
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Clinic and Oclisner Foundation Hospital in New 
Orleans, has received the 1958 “Honor award” 
given by the Mississippi Valley Medical Society. 
The honor award is given from time to time to 
nonmembers of the society “who have made dis¬ 
tinguished contributions to clinical medicine.” The 
citation given in connection with the award reads 
in part: “Your contributions to the medical litera¬ 
ture have not been confined to your several books, 
numerous chapters and more than 390 articles, for 
you have served as editor of several national medi¬ 
cal periodicals and on the editorial board of a num¬ 
ber of others. For these many impressive achieve¬ 
ments you have been entrusted with tire highest 
ofiBce in virtually every national surgical organiza¬ 
tion and some international ones." 

MASSACHUSETTS 

Dr. Coons Receives Research Award.—For the 
seventh Kimble Methodolgy Research Award spon¬ 
sored by Kimble Glass Division, subsidiary of 
Owens-Illinois Glass Company, Toledo, Ohio, the 
award committee of Dr. Frank C. Lawler, chairman, 
Morris Scherago, D.V.M., and Henry Bauer, Ph.D., 
have chosen Dr. Albert H. Coons, Boston, to be the 
recipient. The work for which Dr. Coons was hon¬ 
ored on Oct. 26 is "The Development of Fluorescent 
Antibody Techniques.” From 1939 to the present 
Dr. Coons has held appointments at Harvard Uni¬ 
versity, except from September, 1939-September, 
1940, when he was assistant resident in medicine, 
Tliorndike Memorial Laboratory, Boston City Hos¬ 
pital, and from April, 1942, to November, 1945, he 
was in the Medical Corps of tlie U. S. Army. At 
Harvard Medical School he has served as research 
fellow, instructor, associate, and assistant professor. 
Since 1953 he has been visiting professor of bacte¬ 
riology and immunology at Harvard as well as a 
career investigator, American Heart Association. 

MICHIGAN 

Appoint Chairman of Department of Internal Medi¬ 
cine.—Appointment of Dr. William D. Robinson, a 
member of the University of Michigan Medical 
School faculty since 1944, as chairman of the de¬ 
partment of internal medicine, effective Oct. 1, has 
been announced. He succeeds Dr. Cyrus C. Sturgis, 
who resigned as chairman in February, 1957, to 
devote full time to the practice of medicine. Dr. 
Paul S. Barker has served as acting chairman during 
the intervening period. Dr. Robinson served with 
the International Health Division of the Rockefeller 
Foundation for four years. 

MINNESOTA 

Judd-PIummer Lecture.—Dr. Thomas M. Durant, 
head, department of medicine. Temple University 
School of Medicine, Philadelphia, gave the annual 
Judd-Plummer Memorial Lecture Oct. 3 during 


the 34th annual meeting of the Alumni Association 
of the Mayo Foundation. Dr. Durant spoke on 
“Medical Education: Responsibilities and Poten¬ 
tialities.” The Judd-Plummer Memorial Lecture was 
established in 1938 by the alumni association to 
honor the memory of Dr. Edward S. Judd, Mayo 
Clinic surgeon who died in 1935, and Dr. Henry S. 
Plummer, specialist in internal medicine of the 
Mayo Clinic, who died in 1936. The first lecture 
was given in 1941. Dr. Durant is a member of the 
editorial board of the American Heart Journal, and 
associate editor of the American Journal of the 
Medical Sciences. 

NEW YORK 

University Dedicates Nucleus of Medical Center.- 
The reconstructed Basic Sciences Building of the 
State University Upstate Medical Center in Syra¬ 
cuse was dedicated formally Oct. 21, with Gov. 
W. Averell Harriman the principal speaker. Three 
new wings and a fourth floor have been added. The 
new building has been reconstructed from a struc¬ 
ture completed in 1937, when the medical college 
was a part of Syracuse University. Now it is a unit 
of State University of New York. Designed for 
four classes of 100 medical students each, the Basic 
Sciences Building contains complete medical 
science instructional facilities and ample quarters 
for faculty and student research projects. The six 
basic science departments located in the building 
are those of anatomy, microbiology, pathology, 
physiology, pharmacology, and biochemistry. The 
Basic Sciences Building is the nucleus of the Up¬ 
state Medical Center, which eventually will include 
colleges of nursing, dentistry, medical technology, 
and other health fields. Tlie next step in the univer¬ 
sity’s plan for the Medical Center is a new teaching 
hospital, for which plans are now being drawn. 
During tire week of dedicatory events, members of 
the Onondaga County Medical Society toured the 
new building and held a meeting there Tuesday 
evening. On Oct. 22 the annual Hilda Freeman 
Silverman lecture was presented in the auditorium 
by Dr. Alexander D. Langmuir, chief of the U. S. 
Public Health Service Communicable Disease Cen¬ 
ter, Atlanta, Ga. The year ending in June, 1959, has 
been named Dedication Year at the Upstate Med¬ 
ical Center in honor of completion of the new 
Basic Sciences Building, and a number of special 
scientific programs and other events are being held. 

New York City 

Dr. Salisbury Honored.—On the retirement as med¬ 
ical director for many years of the United Fruit 
Company, Dr. Edward I. Salisbury was guest of 
honor at a luncheon in New York City, Oct. In 
presented by Dr. Charles M. Gratz, of Greenwich, 
Conn. The principal speaker at the luncheon was 
the Honorable SpruiUe Braden, former American 
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Ambassador to Cuba and Guatemala, and among 
the guests were Drs. Ricbardo Aguilar and Ruben 
Aguilar, father and son of Guatemala, whose family 
has been active through four generations in surgery 
in Central America. 

Dr. Scheie to Give Schoenberg Lecture.—The an¬ 
nual Schoenberg Memorial Lecture sponsored joint¬ 
ly by the New York Society for Clinical Ophthal- 
molog)’ and the National Society for the Prevention 
of Blindness will he given at S;15 p. m., Dec. 1, at 
the New York Academy of Medicine, 2 E. 103rd St. 
Dr. Harold G. Scheie, professor of ophthalmology. 
University of Pennsylvania School of Medicine, 
Philadelphia, will give an address on “Management 
of Infantile Glaucoma.” Dr. Mark J. Schoenberg, a 
New York ophthalmologist, was prominent in the 
work of both the National Society for the Preven¬ 
tion of Blindness and the New York Society for Clin¬ 
ical Ophthalmology'. Since his death in 1945, the 
two societies have joined each year in honoring his 
memory. All physicians will he welcome. 

Personal.—Dr. Hector Mazzella has been appointed 
visiting professor of physiology at tlie State Univer¬ 
sity of New York Dowmstate Medical Center in 
Brooklyn. Dr. Mazzella is a professor of physiology 
at the School of Medicine in Montevideo, Uruguay, 
and is tlie autlior of many articles in scientific sub¬ 
jects.—At a special ceremony Sept. 19 Dr. 
Ben-Henry Rose was decorated by the Haitian 
Government with the medallion and certificate of 
the appointment as an OEBcer in tlie National Order 
of Merit and Honor of die Republic of Haiti “for 
meritorious professional services rendered to Hai¬ 
tians upon his several visits to that country, and to 

their compatriots residing in New York.”-Dr. 

James B. Amberson, III, professor of medicine 
emeritus at Columbia University’s College of Physi¬ 
cians and Surgeons and former visiting physician in 
charge of Bellevue Hospital’s chest service, has 
been named general director of the New York 
Tuberculosis and Health Association, where he 
previously held the title of director. At the same 
time Mr. Irving Mushlin, associate director since 
1955, was named managing director of the asso¬ 
ciation. 

PENNSYLVANIA 

Philadelphia 

Stieglitz Memorial Lecture.—The first Edward 
Julius Stieglitz Memorial Lecture was given re¬ 
cently at a banquet in connection with Lankenau 
Hospital’s two-day research conference on “Bone 
As A Tissue.” Clive M. McCay, Ph.D., professor of 
nutrition at Cornell University Medical College, 
New York, since 1934, presented the memorial 
address on “Nutritional Influences on Bone.” The 
lectureship was established to commemorate Dr. 


Stieglitz, who died last summer. A pioneer in geriat¬ 
rics, Dr. Stieglitz authored the “Care of the Aging 
and the Aged” and “Medical Care of Later Ma¬ 
turity.” 

Shop for Surgical Needs.—At tlie Cardiovascular 
Institute, Hahnemann Medical College and Hospi¬ 
tal, a plaque has been placed honoring tlie mem¬ 
bers of the Philadelphia Chapter, Maehinery Deal¬ 
ers National Association, who donated machine 
tools and money to tlie Mary Bailey Foundation for 
a specialized shop. The metal-working machine 
shop, located in the Cardiovascular Institute, will 
be used by doctors and technicians to produce new, 
e.xperimental surgical instruments, tools, and equip¬ 
ment needed in the advance study of heart surgery. 
The effort began two years ago when officials of 
the foundation asked the Philadelphia Chapter of 
MDNA for assistance in planning and equipping 
such a shop, which would eventually reduce the 
cost of such instruments and equipment. 

TENNESSEE 

Symposiums on Nutrition and Medical Education.— 
On Dec. 4 and 5 the Vanderbilt University School 
of Medicine, Nashville, will present tivo sym¬ 
posiums in honor of John Barlow Youmans on “Nu¬ 
trition in Internal Medicine,” with Dr. Frank B. 
Berry, assistant secretary of defense (health and 
medical), Washington, D. C., as chairman, and 
“Medical Education,” with Dr. Joseph C. Hinsey, 
director. New York Hospital-Cornell Medical Cen¬ 
ter, New York City, as chairman. A subscription 
dinner is planned for 7 p. m., Dec. 4. A panel dis¬ 
cussion, “Medical Education—Its Future,” will be 
moderated by Dr. Robert C. Berson and will in¬ 
clude the following participants: Dr. Lowell T. 
Coggeshall, dean. Division of the Biological Sciences 
including the School of Medicine, University of 
Chicago; Dr. Lester J. Evans, executive associate. 
The Commonwealtlr Fund, New York City; Dr. C. 
Sidney Burwell, Samuel A. Levine professor of 
medicine, Han'ard University, Boston; and Dr. 
Ward Darley, executive director. Association of 
American Medical Colleges, Evanston, Ill. For in¬ 
formation wite the Symposia Secretaty, School of 
Medicine, Vanderbilt University, Nashville 5, Tenn. 

WISCONSIN 

Cancer Seminar in Milwaukee.—The annual cancer 
seminar sponsored by the Wisconsin Society of 
Pathologists and Milwaukee Chapter of the Ameri¬ 
can Cancer Society will be presented Dec. 6,1 p.m., 
at Marquette University School of Medicine, Mil¬ 
waukee. The seminar wll be on “Tumors of the 
Chest," moderated by Dr. William A. D. Anderson, 
of Miami, Fla. There will be a morning session de¬ 
voted to clinical pathology presented by the mem¬ 
bership. A limited supply of slide sets are available 
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at $10 service charge. Requests should be directed 
to: Dr. Robert S. Haukolil, 561 N. 15th St., Mil¬ 
waukee 3, Wis. 

GENERAL 

Prevalence of Poliomyelitis.—According to the Na¬ 
tional OfBce of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occuiied in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Area 

New lingland States 

Maine . 

New Hampshire . 

Vermont . 

Massachusetts . 

Rhode Island . 

Connecticut . 

Middle Atlantic States 

New York . 

New Jersey . 

Pennsylvania . 

East North Central States 

Ohio . 

Indiana . 

Illinois . 

Michigan . 

■Wisconsin . 

West North Central States 

Minnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas ... 

South Atlantic States 

Delaware .. 

Maryland . 

District of Columbia 

Virginia . 

West Virginia .. 

North Carolina . 

South Carolina .. 

Georgia . 

Florida .. 

East South Central States 

Kentucky . 

Tennessee .. 

Alabama .. 

Mississippi .. 

West South Central States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas .. 

Mountain States 

Montana .. 

Idaho . 

Wyoming.. 

Colorado .. 

New Mexico . 

Arizona . 

Utah . 

Nevada . 

Pacific States 

Washington .. 

Oregon . 

California . 


Nov. 1, 

A 

1958 

Kov. 2 


> 

Paralytic 

Total 

1957 

Type 

Cases 

Total 

1 

1 


1 

1 


1 

1 


u 

11 

6 

2 

5 

2 


•• 

1 

2 

13 

9 

G 

d 

12 

6 

12 

4 

20 

40 

8 

1 

1 

2 

i 

2 

•• 

6 

6 

*1 

;; 


i 


*i 

1 

'i 


*2 

6 

7 

2 



1 

,, 

2 




i 

1 

i 

2 

2 

11 

1 

10 

11 

1 

1 

1 


1 

i 

- 

1 

1 

.. 

is 

21 

9 


1 

- 


4 

,, 



1 

6 

7 


2 

2 

i 



2 



1 

10 

11 

11 


Territories and Possessions 

Alaska. 

Hawaii . - 

Puerto Rico . 

Total . 113 


187 


77 


Bahamas Surgical Conference.—The first Bahamas 
Surgical Conference will be held at the British 
Colonial Hotel, Nassau, Dec. 29-Jan. 17. Among 
the speakers •will be: 
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Drs. Lowell F. Bushnell, Los Angeles; Robert E. Cassidy, 
James H. Ferguson, Francis N. Cooke, John J. Farrell, Don¬ 
ald W. Smith, Miami; Max G. Carter, New Haven; John .\I. 
Chamberlain, Gerald H. Pratt, Charles E. Rogers, New York 
Lawrence S. Fallis, James Barron, Jean P. Pratt, Detroit; 
Lewis K. Ferguson, Arthur Finkelstein, Henry J. Tumen, 
Robert P. Glover, Louis E. Silcox, Philadelphia; Randolph L. 
Clark Jr., Edgar C. White, William O. Russell, Houston; 
Raymond H. Rigdon, Galveston; Philipp R. Rezek, Miami; 
Bella R. Hearst, Dallas; William A. Hopkins, Altai; 
Maurice S. Mazel, Chicago;; Karl P. Klassen, Columhus, 
Ohio; George G. McHardy, New Orleans. 

The Sunday Evening Lecture will be given by 
Mr. M. E. Lerch, eastern director of public rela¬ 
tions, Household Finance Corporation. Six movie 
films will be available for showing. Participants in 
the conference and their parties enjoy special re¬ 
duced hotel rates at the British Colonial Hotel in 
Nassau, provided that reservations are made by 
writing directly to “Bahamas Conference,” P. 0 
Box 4037, Fort Lauderdale, Fla. Reservations 
should be made at once. If reservations are made by 
telephone, call JAckson 3-7303 at Fort Lauderdale, 
Fla. Indicate the type of accommodation required. 

Midwest Allergists Meet in Detroit.—The Sheraton 
Cadillac Hotel, Detroit, will be headquarters for 
the Midwest Forum on Allergy, Dec. 6-7, sponsored 
by the Michigan Allergy Society and including the 
allergy societies of Buffalo, Chicago, Cleveland, 
Michigan, Ohio Valley, Pittsburgh, and West Vir¬ 
ginia. Dr. Sara Dubo, Northville, Mich., will present 
“Psychiatry and Allergy” as guest lecturer the morn¬ 
ing of Dec. 6. The following panel discussions and 
participants are planned: 

Drug Allergy, Drs. Edward A. Carr Jr., Ann Arbor, Mich.; 

, Max Samter, Chicago; and Theodore L. Squier, Milwaukee. 
Insect Allergy, Drs. Frank Perlman, Portland, Ore.; Karl B 
Figley, Toledo, Ohio; Iredell M. Hinnant, Cleveland; and 
Howard Osgood, Buffalo, N. Y. 

Occupation and Allergy, Drs. Seward E. Miller, Ann Arbor, 
Mich.; William R. Buckley, Rochester, N. Y.; Rex H. Wil¬ 
son, Akron, Ohio; and Harold H. Gay, Midland, Mich. 

A symposium the afternoon of Dec. 6 on Coiti- 
cotropin and Corticosteroids” will he moderated by 
Dr. Carl E. Arbesman, Buffalo, N. Y. Following 
dinner that evening Warren H. Wagner Jr., Ph-D., 
Ann Arbor, Mich., will present “Ragweed Pollen: 
Its Production, Emanation, Dissipation and DG" 
struction.” For information write Dr. John M- 
Sheldon, University Hospitals, Ann Arbor, Mien., 
General Chairman. 

Chest Physicians Meet in Minnesota.—The Interim 
Session of the American College of Chest PhV^j' 
cians xvill be held on Nov. 29-30 at the Mayo Clime 
and Kahler Hotel, Rochester, Minn., and on Dec- 
at the Radisson Hotel, Minneapolis. The monu’ng 
session Nov. 29 will consider thoracic and cardio¬ 
vascular surgery followed by a motion picture 
session including seven films. That afternoon ® P?!’ 
monary section and cardiac section will he nel , 
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and the banquet, presiclcd over by Dr. Donald R. 

■. McKay, Buffalo, New York, president of the col- 
./lege, will be held that evening. Four round-table 
lunebeons will be presented Nov. 30: 

l Disortlcr.s of EsoptinHcal Motility, nioclcratod by Dr. Charles 
F. Code, Roche.ster, Minn. 

b Bronchography, Indications and Techniques, Dr. Sheldon E. 
Domm, Knoxville, Tcnn. 

;Surgic.al Treatment of Acquired Valvular Heart Disease, Dr. 
Robert P. Glor’cr, Philadelphia. 

Early Detection of Emphysema, Dr. Peter A. Thcodos, Phihi- 
: dclphia. 

. Nine fireside conferences will be presented the 
' evening of Nov. 30. A panel discussion, “Inhalation 
Therapy,” moderated by Dr. Edwin R. Levine, 
.■ Chicago, is planned for tlie evening of Dec. 1. For 
■ information write the American College of Chest 
“ Physicians, 112 E. Chestnut St., Chicago 11. 

Missing Person Wanted.—The Salt Lake County 
(Utali) Sheriff’s Office is seeking information on tire 
whereabouts of Richard Nunley, aged 26, who has 



Richard Nunley. 


a light complexion, blue eyes, blond straight hair, 
is 5 ft. 10 in. in height, and weighs 160 lbs. On Sept. 
3, Nunley and his 3-year-old son, Raymond Scott 
Nunley, left their home for a grocery store two 
blocks away. MTien they failed to return a few days 
later, the Salt Lake County Sheriff’s Office was 
notified and a missing person broadcast was made. 
Later the Sheriff’s Office was notified that Richard 
Nunley was seen in Montpelier, Idaho. This was the 
last information received on these people until late 
afternoon on Oct. 7, when the decomposed body of 
Raymond Nunley was found in a field two blocks 
from the store. 


Nunley was last seen wearing charcoal slacks, and 
a light shirt with pink dots. He has worked at 
theatres as an operator and handy man and may seek 
this type of employment. 

His fingerprint classification is as follows: 

26 L 25 W MOM 21 

L 4 W lOI 

If anyone knows Richard Nunley’s whereabouts, 

they are requested to contact the Salt Lake County 

Sheriff, George Beckstead, City and County Build¬ 
ing, Salt Lake City, Utah, or tlieir local law enforce¬ 
ment office. 

LATIN AMERICA 

Zoonoses Center in Argentina.—The Rockefeller 
Foundation has made available some $10,000 to 
further tire fight against the zoonoses in the 
Americas. The Pan American Zoonoses Center, 
established in 1956 in Azul, Argentina, 185 miles 
south of Buenos Aires, is the only institution of its 
kind. At present its work is concentrated on rabies, 
brucellosis, and hydatidosis. Work in the virus 
encephalitides, anthrax, leptospirosis, bovine tuber¬ 
culosis, psittacosis, trichinosis, and salmonellosis 
wall be increased as the faciUties permit. The center 
offers many services: training, consultation, field 
demonstrations, confirmatory diagnostic tests, and 
research, under the administration of the Pan 
American Sanitary Bureau. 


EXAMINATIONS 

AND 

LICENSURE 



NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Part II only, April 
21-22; Parts I and II, lune 16-17; Part I only. Sept. 9-10. 
Examinations must be received at least six weeks in ad¬ 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 

GRADUATES, ING. 

Educational Council for Foreign Medical Graduates, Inc.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications is Nov. 17. The following examination will be 
held Sept. 22 with application deadline of June 22. Exec. 
Director, Dr. Dean F. Smiley, 1710 Orrington Ave., Evans¬ 
ton, Ill. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

Alaska:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Arizona:® Written Examination and Reciprocity. Phoenix, 
Jan. 14-16. Sec., Dr. Thomas H. Bate, 2910 North 7th Ave., 
Phoenix. 
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California: Oral Examination, San Francisco, November 
15. Oral and Clinical Examination for Foreign Medical 
School Graduates. San Francisco, June 15; Los Angeles, 
August 17; San Francisco, November 16. Sec., Dr. Louis 
E. Jones, 1020 N Street, Sacramento. 

Colorado: Written. Denver, Dec. 9-10. Exec. Sec., Mrs. 

Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 
Connecticut:'* Homeopathic. Examination. Derby, Jan. 13. 

Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 
Delaware: Written Examination and Endorsement. Dover, 
Jan. 13-15, Jan. 22. Sec., Dr. Joseph S. McDaniel, Pro¬ 
fessional Bldg., Dover. 

Florida: ° Examination. Miami Beach, Nov. 23-25. Sec., Dr. 

Homer L. Pearson, 901 N. W. 17th St., Miami 36. 
Georgia; Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Idaho: Examination and Endorsement. Boise, Jan. 12-14. 

Sec., Mr. Annand L. Bird, 364 Sonna Bldg., Boise. 
Illinois: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bldg., Springfield. 

Iowa:“ Examination and Endorsement. Des Moines, Dec. 
8-10. Exec. Sec., Mr. Ronald V. Saf, State Office Bldg., 
Des Moines 19. 

Kentucky: Examination. Louisville, Dec. 8-10. Sec., Dr. 

Russell E. Teague, 620 South Third St., Louisville 2. 
Louisiana: Examination and Reciprocity. New Orleans, Dec. 
11-13. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

Maryland: Examination. Baltimore, Dec. 9-11. Sec., Dr. 

Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
MAssACHUsrrrs: Examination. Boston, Jan. 13-16. Sec., Dr. 

Robert C. Cochrane, State House, Room 37, Boston 33. 
Montana: Examination and Reciprocity. Helena, April 7. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nebraska:® Examination. Omaha, June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin¬ 
coln 9. 

Nevada:® Examination and Reciprocity. Reno, Dec. 2. Sec., 
Dr. George H. Ross, 112 North Curry St., Carson City. 
New Hampshire: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 
Concord. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 2-5. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., 
Albany. 

North Carolina: Reciprocity. Southern Pines, Jan. 17. Ex¬ 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

Ohio: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, Dec. 16-18. Sec., Dr. H. M. Platter, Wyandotte 
Bldg., Columbus 15. 

Oklahoma:® Examination. Oklahoma City, June 2-3. Exec. 

Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Oregon:® Examination. Portland, Jan. 6-7. Reciprocity. Port¬ 
land, Jan. 8-10. Exec. Sec., Mr. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

Pennsyxvania: Endorsement. Harrisburg, Dec. 11-12. Ex¬ 
amination. Philadelphia, Jan. 7-10. Sec., Mrs. Margaret G. 
Steiner, Box 911, Harrisburg. 

Rhode Island:® Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

South Carolina: Endorsement. Columbia, Dec. 9. Sec., 
Dr. H. E. Jerv'ey, Jr., Blanding Bldg., Columbia. 


South Dakota:® Examination. Sioux Falls, Jan. 20-21.Esec 
Sec., Mr. John C. Foster, 300 First National Bank Bid" 
Sioux Falls. 

Tennessee:® Examination. Memphis, Dec. 17-18. Sec. Dr. 

H. W. Qualls, 1635 E.xchange Bldg., Memphis 3. 
Te,x:as:® Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Utah: Examination. Salt Lake City, July 8-10. Dir., Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
VmGiNiA: Examination and Reciprocity. Richmond, Dec.4-6. 
Address: Virginia Board of Medical Examiners, 631 First 
St., S. W., Roanoke. 

Washington:® Examination. Seattle, Jan. 12-14. Sec., Mr. 

Thomas A. Carter, Capitol Bldg., Olympia. 

West Virginia; Examination and Reciprocity. Charleston, 
Jan. 5-7. Sec., Dr. Newman H. Dyer, State Office Bldg. 
No. 3, Charleston 5. 

Wisconsin:® Examination and Reciprocity. Madison, Jan 
13-15. Sec., Dr. Tliomas W. Tonney, Jr., 1140 State Office 
Bldg., 1 West Wilson St,, Madison, 

Wy’Oming: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arizona: Examination. Tucson, Dec. 16. Sec., Mr. Herman 
E. Bateman, University of Arizona, Tucson. 

Colorado; Examination and Reciprocity. Denver, Dec. 34. 

Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 18. 
Connecticut: Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 
10 . 

Florida: Examination. Miami, June 6. Sec., hh. M’ 

• Emmel, University of Florida, Box 340, Gainesville. 
Iowa: Examination. Des Moines, Jan. 13. Sec., Dr. Elmer W. 

Hertel, Wartburg College, Waverly. 

Kansas: Endorsement. Kansas City, Jan. 14. Examination. 
Kansas City, Jan. 16-17. Sec., State Board of Healing Arts, 
Dr. F. J. Nash, New Brotherhood Bldg., Kansas City. 
Michigan: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg.," “t 
Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Jan. 6-7. 

Raymond N. Bieter, 105 Millard Hall, University of Min¬ 
nesota, Minneapolis 14. 

Nevada: Examination and Reciprocity. Reno, Dec. 2. Sec., 
Dr. Donald G. Cooney, Box 9005, University of Nevada, 
Reno. 

New Me-xico: Examination. Santa Fe, Jan. 18. Sec., b rt. 

Marguerite Cantrell, Box 1522, Santa Fe. 

Oklahoma: Examination. Oklahoma City, Mar. 27-28. 

Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma ' f 
Oregon: Examination. Portland, Dec. 6. Sec., Dr. Eail 
Pallett, Box 5175, Eugene. , 

Rhode Island: Examination. Providence, Nov. 19- Admin. 0 
Professional Regulation, 366 State Office Bldg., Providence. 
South Dakota: Examination. Vermillion, Dec. 5-6. Sec., 
Gregg M. Evans, 310 East 15th St., Yank-ton. 
Tennessee: Examination. Memphis, Dec. 31-Jan. 1. ” 

Dr. O. W. Hyman, 62 South Dunlap St., Memphis 3. 
Texas: Examination. April 1959. Certificates issued by i^^^ 
iprocity and waiver on the first and fifteentli of m 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks 0 S-r 
Austin. 

Washington: Examination. Seattle, Jan. 7-8. Sec., * 
Thomas A. Carter, Capitol Bldg., Olympia. ^ 

Wisconsin: Examination. Milwaukee, Dec. 6, Madison, P 
4. Sec., Dr. W. H. Barber. 621 Ransom St., Bipon. 

•Basic Science Certificate required. 
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Allen, Samuel Sliclhorn ® Macomb, Ill.; Indiana 
' Medical College, School of Medicine of Purdue 
'Universih', Indianapolis, 1906; on the staff of St. 
Francis Hospital; died in Memorial Hospital, 
Carthage, Sept. 19, aged 75. 

Alston, Lucius Charles, Mesa, Ariz.; University of 
West Tennessee College of Medicine and Surgery, 
.'Memphis, Tcnn., 1918; served overseas during 
World IVar I; died in Long Beach, Calif., Sept. 16, 
aged 66, of arteriosclerosis. 

Bernard, Melamed Benjamin ® Philadelphia; Uni¬ 
versity of Pcnnsj’h'ania School of Medicine, Phila¬ 
delphia, 1909; veteran of World 
War I; died in the Veterans Ad¬ 
ministration Hospital Sept. 30, 
aged 74, of intracranial hemor¬ 
rhage. 

Coffman, John Marvin ® Owens¬ 
boro, Ky.; Georgia College of Ec¬ 
lectic Medicine and Surgery, At¬ 
lanta, 1912; died in the Owensboro 
-Daviess County Hospital Sept. 

25, aged 80. 

Comvell, John William, Cleveland; 

M'estem Reser\'e University School 
of Medicine, Cleveland, 1918; 
served on tlie faculty of his alma 
mater; past-governor of the Ohio 
State University,' Alumni Associa¬ 
tion in Ohio and past-president of 
the Cuyahoga County Alumni As¬ 
sociation; during W^orld War II in 
the Coast Guard Auxiliary and 
the Cleveland Heights Civil De¬ 
fense Organization; associated with the Leonard C. 
Hanna Pavilion of the University Hospitals of 
Cleveland; died Sept. 23, aged 66. 

Dreiss, Adolph Martin ® San Antonio, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 
1919; died in the Santa Rosa Hospital July 24, aged 
64, of cerebral hemorrhage. 

Engelhardt, Carolina Sylvia Ruth, Philadelphia; 
Womans Medical College of Pennsylvania, Phila¬ 
delphia, 1907; a charter member of the Womans 
Medical College Hospital; died in Heidelberg, Ger¬ 
many, Aug. 24, aged 82. 

Furey, Warren William ® Chicago, a member of 
the Board of Trustees of the American Medical 
Association, died Nov. 19, aged 60, of coronary 

(g) Indicates Member of the American Medical Association. 


occlusion, while attending a meeting of the Radio¬ 
logical Society of Nortli America. Dr. Furey was 
born in Chicago Jan. 8, 1898. He received his med¬ 
ical degree from Northwestern University Medical 
School in Chicago in 1923, and interned at the 
Mercy Hospital. Since April 1954, he had been a 
clinical professor of radiology at the Stritch School 
of Medicine of Loyola University, where he joined 
the faculty in 1927 as clinical assistant in orthopedic 
surgery; he was promoted to clinical instructor in 
orthopedic smrgery in March 1929, transferred from 
orthopedic surgery to roentgenology, as a clinical 
assistant in October 1930; promoted to clinical 
associate in roentgenology in De¬ 
cember 1931 and was promoted to 
to assistant clinical professor of 
roentgenology in December 1944. A 
specialist certified by the American 
Board of Radiology, Dr. Furey was 
a member of the American Roent¬ 
gen Ray Societ>’, International Col¬ 
lege of Surgeons, American Ra¬ 
dium, and the American College of 
Radiolog)', of which he was presi¬ 
dent in 1955 and at one time treas¬ 
urer. In 1950 he was president of 
the Radiological Society of Nortli 
America and in 1954 was presented 
ivith its gold medal and citation for 
his long service to medicine and 
radiology. In 1955 he received the 
alumni medal of Loyola University 
and tlie following year an alumni 
citation from Northwestern Uni¬ 
versity. In 1948 he was president of 
tlie Chicago Medical Society. Since 
1956 Dr. Furey has been president of the Tubercu¬ 
losis Institute of Chicago and Cook County. From 
1950 to 1955 he was president of the Illinois Med¬ 
ical Service (Blue Shield) and from 1951 to 1955 
secretary of the Blue Shield Commission. He was 
chief radiologist at the Little Company of Mary 
Hospital in Evergreen Park, Ill., and the Mercy 
Hospital, and radiological consultant at Lewis Me¬ 
morial Maternity Hospital. Dr. Furey was general 
chairman of the local committee on arrangements 
for the American Medical Association meeting in 
Chicago in June 1948; from 1948 to 1957, he was 
a member of the House of Delegates of the Amer- 
ical Medical Association. In 1955 he became a 
member of the Council on Constitution and Bylaws 
and only last June elected a member of the 
Board of Trustees. 



. f 
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Ganey, Joseph Matthew Sr., ® Waterford, Conn.; 
born Nov. 8, 1878; College of Physicians and Sur¬ 
geons, Baltimore, 1904; for 16 years served on the 
board of education and was president at the time 
of his resignation in 1934; served overseas during 
World War 1 and his decorations included four 
campaign bars on a service ribbon and a Distin¬ 
guished Service Cross; in 1933 appointed to the 
Public Health Council of the State Health Depart¬ 
ment; in 1940 named to the Selective Service Board 
for New London, Windham, Middlesex and Tol¬ 
land counties; for many years was with the U. S. 
Public Health Service, serving as quarantine officer 
for the Port of New London; served as Waterford 
medical examiner for 15 years, resigning in 1953; 
for many years health officer and school physician; 
on the staff of the Lawrence and Memorial Asso¬ 
ciated Hospitals, New London; died in Preston 
Sept. 9, aged 79, of coronary heart disease. 

Gerwig, Henry Eugene ® Downing, Mo.; Barnes 
Medical College, St. Louis, 1902; died Sept. 9, 
aged 83, of adenocarcinoma of the prostate. 

Glazer, Alfred Mirron ® Cincinnati; Univeisity of 
Michigan Medical School, Ann Arbor, 1929; spe¬ 
cialist certified by the American Board of Internal 
Medicine; member of the Cincinnati Academy of 
Medicine; served on the faculty of the University 
of Cincinnati College of Medicine; veteran of 
World War II; on the staffs of Cincinnati General 
Hospital and the Jewish Hospital, where he died 
Sept. 26, aged 52. 

Goggins, John William ® Chilton, Wis.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 
1910; on the staffs of the Calumet Memorial Hos¬ 
pital in Chilton and St. Agnes Hospital in Fond 
du Lac, where he died Sept. 16, aged 78, of cere¬ 
bral hemorrhage. 

Heston, Herman E., Ocoee, Tenn.; Starling Medical 
College, Columbus, 1896; formerly practiced in 
Cleveland and Columbus, Ohio, where he was 
chief medical examiner for the Pennsylvania Rail¬ 
road; died Sept. 19, aged 83. 

Higley, Charles James, Ballston Spa, N. Y.; Albany 
(N. Y.) Medical College, 1918; member of the Med¬ 
ical Society of the State of New York and the 
American Academy of General Practice; veteran 
of World War I; health officer for Ballston Spa and 
the town of Milton; physician for the Ballston Spa 
Central School and Saratoga County Jail; on the 
board of Homestead (Pa.) Sanitarium; on the staffs 
of the Benedict Memorial Hospital in Ballston Spa 
and the Saratoga Hospital in Saratoga Springs, 
where he died Sept. 7, aged 63, of acute coronary 
thrombosis. 

Hileman, Stephen Lee ® Lincoln Park, Mich.; 
Deb'oit College of Medicine and Surgery, 1928; 
member of the Industrial Medical Association; 


, J.A.M.A., Nov. 29, 1955 

served on the staffs of the Wyandotte (Micb.) 
General Hospital and tire Delray General Hospital 
in Detroit; died in Gaylord Sept. 24, aged 59, in a 
private plane crash. 

Hillenbrand, Alfred Edwin ® Detroit; Wajne Uni¬ 
versity College of Medicine, Detroit, 1938; member 
of the American Academy of General Practice; 
veteran of World War II; on the staff of the Bon 
Secours Hospital in Grosse Pointe, Mich.; died 
Sept. 26, aged 49, of acute myocardial infarction. 

Hilliard, Charles Wesley, Winter Haven, Fla.; 
Medical College of Alabama, Mobile, 1895; veteran 
of World War I; died Sept. 23, aged 87, of coronarr- 
artery disease. 

Hudson, Wendell Phillips, Franklin, Mass.; College 
of Physicians and Surgeons, Boston, 1904; served 
on the staff of Children’s Hospital in Boston; died 
Sept. 18, aged 78, of coronary artery disease. 

Jackson, Richard Howard, Chicago; Meharry Med¬ 
ical College, Nashville, Tenn., 1922; died Sept. 13, 
aged 72, of chronic myocarditis. 

Johnson, Charles Isaac ® Brookline, Mass.; bom in 
Rutledge, Ala., June 1, 1898; University of Virginia 
Department of Medicine, Charlottesville, 1923; 
specialist certified by the American Board of 
Otolaryngology; member of the American Acad¬ 
emy of Ophthalmology and Otolaryngology and 
the American Laryngological, Rhinological and 
Otological Society; at one time on the faculty of 
Harvard Medical School in Boston; veteran of 
World Wars I and II; associated with tlie Massa¬ 
chusetts Eye and Ear Infirmary, Massachusetts 
General Hospital, Faulkner Hospital, Channing 
Home, and Children's Hospital in Boston; con¬ 
sultant, Framingham (Mass.) Union Hospital and 
Winthrop (Mass.) Community Hospital; died Sept. 
30, aged 60, of coronary artery disease. 

Jonas, Leon, Philadelphia; University of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1909; an 
associate member of tlie American Medical Asso¬ 
ciation; associated with Hie Albert Einstein Medical 
Center, Northern Division, and the Hospital of the 
University of Pennsylvania, where he died Sept, .y, 
aged 74, of congestive heart failure. 

Keating, William Bernard, Natick, Mass.; College 
of Physicians and Surgeons, Boston, 1912; serve 
with the U. S. Public Health Service; died Sept. 13, 
aged 73. 

Kechele, Delbert Vine ® Bluefield, W. Va.; West 
ern Reserve University School of Medicine, Cleve 
land, 1920; member of the board of directors an 
past-president of the West Virginia Cancer Societ)j 
served as teeasurer of Hie Mercer County Medica 
Society'; specialist certified by' the American Boar 
of Radiology; member of the American College o 
Radiology; served on the faculty of the Medic, 
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' College of Virginia, Richmond; radiologist at St. 

. Lnke’s Hospital, where he died Sept. 1.3, aged 65, 
■■ ■- of a brain tumor. 

Koclimann, Alfred ® New York City; Friedrieh- 
' V'ilhelins-Univ'ersitat Medizinische Fakultiit, Ber- 
' lin, Prussia, 1913: specialist certified by the Anieri- 
. can Board of Otolaryngology; on the staffs of the 
'i, Mount Venion (N. Y.) Hospital and the Lineoln 
Hospital; drow'ned in Acapulco, Mc.xico, Sept. 25, 
aged 69. 

Leiter, H. Evans ® New York City; University and 

■ Bellevue Hospital Medical College, New York 
City, 1930; specialist certified by the American 
Board of Urology; member of the American Uro¬ 
logical Association; fellow of the American College 

' of Surgeons; assoeiated with Mount Sinai and Beth 
: Israel hospitals, and the Hospital for Joint Diseases; 
consultant in urology to the \^eterans Administra- 

■ tion; died Sept. 12, aged 51. 

- Levin, Charles Alee, Hartford, Conn.; Johns Hop- 
' kins Uni\’ersity School of Medicine, Baltimore, 
1920; a member of the courtesy staff of Hartford 
Hospital, where he died Sept. 26, aged 64. 

Lineberry, E. Dice ® Birmiugton, Ala.; born in 
Cliffview, \''a., Oct. 5, 1901; University of Virginia 
Department of Medicine, Charlottesville, 1926; spe¬ 
cialist certified by the American Board of Internal 
Medicine; fellow of the American College of Phy¬ 
sicians and for 9 years governor of the state chap¬ 
ter; served on the faculty of the Medical College of 
Alabama; past-jrresident of the Jefferson County 
Medical Society; member of the House of Dele¬ 
gates of the American Medical Association from 
1946 to 1948; on the staff of the Carraway Method¬ 
ist Hospital; died Sept. 6, aged 56, of coronary 
occlusion and infarction and cancer of the rectum 
with metastasis to lungs and larynx. 

Lockwood, Howard De Forest ® Meriden, Conn.; 
Yale University School of Medicine, New Haven, 
1901; served as president and secretary of the 
Meriden Medical Society; for 30 years city medical 
examiner; formally city health officer; served on the 
staff of the Undercliff Sanatorium; served as presi¬ 
dent of the medieal board and chairman of the 
board of directors of the Meriden Hospital; vet¬ 
eran of World War I; member and past-president 
of the Meriden Rotary Club; died Sept. 25, aged 81. 

Loder, Horace Bolton, Bridgeton, N. J.; Johns Hop¬ 
kins University School of Medicine, Baltimore, 
1928; member of the Medical Society of New Jer¬ 
sey; veteran of World War II; on tire staff of the 
Bridgeton Hospital, where he died Sept. 14, aged 55. 

Long, William Hunt ® Indianapolis; Indiana Uni¬ 
versity School of Medicine, Indianapolis, 1908; at 
one time member of the city board of health; vet¬ 
eran of World War I; died Sept. 4, aged 76. 


Loper, John C., Bridgeton, N. J.; Jefferson Medical 
College of Philadelphia, 1903; physician to the city 
schools; on the staff of the Bridgeton Hospital; 
died Sept. 1, aged 76, of coronary occlusion. 

McHugh, William James Jr. ® Jeannette, Pa.; 
Hahnemann Medical College and Hospital of Phil¬ 
adelphia, 1943; member of the American Academy 
of General Practice; school physician in Jeannette; 
veteran of World War II; on the staff of the West¬ 
moreland Hospital in Greensburg; an active mem¬ 
ber of the Jeannette Memorial Hospital Associa¬ 
tion; editor of the Bulletin of the Westmoreland 
County Medical Society; a director of the Jeannette 
Federal Savings and Loan Association; died Sept. 
17, aged 44, of coronary thrombosis. 

McRae, Donald Hugh ® Detroit; Michigan College 
of Medicine and Surgery, Detroit, 1905; veteran of 
World War I; on the staff of the Lincoln Hospital, 
where he died Sept. 11, aged 75, of cerebral 
thrombosis. 

MacGregor, Archibald E. ® Battle Creek, Mich.; 
Detroit College of Medicine, 1901; fellow of the 
American College of Surgeons; past-president of 
the Calhoun County Medical Society; served on 
the staff of the Leila Y. Post Montgomery Hos¬ 
pital, where he died Sept. 17, aged 83, of cerebral 
thrombosis and arteriosclerosis. 

Maccani, William Louis, Ironwood, Mich.; Univer¬ 
sity of Illinois College of Medicine, Chicago, 1914; 
served as school physician and townshix^ health 
officer in Watersmeet for many years, and also in 
tlie same capacity for Ironwood township; served 
during World War I and later witli the Army of 
Occupation; on the staff of the Grand View Hos¬ 
pital, where he died Sept. 10, aged 69, of cardio¬ 
renal disease. 

Maldonado, Miguel Angel ® Warren Air Force 
Base, Wyo.; University of Puerto Rico School of 
Medicine, San Juan, P. R., 1955; service member of 
the American Medical Association; captain, medi¬ 
cal corps, U. S. Air Force Reserve; died Aug. 26, 
aged 28, of a self-inflicted gunshot wound in tire 
head. 

Marasin, Theodore Louis ® Cutchogue, N. Y.; 
University of St. Andrews Conjoint Medical School, 
St. Andrews and Dundee, Scotland, 1935; veteran 
of World War II; on the staff of the Eastern Long 
Island Hospital in Greenport, where he died Sept. 
22, aged 52, of cancer of the sigmoid with metas- 
tases to the liver. 

Meeker, D. Olan ® Riverside, Conn.; University of 
Rochester School of Medicine and Dentistry, 
Rochester, N. Y., 1929; specialist certified by the 
National Board of Medical Examiners; a member 
of the American Medical Association Committee on 
Legislation representing tile New England States 
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and was in charge of the Committee on Healing 
Arts for New England; served as medical director 
of the National Drug Company in Philadelphia and 
resigned to become medical consultant of the 
Ethical Products Division of the Ferry-Hanly Com¬ 
pany, New York advertising agency; assistant at¬ 
tending surgeon at Greenwich Hospital and con¬ 
sultant in proctology at the Nathaniel Witherell 
Hospital in Greenwich, Conn.; member of the 
Greenwich Chamber of Commerce and Civil Coun¬ 
cil, which he served as a director and chairman of 
the service division; a director of the Greenwich 
Rotary Club and past chairman of the committee 
on public welfare of the Greenwich Legislative 
Council; died in Pleasantville, N. Y., Sept. 13, aged 
57, of coronary disease. 

Mills, Harry Lee, Wichita, Kan.; Central Medical 
College of St. Joseph, Mo.; 1904; died in the Wes¬ 
ley Hospital Sept. 27, aged 77, of cerebral throm¬ 
bosis. 

Minchew, Benjamin Harvey ® Waycross, Ga.; born 
in Davis in 1882; Atlanta College of Physicians 
and Surgeons, 1909; past-president of the Medical 
Association of Georgia, Ware County Medical So¬ 
ciety, Georgia Eye, Ear, Nose and Throat Associa¬ 
tion, Atlantic Goast Line Surgeons, and the Eighth 
District Medical Society; served as vice-president 
of tile Georgia Department of Public Health; fel¬ 
low of the American College of Surgeons; member 
of the House of Delegates of the American Medical 
Association from 1945 to 1951; veteran of World 
War I; on tlie staffs of the Memorial and Atlantic 
Coast Line hospitals; for many years physician for 
the Atlantic Coast Line Railroad; died in Thomas- 
ville Sept. 14, aged 76. 

Minkoff, Max, Brooklyn; Eclectic Medical College 
of the City of New York, 1911; died Sept. 25, aged 
74, of mediastinal lymphosarcoma. 

Moffitt, John Alfred ® San Marino, Calif.; Univer¬ 
sity of Louisville (Ky.) School of Medicine, 1921; 
member of the American Society of Anesthesiolo¬ 
gists; formerly on the faculty of the University of 
Oklahoma School of Medicine in Oklahoma City; 
specialist certified by the American Board of Anes¬ 
thesiology; on the staffs of the Hospital of the Good 
Samaritan, St. Vincent’s, and California hospitals, 
Los Angeles, and the Methodist Hospital, in Ar¬ 
cadia, where he died Sept. 24, aged 62, of cancer 
of the pancreas. 

Moore, William Bain, Louisville, Ky.; University of 
Nashwlle (Tenn.) Medical Department, 1899; an 
associate member of the American Medical Asso¬ 
ciation; died Sept. 20, aged 81, of myocarditis and 
uremia. 

Morsman, Charles Frank ® Hot Springs, S. D.; 
bom in Galesburg, Ill., Jan. 4, 1880; University of 
Nebraska College of Medicine, Omaha, 1902; fel¬ 
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low of the American College of Physicians, of 
which he was governor in 1949; member of’the 
Endocrine Society, Radiological Society of North 
America, and the American Radium Society; spe¬ 
cialist certified by the American Board of Internal 
Medicine; founder of the Dr. Charles Frank Mors¬ 
man Foimdation at the University of Nebraska 
College of Medicine, Omaha, which foundation 
was set up by him to further the knowledge of 
endocrinology; served as president of the local 
Chamber of Commerce; for many years attending 
physician. State Soldiers’ Home Hospital; attend¬ 
ing internist, Lutheran Hospital, where he died 
Sept. 25, aged 78. 

Palen, Gilbert Joseph, Roxbm-y, N. Y.; Hahnemann 
Medical College and Hospital of Philadelphia, 
1895; professor emeritus of otology at his alma 
mater; fellow of the American College of Surgeons; 
served on the staff of the Hahnemann Hospital; 
formerly superintendent of the Margaretville (N. Y.) 
Hospital; past-president of the Philadelphia Rotar)’ 
Club; died Sept. 6, aged 88, of arteriosclerosis. 

Pomainville, Frank Xavier ® Wisconsin Rapids, 
Wis.; Rush Medical College, Chicago, 1899; sers-ed 
as city health officer, mayor, and on the board of 
education, of which he was for one year president; 
veteran of World War I; local surgeon for the Chi¬ 
cago and Northwestern Railroad; on the staff of 
the Riverview Hospital, where he died Sept. 1, 
aged 87, of complications following an operation. 

Shapiro, David, New York City; Fordliam Univer¬ 
sity School of Medicine, New York City, 1915; 
member of the Medical Society of the State of New 
York; served on the staff of the New York Hospital; 
formerly medical director of the Lumbermen’s Mu¬ 
tual Casualty Company' of New York; died Sept. 10, 
aged 67. 

Standard, Alphonso Perry ® Macomb, Ilk; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1906; past- 
president of the McDonough County' Medical So¬ 
ciety and of the McDonough County' Fair Asso¬ 
ciation; served on the school boai'd; formerly on 
the staff of Graham Hospital in Canton; ser\'ed 
on the staff of the St. Francis Hospital and as 
chief of staff, McDonough District Hospital; chan 
ter member and past-president of the Macomb 
Rotary Club; died Sept. 11, aged 77, of cerebral 
vascular hemorrhage and embolism. 

Turner, John Patrick, Philadelphia; Leonard Medi" 
cal School, Raleigh, 1906; an associate member o 
the American Medical Association; member of the 
board of education; for many y'ears police surgeon, 
served as trustee and in 1951 received the Distm- 
guished Service Award of Shaw University, R®’ 
leigh, N. C.; died Sept. 14, aged 72, of coronary 
thrombosis. 
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■; Cystic Fibrosis.—At the meeting of the society of 

■; physicians in Vienna on Oct. 3, Dr. O. Stur reported 
on his experience with the plate test performed 

■ according to Shwachmann’s technique and the 
iodized oil test performed according to Silverman’s 
technique. The plate test, by which the increase 

- of sodium chloride in the skin can he proved with 
the aid of an agar silver nitrate potassium bichro- 

■ mate plate, was useful in the differentiation be- 

~ tween celiaca and cystic fibrosis of the pancreas. 

; Differentiation could also be achieved by control¬ 
ling the fat absorption with the aid of the iodized 
oil test before and after ingestion of a wheat-free 
diet and the administration of pancreatic enzymes. 

Differential Diagnosis of Metastases to the Liver.— 
At tlie same meeting Dr. St. Wuketich stated that 
besides the known differentiation hetvs’een carcino¬ 
matous and sarcomatous metastases, certain well- 
defined types of carcinomatous metastases can be 
recognized. The three main types are (1) undiffer¬ 
entiated (parsdcellular-solid) bronchial carcinoma 
which is soft, homogenous, white and red-grey, 
interspersed, often having projecting nodules, and 
having hemorrhages with flat spherical segments 
without central indentation or with only an ap¬ 
parent cancerous umbilication, predominantly par- 
xinodular, (2) the metastatic t)'pe of carcinoma of 
the colon witli great prominence and plateau-like 
flattening of the nodules, macrogranulolobular 
structure, yellow-white due to e.xtensive fatty infil¬ 
tration and coagulation necrosis, and slight nodular 
confluence, mostly macronodular, and (3) the meta¬ 
static type of carcinoma of the breast, usually with 
only slight or no prominence of dense nodules, deep 
crater-like central indentation, decided confluence 
of the usually small individual nodules to large 
nodular conglomerations, generally white without 
extensive necrosis, and not always sharply defined. 
Easily recognizable are also the pigmented melano- 
blastomatous metastases, the hemorrhagic necrotic 
deposits of chorionepithelioma, and the peculiar 
yellow-pink metastases of hypernephroma which 
are often interspersed with hemorrhages. A meta¬ 
static type of endocrine careinomas, particularly 
malignant carcinoids, can also be differentiated, 
but because only few cases have so far been ob¬ 
served, this is not often done. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


FRANCE 

Renal Biopsy.—Jean Hamburger {Presse med. 
66:146, 1958) questioned the innocuousness of per¬ 
formance of both the transcutaneous aspiration bi¬ 
opsy and the classic surgical biopsy of the kidney. 
He cited a number of accidents, particularly mas¬ 
sive hemorrhage, from the literature. He therefore 
devised a mixed technique comprising in a first 
step the surgical approach to the outer edge of the 
kidney and in a second step the performance of tlie 
needle biopsy under visual control. Even though 
a little more complicated than the transcutaneous 
puncture, this technique has the advantages of di¬ 
rect vision, safety, and ease of performance. There 
was generally no hematuria, even microscopically, 
on the day after the operation. In the 110 biopsies 
so far performed in this way no accident has been 
noted, but the method is contraindicated when there 
is a hemorrhagic state or a marked renal insuffi¬ 
ciency. 

Hyperfibrinemia.—P. Croizat {Presse med. 66:1471, 
1958) stated that from a statistical record of 100 
patients with malignant granulomatosis, lymphosar¬ 
coma, or reticulosarcoma, studied witli respect to 
fibrinemia, it appeared that 75% of those subjects 
who were affected by malignant granulomatosis 
presented high levels of fibrinogen (5 to 11 Gm. per 
100 cc.). Such values are observed in the evolutive 
stage of the disease, as the post-therapeutic improve¬ 
ments always cause the fibrin level to return to 
normal. Hyperfibrinemia was less severe and less 
frequent in reticulosarcoma and malignant histiocyt¬ 
ic reticulosis and a little higher in lymphosarcoma. 

INDIA 

Kidney Function Test in Leprosy.—Gokhale and 
Kurkure (Indian J. M. Sc. 12:5 [May] 1958) stated 
that during the phenomenon of the reaction in the 
course of leprosy, exacerbations of signs and symp¬ 
toms occurs which may include swelling of lesions 
on the hands and feet, edema of the eyelids, and 
such generalized symptoms as fever and malaise. 
The authors tested renal function by using phenol 
red during the reaction phase and comparing the 
results with those obtained during the quiescent 
stage of the disease. Eight patients with leproma- 
tous and 19 with tuberculoid leprosy were thus 
studied. Three normal persons were included as 
controls. Other estimations such as the blood urea. 
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serum sodium, and serum potassium level determin¬ 
ations were made on a few patients. Values of 
phenol red excretion below 28% in the first 15 min¬ 
utes were taken as abnormal. They were found to be 
low in 14 of the 18 patients studied during the re¬ 
action phase, but the other four gave normal values. 
In five patients, the excretion rate increased during 
the quiescent phase. In seven of those studied dur¬ 
ing the reaction, the values in the first 15 minutes 
did not differ materially from those obtained in the 
second 15 minutes. The values obtained in the pa¬ 
tients studied in the quiescent stage were definitely 
higher than those obtained during the reaction. 
Thus some impairment of kidney function is indi¬ 
cated during the reaction phase. The urea, sodium, 
and potassium values were found to be normal or 
slightly elevated. The degree of albuminuria had no 
relation to the degree of impairment in phenol red 
excretion, and the blood pressure was within the 
normal range in all patients. The edema that ap¬ 
pears in some patients in the reaction may thus be 
due to impaired renal function. 

Prolonged Administration of Anticonvulsant Drugs. 
—S. S. Gupta {Indian J. M. Sc. 12:5 [May] 1958) 
stated that the anticonvulsant drugs must usually 
be used for a long time and sometimes even life¬ 
long for control of seizures in patients with epilep¬ 
sy. Diphenylhydantoin sodium and phethenylate 
have been found to retard growth in young rats. 
Tlie authors investigated the antigrowth effect, if 
any, of similar antiepileptic drugs on rats fed on 
natural stock and a high protein synthetic diet sup¬ 
plemented with vitamins. The effects were studied 
on young and adult male albino rats fed on the two 
types of diet. The drugs studied were diphenylhy¬ 
dantoin, phethenylate, phenantoin, and methadione 
which were given along with the diet to different 
batches of rats. One batch was given no drugs and 
served as a control. The individual body weight 
was recorded every week and the average change 
in weight in different batches calculated. 

All the anticonvulsant drugs studied retarded the 
growth of young rats in both'groups, although the 
result was more marked in rats fed on a low-protein 
stock diet. The intake was, however, not diminished 
in' any group. Trimethadione and diphenylhydan¬ 
toin caused greater reduction in growth as com¬ 
pared to phenantoin and phethenylate, and this 
difference was less marked in rats receiving a high- 
protein diet. These drugs were given orally for 
duee months. During this time, the weight of the 
control group remained almost constant. These 
drugs might cause this effect by interfering with 
die protein metabolism by affecting phosphorjda- 
don or they might compete with certain essential 
metabolites. Marked hepatoto.xic effects of these 
drugs have also been observed in experimental 
study, and these may also be responsible for the 


reduction in weight in rats fed on these drugs,' 
Thus they interfere with cell nutrition and metabo¬ 
lism affecting growth and body weight, but this 
effect could not be minimized in a high-protein diet 
supplemented with -vitamins is given to the children 
receiving these anticonvulsant drugs. 

Neonatal Thrombocytopenia.—J. B. Chatterjea and 
co-workers reported tluree cases of neonatal throm¬ 
bocytopenia (Bull. Calcutta School Trop. Med. 6:2 
[April] 1958). They had followed three women 
with idiopathic thrombocytopenic purpura aged 34, 
26, and 19 years, respectively, during pregnancy; 2 
were primiparas and one was pregnant for the third 
time. They came to hospital because of bleeding 
from the gums and purpuric spots on the body in 
the sixth to ninth month of pregnancy. The multip- 
ara gave a history of purpuric manifestations dur¬ 
ing her previous pregnancies but had not been 
treated for this condition. Chronic idiopathic throm¬ 
bocytopenic purpura was diagnosed in these women 
on the basis of symptoms and bone marrow and 
blood findings. The spleen was not palpable in any 
of the patients. All the three babies of these moth¬ 
ers showed severe thrombocytopenia and petechial 
hemorrhages on birth. Tliis thrombocytopenia dis¬ 
appeared within two weeks of birth. The petechial 
manifestations were mild and required no treat¬ 
ment. This self-limited neonatal tlirombocytopenia 
in the babies of thrombocytopenic mothers may be 
due to the transmission of an antiplatelet antibody 
from the mother to the child. 


Chronic Filariasis.—Arora and co-workers (Btill 
Calcutta School Trop. M. 6:2 [April]'1958) studied 
the changes in plasma proteins and lymph proteins 
in 15 patients between 19 and 60 years of age who 
had had chronic filarial lymphedema for six months 
to eight years. The lymph was collected from the 
subcutaneous lymphatics. All patients gave a Ws- 
tory of repeated attacks of fever w’ith lymphangitis 
and swelling of the part involved. In six the edema 
was soft and in the others hard. The leg was af¬ 
fected in eight, scrotum in five, and forearm in two. 
The total protein, albumin, and globulin levels of 
the collected lymph and serum were estimated. 
The average total protein content of the lymph 
from tiiese patients was five times higher than that 
of lymph from subcutaneous lymphatics in normal 
persons. The average albumin;globulin ratio was 
changed from the normal 2:1 to 1.5:1. The values 
for plasma protein levels were within normal range. 
The values indicate an increased degree of .stasis 
in patients with chronic filarial lymphedema. 


Splenectomy for Leishmaniasis.—Sen Gupta an 
Chatterjea {Bull Calcutta School Trop. Med. 6. 
[April] 1958) reported on four patients with 'a?' 
ceral leishmaniasis who were resistant to specm 
therapy and were subjected to splenectomy ^n 
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another patient on wliom splenectomy had been 
performed previously but who had a relapse. The 
ages of these patients varied between 13 and 29 
years. The duration of the disease was four to five 
years, and the enlargement of the spleen below the 
costal margin measured 5 to 9 in. All of the patients 
showed Leishman-Donovan bodies in the bone mar¬ 
row and/or spleen puncture smear. One patient died 
of the operation, but the other three and the man 
whose spleen had been removed were again given 
specific treatment. All were discharged as clinically 
cured at the end of the specific therapy. They 
gained weight and their hemoglobin and leukocyte 
count returned to normal. A follow-up after six 
months or more showed that the improvement was 
maintained and there was no relapse. The authors 
believe that removal of the spleen was responsible 
for the prompt improvement in the blood findings 
and general condition, but prolonged specific treat¬ 
ment of the underlying disease is necessary after 
the operation to prevent further relaxrse. 

Carbohydrate Metabolism and Injury.—K. B. Sehra 
{Indian J. M. Sc. 12:5 [May] 1958) stated that se¬ 
vere trauma may cause hyperglycemia. They stud¬ 
ied Uvo groups of patients—one composed of those 
who had met serious accidents and one of those 
who had undergone surgical operations. Both 
groups were further classified as having received 
severe or moderate injuries. The investigations in¬ 
cluded an intravenous glucose tolerance test, de¬ 
termination of the glucose assimilation coefiicient, 
insulin tolerance test, and effect of insulin on pa¬ 
tients whose healing was delayed. Insulin was given 
to such patients to control the hyperglycemia, its 
dose depending on the response of the subject. In 
all severely injured persons, the glucose tolerance 
was found to be diminished, and it was materially 
altered in those with moderate injury. The more 
severe the injury, the higher the blood sugar level 
at the peak. Witli moderate injury, the peak of 
blood sugar level was slightly elevated but restora¬ 
tion to the fasting level was much slower than 
normal. In patients with severe injury, the hyper¬ 
glycemic phase was prolonged. Although the re¬ 
sponses of patients suffering from severe accidental 
injurj' and those subjected to major operations were 
similar, the degree and duration of hyperglycemia 
were greater in the first group. The glucose assim¬ 
ilation coefficient was markedly lowered in all but 
two. Further glucose tolerance tests were made on 
five patients on three consecutive days to find out 
the duration of hyperglycemia. A quick restoration 
of the carbohydrate level to normal was seen in all 
but one. A diminution in the sensitivity to insulin 
as compared to normal was seen in all patients. 
Five who had stayed in the hospital for over a 
month were selected for insulin treatment and the 
results compared with those of another group of 


five patients who had undergone similar injury and 
whose condition had become chronic. The require¬ 
ments of insulin varied with each patient. After the 
first week, progressively smaller quantities of insu¬ 
lin were required to keep the patients normogly¬ 
cemic. After 30 days, all of them showed a retmrn 
to normal of the carbohydrate level and insulin 
therapy was stopped. Along with the restoration of 
carbohydrate tolerance, there was also a marked 
clinical and roentgenologic improvement at the end 
of one month, and a quick and uneventful recov¬ 
ery occurred in all patients. Those who did not re¬ 
ceive insulin showed variable results. There was 
marked improvement in one, noticeable improve¬ 
ment in two, and no improvement in the remaining 
two. 

New Long-acting Sulfonamide—Sulfamethoxypyrid- 
azine.—J. G. Parekh and co-workers (Indian J. M. Sc. 
12:6 [June] 1958) stated that absorption and excre¬ 
tion studies with the new sulfonamide, sulfameth- 
oxj’pyridazine, in human beings have shown that 
the drug is readily absorbed and satisfactory anti¬ 
bacterial concentrations are reached within the first 
six hours of administration and are maintained for 
24 hours. As excretion is slow, the drug has to be 
given at long intervals. The authors used this drug 
in 53 patients with fever who were suffering from 
upper respiratory tract infection, bronchitis, pneu¬ 
monia, acute bacillary dysentery, acute otitis media, 
and pyelitis. Besides routine clinical examination 
and examination of blood, sputum, urine, and stools, 
blood concentrations of the drug were determined 
in most of tlie patients at frequent intervals to de¬ 
termine whether satisfactory antibacterial levels 
were reached and maintained. In severe infections, 
an initial dose of 2 Gm. was given followed by 
1 Gm. every 24 hours. In milder cases, half this dose 
was given. Use of the drug was continued for 24 
hours after the temperature came do\vn to normal 
and in patients with dysentery, after the stools be¬ 
came normal. Forty-seven patients responded well 
to this treatment. Four of those with pneumonia 
who did not respond to the new drug were later 
controlled with penicillin. On the whole the results 
were gratifying, and as tlie dosage is small and the 
drug has to be given only once in 24 hours, it has 
definite advantages over other sulfonamides. Unto¬ 
ward reactions occurring in four patients consisted 
of skin rashes, hematuria, and psychosis. 

Hypotensive Sedative from Vinca Rosea.—U. K. 
Shetli and co-workers (Indian J. M. Sc. 12:7, [July] 
1958) stated that the presence of a hypotensive al- 
kaloidal fraction in Vinca rosea has been reported 
by various authors. This perennial plant grows 
abundantly all over India. The authors extracted the 
sundried plant with alcohol and isolated the most 
active fraction, which has been named V-22. It was 
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injected intravenously in dogs, cats, monkeys, and 
mice. The effect of the injection was evident in 
dogs in 5 to 10 minutes. Urticaria and itching ap¬ 
peared first, followed by rapid respiration and 
shivering. Within 10 to 15 minutes, they became 
quiet, lost active interest in the surroundings, and, 
if left alone, went to sleep. This sedative effect 
lasted for four or five hours, and within 24 hours 
they regained normal activity. Some developed a 
temporary diarrhea. Similar effects were observed 
in cats and monkeys. In mice, sedation appeared 
after 30 to 60 minutes and lasted for only two hours. 
The effect of V-22 was studied on isolated seg¬ 
ments of guinea pig ileum. The alkaloid counter¬ 
acted the spasm of the intestine produced by ace¬ 
tylcholine and Iristamine but did not counteract the 
spasmogenic effect of barium chloride. It failed to 
have any effect on the tone and movements of the 
uterus in rats. 

The effect on blood pressure was studied on 20 
anesthetized mongrel dogs. With intravenous in¬ 
jection of the alkaloid, a gradual fall in blood pres¬ 
sure occurred, preceded by a slight rise, the fall 
appearing after a latent period of 30 seconds, the 
blood pressure reaching about 53% of the original 
level. The reading then returned to 68% of the pre¬ 
injection level in two hours and 75 to 80% at the 
end of four hours. Bradycardia was observed in 
nonatropinized dogs. The fall in heart rate was 35% 
immediately after the injection and returned to the 
original level at the end of two hours. Bradycardia 
was abolished by injection of atropine or bilateral 
vagotomy, but the fall in blood pressure was still 
produced. The bilateral carotid occlusion reflex dis¬ 
appeared completely after injection of V-22 and re¬ 
turned partially at the end of two to four hours. 
The response to an injection of epinephrine was not 
altered by the injection of V-22, the blood pressure 
was unaffected in the case of spinal cats (cats in 
whom the cord has been transected). In the spinal 
cat receiving levarterenol by drip injection, giving 
V-22 caused a small fall in blood pressure which 
returned to the original level almost immediately. 
No ganglion blocking effects were noticed when 
the alkaloid was used on the nictitating membrane 
of dog. Its effect on isolated frog’s heart was stud¬ 
ied. At a concentration of 1:150,000, the amplitude 
of contraction gradually diminished in three min¬ 
utes. With concentrations of 1:100,000 and 1:50,000, 
marked inhibition of the heart followed by stop¬ 
page was observed. Similar effects were noticed on 
isolated Langendorff leporine and feline heart prep¬ 
arations. V-22 probably is a mixture of alkaloids. 

Action of Acetazolamide on Blood Vessels.—C. L. 
Pathak (Indian J. M. Sc. 12:7 [July] 1958) stated 
that the diuretic action of acetazolamide is be¬ 
lieved to be due to electrolyte washout as a result of 
inhibition of carbonic anhydrase in the renal tu¬ 
bules. While studying the effect of this drug on heart 
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muscle, it was found that it had a biphasic effect 
stimulating the heart muscle in lower concenta- 
tions and inhibiting it in higher concentrations. The 
author studied its action on the smooth muscles of 
blood vessels, using decapitated frogs and hindleg 
vessels of dogs. A significant vasodilator effect was 
noticed in 62.5% of the trials in frogs, while in the 
remaining a vasoconstrictor effect was obtained. 
The intensity of the effect varied with the dose, 
A similar result was obtained in dogs, a vasodilator 
effect being seen in 31 and a vasoconstrictor effect 
in 7 trials, but the intensity of vasodilatation was 
less marked in vessels of dogs than in those of frogs. 
This variable vascular response seemed to depend 
on the initial tone of the vessels. Thus, if the vessels 
were previously in a state of constriction, a vaso¬ 
dilator effect was more frequently seen, and if they 
were previously dilated, vasoconstriction was more 
common. The dilator effect was also more common¬ 
ly seen with small doses and the constrictor effect 
with large doses. Thus the drug had a significant 
action both on amphibian and mammalian vessels, 
the effect being biphasic. Acetazolamide is a pow¬ 
erful carbonic anhydrase inhibitor, and the latter is 
present in many tissues, including muscle. The 
action on smooth muscle may be directly on the con¬ 
tractile mechanism or through the carbonic anhy¬ 
drase inhibitory mechanism or both may be opera¬ 
tive at different dose levels, giving a biphasic effect. 


SWEDEN 

Thoracic Surgery Team Tours South America.-A 
group of Swedish surgeons, headed hy Prof. Clar¬ 
ence Crafoord, left in October for a two months 
demonstration tour in South America. The team 
consisted of eight surgeons, a secretary, an operat¬ 
ing room nurse, and two technicians; 1,400 lb. ot 
surgical instruments, including the heart-lung 
machine, developed by Professor Crafoord, Dr. 
Senning, and their technicians, were carried. The 
Elema jningograph, an instrument for the direct 
continuous reproduction of cardiac waves on a mov¬ 
ing tape and used for the registering heart move¬ 
ments and blood pressure, was also taken. The 
team visited Argentina, Brazil, Uruguay, and Chile. 


The Linnaeus Autobiographies.—Five autobiogr>v 
phies were composed at different times by Sweden s 
great botanist, Carl von Linne, who was also a phy¬ 
sician and all-around scientist. At the instigation o 
the University of Uppsala, Malmestrom and Uggis 
collected and edited these autobiographies, win 
are published by Almquist and Wiksell of Stoc' 
holm. Linnaeus was only 27 when he complot60 ss 
first autobiography. His second followed 13 
later. Most of his third and longest autobiograp >5 
was dictated to his disciple, Peter Lofling. A reason 
given for .his fourth autobiography was that as 
newly elected member of the Academy of Scienc 
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in Paris in 1762 he had to present it with a review 
of his life’s work. He may, perhaps, have been pos¬ 
sessed hy vanity, as suggested by tire secretary of 
the French Academy, but he was also driven by an 
urge to get to the root of whatcr’er he studied, and 
his study of himself could not fail to reveal a man 
of gigantic talents. Elected a member of 19 acad¬ 
emies and corresponding with hundreds of fellow 
scientists all over the world, his intellectual indus¬ 
try was prodigious, and if at times he took his hat 
off to himself, his fellow beings should rather fol¬ 
low suit than grudge him this homage to genius. 

Treatment of Delirium Tremens.—Soenske Icikartid- 
ningen for Sept. 26 contains a report on hydroxy- 
dione sodium succinate by several members of the 
staff of the Beckomberga Hospital, which has a 
special department devoted to patients with de¬ 
lirium tremens. Here, various steroids have been 
tested since 1952, but the death rate was high (2 of 
8 patients so treated in one six-month period and 
4 of 14 in another died), ^^6th the introduction of 
hydroxydione, a synthetic steroid with a strong 
sedative and anesthetic action, there were no deaths 
among 15 patients. Tlie present report concerns 
seven particularb’ severe cases treated successfully. 
Tire drug was given as a 0.1 to 0.4% solution with 
5% glucose in Ringer’s solution as a slow intra¬ 
venous drip under continuous supervision by a 
physician. The total amount of the drug varied 
from 1 to 6 Gm., and the treatment was main¬ 
tained for 5 to 22 hours. In every patient profuse 
sweating, muscular twitching, and general tremors 
disappeared soon after the injection was started. 
Thrombophlebitis developed invariably in the re¬ 
cipient vein, but it passed off in a few days without 
special treatment. There were no other complica¬ 
tions. Tliough hydro.xydione is said to reduce tlie 
blood pressure, the general circulation improved 
in this grou]3 of patients. 

Smallpox Vaccination.—According to Dr. A. Esp- 
mark {Svenska lakartidningen, Oct. 3, 1958) tire 
chief hazard of smallpox vaccination is encepha¬ 
litis. This risk is less in Sweden than in many other 
countries, but it is not negligible. In the decade 
1948 to 1957, 25 cases of postvaccinal encephalitis 
were reported with only two deaths, whereas else¬ 
where this disease has sho\vn a case fatality rate of 
about 40%. In Sweden, as elsewhere, those aged 6 
and 7 showed a greater liability to this complica¬ 
tion than did the younger children, but by and 
large the risk after primary vaccination may be put 
as low as 1 in 50,000 in Sweden. Espmark noted 
that recent comparisons of the scarification and 
multiple-pressure methods of vaccination have been 
most favorable for the latter, with 83% effective 
vaccinations as compared with 74% for the scari¬ 
fication technique. The recent introduction of plas¬ 
tic ampuls as containers of vaccine has helped to 
facilitate the dosage and technique of vaccination. 


The Shortage of Physicians and Nurses.—The short¬ 
age of district health officers is so great that 9 of 30 
such appointments are vacant in one county and 9 
of 24 in another. As for the mental hospitals, only 
about 50% of their medical staff are fully qualified 
for tlie posts they hold, half being vacant or held 
by stopgaps. As for the shortage of nurses, it is the 
worst problem confronting medicine at present, 
with whole hospital departments closed for rvant 
of nurses. Yet in Sweden there are 27 schools of 
nursing which in 1957 graduated 1,450 nurses. Two 
services are especially handicapped by this short¬ 
age. The one deals with patients who have chronic 
diseases for whom the calls made on nurses are 
often most exacting. Tlie other is tlie teaching hos¬ 
pital with patients whose ailments may require 
highly specialized nursing and frequent rounds by 
the physicians in charge. Two new schools of nurs¬ 
ing, planned to serve the County of Stockholm and 
the town of Malmo, respectively, will, it is hoped, 
help to relieve the present shortage. 

Treatment of Venereal Disease at Sea.—In the 
Swedish merchant service the care of tlie sick on 
board ship is usually allotted the second mate who 
is required to keep a log of his medical activities. 
He must have had 40 hours of medical training 
before taking his mate’s certificate and another 40 
before his captain’s certificate. About 10 of these 
hours deal with venereal diseases. To find out how 
he has fared with this background, 56 mates from 
Swedish vessels were questioned witli regard to 
their experiences in 1957. Tlieir answers were ana- 
b'zed by Dr. A. Bjornberg and co-workers {Svenska 
lakartidningen, Oct. 3, 1958). In addition to the 365 
men treated for a uretliral discharge, 32 were 
treated for genital sores and 6 for inguinal buboes. 
Penicillin was given in most cases, and it was ex¬ 
ceptional for streptomycin, chlortetracycline, and 
sulfonamides to be given. Only three of the patients 
witli genital sores received more than 1,000,000 
international units of penicillin, so it is probable 
that the dosage was usually inadequate for syphilis, 
but it was presumably adequate for gonorrhea. 
Fourteen mates had given prophylactic treatment 
with penicillin by injection or in tablet form as a 
matter of routine after shore leave, with what were 
presumably dubious results; 15 had neglected to 
advise their patients to undergo a medical check-up 
later; and 16 had failed to keep any record of their 
tlierapeutic activities. The questioning of these 56 
mates left the general impression that stricter rules 
for treating venereal disease on board ship are 
desirable. Prophylactic tinkering should be discour¬ 
aged, and when treatment is given the patient 
should receive an e.xplanatory pamphlet on venereal 
disease and should be advised to obtain a medical 
check-up as soon as possible. Treatment of venereal 
disease by ships’ mates should always be regarded 
as an emergency measure and should not be under¬ 
taken when treatment by a physician is available. 
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TOXICITY OF IPRONIAZID 

To the Editor:—As one of many clinicians who has 
had gratifying and often dramatic results with 
iproniazid in the treatment of depressions and 
melancholia, I welcomed the editorial concerning 
this drug in The Journal (168:50 [Sept. 6] 1958). 
I wish to comment on two points discussed in the 
editorial—dosage in relation to toxicity and the risk 
versus the severity of indication. Concerning the 
first point, the statement that “because the inci¬ 
dence of toxic manifestations (particularly jaun¬ 
dice) may be dependent on dosage” is not borne 
out by the evidence. From a thoroughgoing study 
of the reported incidence of hepatitis and fatalities 
from hepatonecrosis during iproniazid therapy, it 
is unfortunately clear that no dosage-toxicity rela¬ 
tionship can be demonstrated at the present time. 
The implication tlrat only in institutionalized pa¬ 
tients is adequate supervision possible and a maxi¬ 
mal initial dose of 150 mg. warranted is also not 
in keeping with clinical experience. 

Dr. Natlian Kline and I have emphasized re¬ 
peatedly that a starting dose of 150 mg. is, in fact, 
necessary whether the patient is treated in or out 
of a hospital. If an inadequate dose is given, the 
response to iproniazid may be delayed to the point 
of greatly increasing the danger of suicide, thereby 
defeating the very purpose of therapy. In our 
efforts to discover means of eradicating the factors 
tlrat may induce hepatitis, we have found that by 
adjusting the dosage dorvnward soon after treat¬ 
ment is started, it is reasonable to expect the pre¬ 
vention of adverse side-effects; yet it may not be 
possible to prevent these in the rare supersensitive 
patient. 

Weighing the risk against the severity of the 
indication is another case in point. It is worthy 
of mention that, on the basis of the reported sui¬ 
cidal deaths in the United States (an incidence of 
10 per 100,000 in 1956), deaths erroneously re¬ 
ported as accidental, and unknown cases which 
escape diagnosis, it is estimated that more than 
20,000 will destroy themselves this year. It is well 
knoum that many suicides occur among people 
with frank mental illness, notably depressions. In 
a recent British study depression was diagnosed 
in 72.5% of men and 73.8% of women attempting 
suicide in two hospitals in Oxford, England. In an 
American study an analysis of case liistories cover¬ 
ing neurotic, psychotic, organic, and miscellane¬ 
ously classified subjects, a diagnosis of reactive 
depression or of paranoid schizophrenia distin¬ 
guished all suicidal patients. 


In an editorial in The Journal (150:696-697 
[Oct. 8] 1952), calling attention to suicide as a 
leading cause of death, deep moods of depression, 
active conflict, anxiety, and withdrauai resignation 
are emphasized as especially significant in persons 
with suicidal inclinations. If we make the con¬ 
servative assumption that only a third of the 20,000 
estimated suicidal patients for 1958 are suffering 
with some degree of depression we can speculate 
on what might happen if these 6,000 patients were 
placed on therapy with iproniazid. According to 
the present estimated morbidity and mortality fig¬ 
ures associated with iproniazid therapy, a maxi¬ 
mum of two of these 6,000 patients might be 
expected to develop jaundice. These two patients 
then have a 75% chance of surviving hepatitis 
without serious consequences. Let us assume for 
the moment a 10% efficacy of iproniazid treatment 
in depressed patients (and some have claimed 
better than 80% effectiveness of the drug). In that 
case of 6,000 patients, roughly 600 would have a 
chance to survive 1958 without committing sui¬ 
cide, if they were treated with iproniazid. Actually, 
we may expect that many more than the 600 might 
remain alive if iproniazid were administered to 
all who were depressed. 

A comparison with another mode of treatment 
of depressions, i. e., electi-oshock therapy (EST), 
will disclose that the “calculated risk” of mortality 
is markedly less with iproniazid than with EST 
which, as demonstrated by Impastato, is 1 pef 
. 1,000 patients treated with EST. From the most 
reliable statistics available. Jolly estimated ^hat^ 
mortality with iproniazid is 1 in 16,000 to 25,000 
patients under treatment. Thus, according to our 
present knowledge, iproniazid is at least 16 times 
safer than the only other acknowledged treatment 
for preventing suicide in melancholia. Quite apart 
from mortality is the fact that during EST t e 
necessary loss of time from employment (5 or 
weeks) may militate against the patient s retammg 
his job, a factor crucial to eliminating the melan¬ 
cholia and to preserving his life. Furthermore, one 
can hardly ignore the economic factor involve , 
both in the loss of time from work and the tliree 
times higher cost of EST, as compared xw'th tha 
of iproniazid therapy. . . 

Pursuing the argument of extent of risk, if ** 
enlightening to examine the case for tonsillectom}, 
the most common of surgical procedures. Base on 
•several studies, the death rate is reported to 
from 1 in 2,000 to 1 in 10,000. Yet, tonsillectom) 
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is considered a safe procedure. In various otlier 
frequently used medical and surgical procedures, 
mortality is a calculated risk of even a higher order. 

T. R. Ronm, M.D. 

676 Park Ave. 

East Orange, N. J. 

SOCIAL SECURITY-BARGAIN OR BUST 

To the Editor:—The activities of the S5th Congress 
have been fateful ones for the medical profession. 
We have witnessed a budget battle, an economic 
recession, a lifted debt ceiling, plus the menace of 
inflation and a further devaluation of the dollar—an 
atmosphere ideal for perpetuation and e.xpansion of 
the welfare state and the further invasion and par¬ 
tition of American medicine by the federal govern¬ 
ment. The disposition of the Forand Bill in no way 
mitigated the danger, for one can be sure that 
similar bills will be introduced in the near future. 

There are onb' two ways to e.xpand any welfare 
program: one, by larger cash benefits and, hvo, by 
providing greater serx'ice. The only social security 
field not yet e.xploitcd is that of medicine, nursing, 
and hospital care. Even here the door is not se¬ 
curely closed, for Medicare is constantly e.xpanding, 
and fixed fees for serxdces are the pattern of health 
insurance companies. In the 85th Congress more 
tlian 600 such bills were introduced bearing directly 
or indirectly on the profession. Over half dealt 
with amendments to the social security act and 
deferments or exemptions for health and welfare 
pensions. 

If social security is such cheap insurance, why 
would any individual or group oppose it. To illus¬ 
trate, let’s take a young physician under 30 years of 
age. He selects a life insurance policy which meets 
his personal needs and, before signing, knows the 
annual premium and exact benefits and has a 
waiver of premium which will continue coverage 
xvithout further cost should he be incapacitated for 
a prolonged time. To prevent any misunderstand¬ 
ing, he has a written contract backed by the strong¬ 
est laws in the country. Further, his policy may be 
dropped or added to at his oxvn discretion, has a 
definite cash value, and represents a nationally 
acceptable form of collateral. 

By contrast, should compulsory social security 
for physicians become a reality, the same young 
man would become part of a system with an ac¬ 
crued liability of over 300 billion dollars. He would 
have no contract and would be subject, without 
recourse, to changes in both the tax rate and tax 
base. He would be forced to continue contributions 
unless the law was repealed or the system collapsed. 
His so-called insurance would have no cash or 


collateral value, and he could not, as he saw fit, 
indicate the beneficiary if, in fact, there be any at 
all. Being self-employed he would not have the 
advantage of taxes paid on his behalf by an em¬ 
ployer. He would, in fact, be required to pay the 
full employee tax plus one-half of what an em¬ 
ployer would pay. Should he be married and die, 
his widow will receive $225 for burial and nothing 
more until age 62, unless she has children under 
18. Should it be necessary for her to work, her 
earning capacity is limited to a set sum if she is to 
receive benefits. 

The doctor may well ask how all this came about 
and how social security, which was originally in¬ 
tended to provide “a floor of protection” for a small 
group, is now’ a giant threat to personal saving and 
likely to eventually turn the entire population into 
government w'ards in any medical emergency and 
in old age. A clue to the answer may be found in 
the following statement: “Tw'enty years ago soeial 
security w'as thought of as just a guarantee of 
bread. Today most Americans depend on it as the 
foundation of their retirement plans.” Dr. Burrill B. 
Crohn feels that if the constant demand on phy¬ 
sicians to certify people over 50 years of age as 
completely disabled in order to collect social se¬ 
curity continues, w'e’ll make fools of ourselves and 
further bankrupt the social security system. 

Robert B. Marin, M.D. 

85 Park St. 

Montclair, N. J. 

INTERNSHIP 

To the Editor:—Recentiy {]. A. M. A. 168:693-694 
[Oct. 4] 1958), there appeared another article on 
the problem of internships. This problem has been 
stated by all parties concerned except the one most 
important and most inarticulate—the intern. From 
his standpoint, the shortage is fictitious. Hospitals 
w'hich consider him a service will always have 
trouble filling, and nothing can or should be done 
to ease their plight. Actually, they should be re¬ 
moved from the approved list. 

The only really justifiable purpose of the intern¬ 
ship (other than the iatrogenic one of fulfilling the 
law of the state in which one desires to practice) is 
to provide a continuation of practical education. 
This is W'ell worded by Jeghers (New England J. 
Med. 259:718-720 [Oct. 9] 1958): “Didactic knowl¬ 
edge and work experience gained in student days in 
medical school have no permanent value until the 
physician intern assumes the responsibility for their 
application, and is permitted to make independent 
decisions, subject to careful scrutiny by those who 
guide and supervise him.” Hospitals which provide 
this opportunity have no difficulty in “filling” their 
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quota of interns. Indeed, “spots” on the house staffs 
of such hospitals are eagerly, competitively sought 
after. 

There are, however, only two kinds of intern¬ 
ships. One kind is the “teaching” internship—so 
much teaching that the intern has no time to learn 
—lots of conferences, journal clubs, and lectures. 
The other is the “doing” type. In this type he has 
almost unlimited responsibility, is “turned loose,” 
and learns from his errors or stumbles along con¬ 
stantly in error—overloaded with work. In their ex¬ 
tremes, both serve their purpose and usually “fill,” 
each with the types of personalities which uniquely 
fit into such situations. Then there are the intern¬ 
ships which combine the undesirable features of 
each. They provide little or no teaching and little 
chance for actual practice. The word quickly gets 
passed around, and soon these hospitals are experi¬ 
encing the much publicized "intern shortage.” 

The ideal internship would combine the desirable 
features of each. It would be rich in clinical mate¬ 
rial, afford opportunity to assume responsibihty, 
and have an enthusiastic teaching staff for guid¬ 
ance. This internship would fill easily. There are 
too few of these. In fact, I have not found onel 

John H. Koning, M.D. 

2836 The Mall 

Los Angeles 23. 


MISCELLANY 


NOAH WEBSTER-EPIDEMIOLOGIST 
Herbert Thoms, M.D., New Haven, Conn. 

Philatelists who collect stamps bearing a relation 
to medical history should interest themselves in the 
4 cent Noah Webster bicentennial stamp in the 
“Famous American” series placed on sale Oct. 16, 
1958, in West Hartford, Conn., Webster’s birth¬ 
place. Noah Webster’s great contribution to medi¬ 
cine was his study of epidemiology, particularly 
that of yellow fever. It was the terrible epidemic 
of this disease in 1793 in Philadelphia that chiefly 
stimulated his interest in the problem. He had 
observed epidemics in New England before this, 
influenza in 1789 and in 1790 and scarlet fever in 
1793. Webster collected a large part of his data 
by means of circular letters sent to physicians in 
aU parts of the United States and by extensive cor¬ 
respondence with leading teachers of medicine. 

Emeritus Professor of Obstetrics and Gynecology, Yale University, 
and Curator, Yale Medical Memorabilia, Yale Medical Library. 
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By January, 1798, he had collected the literature 
on epidemics throughout the world by visiting Ij. 
braries in New York and Philadelphia and at Har¬ 
vard and Yale. On April 10th of that year he mote 
in his diary, “Begin to write up my Historj’ of 
Epidemic diseases from material which I have 
been three months collecting.” 

The next year, in Deeember, 1799, the “Histor)- 
of Epidemic and Pestilential Diseases” was pub¬ 
lished at Hartford. It had no great popular suc¬ 
cess and the author himself two years later esti¬ 
mated that he was out of pocket some $800 on its 
account. Nevertheless, according to the late C. E, A. 
Winslow,' these two volumes represent the best 
general summary of epidemiologic opinion at the 
beginning of the 19th century. According to this 
autliority, “The first step in any science must, how¬ 
ever, be the stage of observation. Noah Websfei 
labored at this stage of epidemiology. He was dom¬ 
inated by theories which were inadequate and his 
methods of analysis were essentially unsound. In 
both of these respects he represented the age in 
which he lived. He understood, however, the vital 
importance of factual data.” The essence of Web¬ 
ster’s contribution to epidemiology is found in his 
own words, “As facts are the basis of human knowl¬ 
edge, it is of great importance to collect them. 
Tliere are probably in every profession, facts 
enough which occur ever}' year, in our extensive 
country, to constitute a mass of information, if 
collected, equal to what a long life of experience 
would be necessary to acquire for any one man. 
If not collected these useful facts are lost to all 
the profession, except to few individuals; if col¬ 
lected, they condense the knowledge of a whole 
life into the compass of a few hours reading. This 
might be done every year, and what could be 
more useful?” 

Noah Webster was a man of highest vision dur¬ 
ing the years of this country’s greatest e.xpansion. 
He was truly representative of what Edward Weeks 
calls the “bigness of one” at a time when for 
America everytlring seemed to be on the move- 
in education, letters, science, medicine, explora¬ 
tion, and political life. This has been called our 
golden era, times that produced great men an 
vice versa, but no one outshone Noah Webster 
in his ability to bring his advanced thinking into 
practical application. He believed in a glorious 
future for his country and spent his life doing 
something about it. 

Webster’s studies in epidemiology were ma e 
when he was in so-called retirement but never 
was a word so misused. In 1798 he had given up 
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his editorship of The American Minerva (later The 
Commercial Adverlizer) which had kept him in 
New York for the prc\'ioiis five years. He had 
come to New Haven to devote himself to what 
he called literary pursuits. To be listed among 
these activities was serving in the General Assem¬ 
bly for nine sessions (1800-1807), as Councilman 
of New Haven (1799-1804), as Alderman (1806- 
1809), and as Judge of the County Court from 
1806 to 1810. In 1812 he removed to Amherst, 
Mass., and it was not long before he was serving 
as a member of that commonwealth’s General 
Court (1814,1815, and 1817). 

By 1822 Noah M^ebster was back in New Haven, 
and here until his death in 1843 he made his home. 
His house, formerly on Temple Street, is now one 
of the buildings reassembled at Greenfield Village, 
Dearborn, Mich. 

Robert French' gives us this picture of his final 
years; 

It was a full life on the whole, whicli tliis homespun 
scholar made for himself, with the gay .serenity of Becea 
(his wife) smoothing the sharp edges of his individualism. 
He was si.\ty-sL\ when he finished his dictionary, and he 
gave the rest of his life to the labor of revision, getting out 
one furtlier edition before his death. He died while still at 
work upon his great book, on the eighth of May, in 1843, at 
the age of eighty-four. As we look back upon the labor he 
performed, his slight figure, in the sober black, he seems to 
grow larger and to take on richer colors. This little man, too, 
was one of tire giants of our early history. By his sole 
strengtlr he wrought great things, in the face of many diffi¬ 
culties, and built his personality into the foundations of our 
country. 

It is interesting tliat the towm of West Hartford 
has given birtli to two distinguished epidemiolo¬ 
gists, neitlier of whom practiced medicine nor had 
a degree of doctor of medicine, Noah Webster and 
William Thompson Sedgwick. Both were Yale 
graduates, Webster in 1778 and Sedgwick almost 
a century later in 1877.“ 

As an epidemiologist Webster has specific interest 
for those of us in medicine, but be is kno\vn 
world-wide as our greatest lexicographer. At vari¬ 
ous times in his career he was soldier, schoolmaster, 
lawyer, lecturer, journalist, editor, legislator, and 
statistician. 

Fortunately for Noah Webster, in his “retire¬ 
ment” he was financially secure due to the publi¬ 
cation of his famous spelling book. Some idea of 
this best seller can be gained from the fact that 
by 1865 its sales had reached 42 million dollars. 
Nothing very spectacular about Webster’s college 
career has been recorded except the day when 
Washington visited New Haven on his way to 
take command of the American Army before Bos¬ 


ton, on which occasion Webster played a fife for a 
company of students that escorted him to the edge 
of town. At another time, a year before bis gradu¬ 
ation in 1778, he marched as a volunteer in his 
father’s militia company against Bmgoyne, being 
met on the way by news of his surrender. 

On leaving college Webster taught school in 
Hartford, at the same time reading law, and was ad¬ 
mitted to the bar in 1781. As no openings in that 
profession seemed to appear, in May, 1782, he 
opened up a select school at Sharon, Conn., and 
later taught at Goshen, N. Y. It was in the latter 
place that he began tbe compilation of elementary 
textbooks for teaching the English language, the 
spelling book, grammar, and reading book, which 
were to make his name a household word. In 1783 
he was back in Hartford arranging for the publica¬ 
tion of these works. His teaching days were not 
over, for he spent the year of 1787 at Philadelpliia 
at an Episcopal academy. Two years later he was 
back in Hartford, this time as a lawyer, and in 
1789 he married Rebecca Greenleaf of Boston. In 
1793 he removed to New York to the editorship 
which has been mentioned. 

In the revision of his most famous work, the dic¬ 
tionary', he had assistance from many quarters. For 
us it is interesting that two of his more important 
collaborators were Dr. Thomas Miner of Middle- 
town, “perhaps the most learned physician in New 
England,” and Dr. James Gates Percival of New 
Haven, the astonishing linguist, physician, geolo¬ 
gist, and poet. The former was co-author with Wil¬ 
liam Tully of the widely read “Essays on Fevers.” 
The latter devoted some years to the reading of 
proof sheets of Webster’s dictionary' and, according 
to his ow'n testimony, took more pleasure in the 
work than anything else that he did in his e.xtraor- 
dinary and complicated life. 

The Webster likeness on the new stamp is a 
reproduction of a lithographed print of a painting 
by James Herring (1794-1867), a London-born 
American artist who did a number of canvases of 
Webster. It was engraved by George Parker of 
the Bureau of Engraving and Printing. 
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BUSINESS PRACTICE 


This is the seventh in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 

PROVIDING GOOD MEDICAL SERVICE 

a doctor has equipped his new ofBce, be 
must set up the kind of operation that will enable 
him to provide the best medical service including 
systems to assure telephone accessibility; receive 
patients and make appointments; record medical 
information; and provide laboratory and diagnostic 
sers'ices. 

Telephone Accessibility 

The telephone has become the lifeline to a phy¬ 
sician’s practice. Unless patients can get in touch 
with their doctor quickly, valuable minutes can be 
lost with tragic consequences and the kind of rap¬ 
port a physician seeks to develop noth his patients 
destroyed. In the earl)' days of his practice, the 
sound of the telephone is a happy one to a doctor— 
eventually he may come to regard its ringing less 
joyfully. But he is bound to it by his profession; it 
is an ear-oriented radar on which his comings and 
goings are traced by his patients, the hospital, and 
his family. 

Like the installation of any other piece of ofiBce 
equipment, the physician will want to give thought 
to placing telephones where they are most easily 
accessible. Even though he may not employ a re¬ 
ceptionist to take incoming calls during the early 
days of his practice, he will want to provide for the 
day when he does. Placement should assure a maxi¬ 
mum of privacy for all conversations. The telephone 
company can offer good suggestions regarding in¬ 
stallation and placement. There is also some special 
new equipment—devices to cut down conversational 
carry-overs and receiverless phones which the phy¬ 
sician may also wish to investigate. 

To cover his practice around the clock, the phy¬ 
sician probably will want to subscribe to some form 
of telephone answering service. Such services an¬ 
swer all calls phoned to the doctor’s office after 
offiqe hours via a special outside switchboard. When 
the doctor leaves his office, he telephones the an¬ 
swering service and asks them to take over his calls, 
notifying the switchboard about where he can be 
reached in an emergency. The answering service 
records infonnation on all calls and relays messages 
to the M.D. 

There are various kinds of telephone answering 
systems, some commercially operated, others run by 
medical societies. The reliability of an answering 
service should be checked before subscribing to it. 


J.A.M.A., Nov. 29, 195 s 

Special equipment is also available in areas where 
no answering services exist A recording device can 
be secured and attached to the office telephone 
which automatically answers the phone and notifies 
the caller that the doctor is out. A recorded voice 
invites callers to leave a message, or the doctor him¬ 
self, may record a message which he dictates into 
the machine before he leaves and which is relayed 
mechanically to all callers. Some physicians in iso¬ 
lated sections even are installing radio equipment or 
mobile telephone systems in their cars so that mes¬ 
sages can be transmitted to them while they are in 
transit. In a few large cities, a service “pages” a 
physician with a tone signal from a small pochet 
receiver he carries with him. Tire signal sounds to 
notify him to call his home or office for messages. 
All these plans are part of an effort by the medical 
profession to make sure a patient can reach his own 
doctor or secure substitute medical service in an 
emergency. 

Formal medical society emergency programs, 
utilizing various telephone answering system ar¬ 
rangements, are being conducted in many parts of 
the United States. Via tliese programs, the medical 
society either locates the patient’s own doctor or 
puts the caller in touch with anotlier physician who 
will accept an emergency summons. Usually all 
members of a medical society, regardless of spe¬ 
cialty, are asked to serve on the society’s emergency 
call panel for a night, a 24-hour period, or other 
short intervals; that is, they are asked to stand by 
during these times to take emergency calls from 
persons who cannot reach their own doctors or who 
have no physician of their own. Many medical so¬ 
cieties rely on new physicians to help operate such 
emergency call programs since younger men have 
more time available. The acceptance of emergency 
calls from persons without doctors may also help to 
build the practices of younger men. 

Phone Book Listings.—The county medical so¬ 
ciety can inform a physician of the custom locally in 
regard to listings in the telephone directory. In 
some places physicians are listed by name only; in 
others, specialty listings are customary. Many doc¬ 
tors list both their office and home phones, but it is 
possible to arrange with the telephone company to 
divert office calls to a physician’s home when the 
office does not answer. This enables a physician to 
retain a certain degree of home privacy, yet gives 
him round-the-clock telephone coverage. 

The importance of utilizing the telephone prop¬ 
erly cannot be overestimated in medical practice. 
The telephone should never be left unattended, 
pad and pencil should always be placed beside it so 
that all messages can be jotted down. Courtesy 
should be a telephone hy-word in the medical office 
and techniques for handling all calls worked out te 
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the best public relations manner. Additional tips for 
telephone technique can be secured from the 
A. M. A.’s Department of Public Relations and from 
its publications, such as "Rx Public Relations” and 
“Winning Ways with Patients,” available on request. 

Receiving Patients and Scheduling Appointments 

Even though a new physician cannot always ar¬ 
range for a full-time receptionist to greet all callers 
to his office, he should work out some means of wel¬ 
come. He himself may be busy with otlier patients 
in the inner office and be unaware that someone has 
entered the reception room. Patients who enter a 
deserted waiting room are uncertain of how to sig- 
• nal the doctor that they have arrived. A register in 
the reception room with a sign saying, “Please sign 
tire register when you arrive. Doctor ssull see you 
shortly,” or, ‘Tlease ring the bell for tire reception¬ 
ist and be seated. The doctor will see you in a few 
minutes,” is reassuring and the next best thing to a 
personal welcome. 

The doctor who employs a receptionist should 
train her in tlie art of welcoming patients. Her desk 
should be placed so that sbe can see all newcomers 
yet converse wtlr patients witlr some degree of 
privacy. 

Seeing Patients on Schedule.—Althou^i some 
physicians in rural areas still prefer to hold “gen¬ 
eral office hours,” more and more medical men 
today work by appointment system. Even though 
emergencies make it difficult to conform to a rigid 
appointment schedule, a flexible system is more 
widely accepted today for several reasons: 1. Tire 
doctor can make more efficient use of his own time 
when he works according to a prearranged sched¬ 
ule. 2. He can see more patients with less strain. 
3. He can work with a smaller, less costly reception 
room when he does not have to accommodate all 
the patients who arrive under a "general office 
hours” system. 4. He saves tire patients considerable 
waiting time and thus eliminates one of the biggest 
complaints about the medical profession. 

Good management calls for making the best use 
of your time. Efficient scheduling of appointments 
reduces the strain on the doctor and increases his 
ability to give his patients the best medical service. 
A professional management official reports that a 
physician who s\vitched to the appointment system 
saw one-third more patients in a month’s time than 
previously, but he was not aware of it because he 
did not feel pushed. 

Here are some tips for scheduling appointments 
efficiently: 1. Arrange office hours to fit community 
needs. Some doctors hold evening office hours t\vo 
or three times a week for the convenience of work¬ 
ing patients. 2. Schedule all appointments tactfully, 
considering the patient’s desires. 3. Use an appoint¬ 


ment book marked off in given time intervals. Ad¬ 
just the schedule to fit the practice, allowing ample 
time for various types of visits, such as first visits, 
check-ups, specified procedures. 4. Don’t make 
conflicting appointments. 5. Don’t overcrowd the 
schedule. Allow two or three ‘breathers” during the 
day for catching up or resting. 6. Schedule house 
calls realistically at hours not conflicting wth office 
hours. 7. Fit referred patients and patients without 
appointments into your schedule as best you can. 
8. When it is necessary to refuse an appointment, 
always explain why. 9. Wlien an emergency takes 
the doctor out of the office, explain the situation to 
waiting patients; give them the choice of waiting or 
returning at another time. 10. If it is necessary to 
cancel an appointment, notify the patient and make 
a new appointment. 11. Give the patients ^\'ritten or 
oral reminders of appointments. 

Every physician wants his patients to feel tliat, 
when tliey really need him, he is available. But he 
must impress on his patients that the emergency 
should be a real one, not merely an excuse for not 
having made an appointment. Botli the physician 
and his receptionist must leam to evaluate all so- 
called emergency calls properly. Some calls can 
wait until morning; others require immediate atten¬ 
tion. Best advice for new physician: when in doubt, 
check it out! 

Medical Records 

To preserve all the necessary information about 
patients, tlieir illnesses and treatments given or rec¬ 
ommended, the physician must maintain accurate, 
detailed medical records. Good records not only 
protect tire patient, assuring continuity to his care, 
but protect the physician should he have to go to 
court in connection with a professional liability or 
insurance action. 

Medical records provide a continuous story of a 
patient’s progress. To the physician’s own case his¬ 
tory are added reports of laboratory tests, x-rays, 
and other data completing the medical picture. All 
this information provides important clues to diag¬ 
nosis and treatment. 

Types of medical records vary, depending on the 
doctor’s specialty. For example, the general prac¬ 
titioner and internist wiU keep more detailed rec¬ 
ords than the dermatologist or radiologist, who may 
see a patient only on a referral basis. Printing com¬ 
panies offer a variety of record forms. 

In offices where detailed histories are not neces¬ 
sary, cards of various types can be used to record 
vital information. On these cards such information 
as the patient’s name and address, chief complaint, 
onset and course of the condition, and findings of 
physical examinations and laboratory tests, as well 
as diagnosis and treatment, can be listed. 
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Space is limited on such cards, and consequently 
more medical offices are using letter-size forms on 
which more information can be recorded. Forms 
designed for various specialties can be obtained, 
though some physicians prefer to draw up their 
ovm forms and have them printed to order. Some 
doctors do not use a printed form but develop an 
outline for taking case histories. The information 
secured from patients is later typed on regular 
paper and filed. 

^^dlatever form of medical record a physician 
adopts in his office, it should contain the following 
kinds of information: 

1. General information about the patient: full 
name (correctly spelled), home and office address, 
telephone number, date of first visit, age, marital 
status, occupation, name of person responsible for 
the medical bill, and the name of the person who 
referred the patient. 

2. Information about the patient’s past medical 
history: illnesses, operations, physiological defects, 
allergies, and personal health habits. 

3. Information about tlie patient’s family: physi¬ 
cal condition of members of his family, past ill¬ 
nesses or diseases of individual members, and 
causes of death of family members. Such informa¬ 
tion may show important heredity patterns. 

4. Patient’s oum complaint: symptoms, nature of 
pains and duration, exact, brief account of onset, 
any self-treatment the patient gave himself, report 
of other medical treatment he may have secured 
previously for the same condition, and his opinions 
about possible causes for his troubles. 

5. Reports of physical examinations and labora¬ 
tory and x-ray findings. Special forms for recording 
findings on physical examinations are available, and 
reports of other tests, often recorded on various 
colored slips should be attached to personal his¬ 
tories. This t)q)e of information varies uatli specialty. 

6. Diagnosis: physician’s evaluation, based on all 
information and examination findings. 

7. Treatment prescribed and results obtained: 
suggested treatment, instructions to patient regard¬ 
ing follow-up treatment within a specific period of 
time, information on patient’s progress after each 
visit, any changes in therapy or medication, and 
patient’s own report about his condition, as well as 
date of discharge. This information is particularly 
important in the event of malpractice actions. 

Medical records should also carrj^ information 
about advice or reports given by telephone and 
notations should always be made during house calls 
which can be transferred later to the office record. 

A daily procedure for record-keeping should be 
established early in a doctor’s practice. Experience 
has proved that it is best to separate medical and 
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financial records kept on each patient. Although it 
may appear to be simpler to record both kinds of 
information on one card to save the e.xtra handling 
the possibihties of losing records, and the added 
inconvenience when the doctor and his aide com¬ 
pete for it at billing time are factors against a one- 
card system. Furthermore, the confidential medical 
record should not be exposed to individuals who 
some day may be examining the doctor’s accounts. 

Medical records should be filed where they are 
easily accessible, with all information about each 
patient organized in an individual folder carrying 
his or her name. Some physicians microfilm medical 
records for easier storage. It is advisable to investi¬ 
gate and compare the cost of standard filing cabi¬ 
nets of fireproof design. 

Filing space should be considered in terms ol 
estimated practice growth over a period of appioxi 
mately 10 years. It is wise to tighten up the filing 
system periodieally by weeding out “dead” materia 
and storing it elsewhere. 

Files should be placed out of the reach of pa 
tients’ eyes. Lack of privacy is.one disadvantage t( 
low-cost, space-saving, open shelf filing in which 
envelopes of case, histories are stacked upright or 
flat on cabinet tiers. Some office equipment manu¬ 
facturers, however, offer such cabinets with shields 
for security. Sometimes it is desirable to use a 
numerical system with patients’ names coded to 
assure files remain confidential. 'This is especially 
important when files must be located in the recep¬ 
tion room. 

Medical records belong to the physician, not the 
patient. They are his own notes. Such information 
or laboratory reports should be transferred only to 
doctors to whom patients are referred. Some physi¬ 
cians, however, give patients copies of certain rec¬ 
ords so that they can maintain a personal health 
record. This is done to encourage continuous atten¬ 
tion to good health. The A. M. A. now provides a 
family health record booklet and a health identifica¬ 
tion card free of charge in quantity to physicians 
for their patients. 

Laboratory and Other Diagnostic Services 

Early in his practice, the new physician will want 
to establish contact with a reputable laboratory ® 
with otlier agencies which provide necessary nlh 
medical services needed by his patients. He nso 
should find out as much as possible about e 
various medical facilities offered in his community! 
since tliese services, along with laboratory serwces, 
are an integral part of providing good jnemca 
service today. Once again, the county medical so 
ciety can ■ guide him in making the selection 0 
proper, recognized facilities and securing informa 
tion about services available locally. 
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INTERNAL MEDICINE 

A Study of the Effects of Type A (Asian Strain) 
Influenza on the Cardiovascular System of Man. 
J. Walsli, G. E. Burch, A. White and otliers. Ann. 
Int. Med. 49:502-528 (Sept.) 1958 [Lancaster, Pa.]. 

The authors report on 12 male and 22 female 
patients, between the ages of 12 and 70 years, who 
were admitted to the Charity Hospital of Louisi¬ 
ana, in New Orleans, during the height of the 
epidemic of Asian influenza in July and August, 
1957, and in whom the diagnosis of Asian influenza 
was readily established on the basis of clinical data 
alone. Laboratory confirmation was also obtained 
in 30 of the 34 patients. The 34 patients were 
divided into 2 groups. The first group consisted of 
30 patients with typical influenza uncomplieated 
by clinically evident cardiovascular disturbances. 
The second group consisted of 4 patients witli in¬ 
fluenza complicated by clinically significant cardio¬ 
vascular disturbances. 

In 26 of the 30 patients without clinically sig¬ 
nificant cardiovascular complications, specific diag¬ 
nostic tests, such as roentgenologic e.vamination, 
hematological studies, bacterial agglutination tests, 
hepatic and renal function tests, lumbar puncture, 
determinations of serum enzjnnes, fluid and elec¬ 
trolyte studies on urine specimens, and broncho- 
scopic examination, substantiated the diagnosis, 
with the usual reservations concerning the diag¬ 
nosis of viral diseases. At the height of the illness 
23 (about 75%) of the 30 patients had digital vaso¬ 
constriction as well as abnormalities of the T wave 
in the standard electrocardiogram and of the 
QRSsE-loop in the spatial vectorcardiogram. These 
changes usually disappeared witli convalescence. 

Of the 4 patients with clinically significant car¬ 
diovascular complications of Asian influenza, 2 had 
rheumatic mitral stenosis. Severe infection in a 
patient wth mitral stenosis and sufficient impair¬ 
ment of cardiac reserve or a critically reduced 
mitral orifice can produce cardiac insufficiency. 

The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library, American Medical Association.” Periodical files 
cover 1949 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicab pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


and that was probably true in one of these patients. 
Dyspnea and orthopnea which occurred in the 
second patient suggested congestive heart failure, 
but they subsided with bed rest, restricted intake 
of salt, and administration of mercurial diuretics. 
The third patient, a pregnant woman, almost died 
within 24 hours of the appearance of the first 
symptoms of influenza. At the height of her illness 
she appeared to have acute pulmonary edema. 
Energetic therapy was effective, and no residual 
damage was observed. The fourth patient had a 
severe attack of acute rheumatic pancarditis, com¬ 
plicated by congestive heart failure. This attack 
may have represented reactivation of rheumatic 
fever by an unconfirmed streptococcic infection 
complicating influenza, or smoldering rheumatic 
activity that manifested itself as a result of the 
influenzal infection. The influenzal infection seemed 
to be of considerable importance in producing the 
cardiac manifestations. 

The Syndrome of the Suspended Heart. B. A. 
Bradlow and M. M. Zion. Lancet 2:501-503 (Sept. 6) 
1958 [London]. 

The occasional finding of abnormal electrocardio¬ 
grams in patients without manifest cardiac disease 
may cause much difficulty, since without autopsy 
evidence of a strictly normal myocardium one can¬ 
not state that the electrocardiographic disturbance 
is not associated with heart disease. In 1957 Evans 
and Lloyd-Thomas, under the title of “the syndrome 
of the suspended heart,” presented evidence of the 
association of certain specific electrocardiographic 
“abnormalities” with a particular radiologic con¬ 
figuration of the heart. The authors present 3 
further cases of the “syndrome of the suspended 
heart.” One patient was a 12-year-old girl; the sec¬ 
ond was a 24-year-old woman; and the third was a 
41-year-old man. 

The electrocardiograms of these patients showed 
abnormal S-T segments and T waves, suggesting 
infarction of the lateral and posteroinferior portions 
of the left ventricle, or of left ventricular strain 
without abnormal voltages. Roentgenologic exami¬ 
nation showed a heart that, during deep inspiration, 
appeared to be suspended between the vascular 
pedicle above and the inferior vena cava below.. 
If the electrocardiograms discussed by Evans and 
Lloyd-Thomas were normal and associated with a 
peculiar stance of the heart within tlie thorax, it 
might be expected that the changes might be found 
even in children, as was the case in 1 of the 3 
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patients presented. The true incidence of this 
syndrome in a population cannot be known with¬ 
out mass surveys, but recognition of the benign 
nature of the electrocardiographic findings is im¬ 
portant for the sake of reassurance of the patient 
and for the question of insurance. Case 2 indicates 
that the degree of electrocardiographic "abnormali¬ 
ty” may be considerable. 

Brucellosis and Heart Disease: III. Chronic Valvu¬ 
lar Heart Disease Following Nonfatal Brucellosis. 
T. M. Peery and J. M. Evans. Ann. Int. Med. 
49:568-579 (Sept.) 1958 [Lancaster, Pa.] 

Having noted the frequency and chronic nature 
of endocarditis of the aortic valve in patients with 
fatal brucellosis, the authors searched for evidence 
that similar lesions may occur in patients who 
survive their infection. They report on 5 men and 
5 women in whom a clinical diagnosis of brucel¬ 
losis was made at the average age of 40.7 years and 
a diagnosis of heart disease was established at the 
average age of 51.5 years. In some of the 10 patients 
the diagnosis of brucellosis was based on serologic 
data; in others the evidence was circumstantial; 
in none was there a record of positive culture of 
Brucella organisms. By investigating those pre¬ 
senting with evidence of calcific aortic stenosis, 4 
of the 10 patients were detected in whom an in¬ 
fection diagnosed as brucellosis preceded the 
recognition of valvular heart disease. Conversely, 
by studying those in whom a diagnosis of brucel¬ 
losis had been made previously, chronic valvular 
heart disease was uncovered in the remaining 6 
patients. The aortic valve was affected in 9 of these 
10 patients. Six patients died at the average age of 
59.5 years, and the remaining 4 are believed to be 
alive. The cases of these patients show tliat 
endocarditis due to brucellosis is not necessarily 
fatal during the phase of active infection, but has 
a natural tendency to heal. They provide the miss¬ 
ing link in the chain of evidence which connects 
brucellar endocarditis with calcific aortic stenosis. 

Treatment of Tuberculosis of Cervical Lymph 
Nodes. P. C. Schmid. Miinchen. med. Wchnschr. 
100:1279-1285 (Aug. 29) 1958 (In German) [Munich]. 

Selection of the proper treatment in patients with 
tuberculosis of the cervical lymph nodes depends 
on differentiation between the primary lymphog¬ 
enous and the secondary hematogenous form of 
the disease. Treatment by the conservative method 
may be effective only in the early stage of the 
disease in the absence of caseation, or with slight 
caseation. Fistulas will form sooner or later in 
nodes with lymphomas, a size larger than a cherry, 
in which caseous necrosis has occurred. Lymph 
nodes, in which the tuberculous process may have 
reached a quiescent stage as the result of copious 
calcium deposits, may again become active and 
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progressive, even after many years. In patients with 
this type of lesions, the radical removal of the in¬ 
fected lymph nodes, combined with prophylactic 
administration of antibiotics, preoperative treat¬ 
ment with antiphlogistic and antibacterial agents, 
and postoperative treatment with tuberculostatic 
drugs, is the method of choice. The treatment of 
patients with secondary hematogenous tuberculosis 
of the cervical lymph nodes depends on the under¬ 
lying disease, which is usually localized in the lung, 
and therapy generally consists of the administra¬ 
tion of chemobiotic agents. Tonsillectomy is in¬ 
dicated only in patients in whom the tonsils have 
been altered by chronic inflammation. Tonsillec¬ 
tomy should be carried out before the removal of 
the lymph nodes in patients with simple lym¬ 
phomas, and it should be performed after the re¬ 
moval in patients with lymph nodes which are no 
longer firm and in which abscess formation has 
occurred. Roentgenotherapy should be considered 
merely as a complementary measure to reduce peri¬ 
focal inflammation in small and simple lymphomas, 
and to prepare the patient for surgical treatment. 
Many workers believe that roentgenotherapy has 
become unnecessary since the advent of chemo¬ 
biotic therapy. 


Emphysema and the Lungs of the Aged: A Ciim’cal 
Study: Preliminary Report, E. Mayer, C. Blazsik 
and I. Rappaport. Dis. Chest 34:247-256 (Sept.) 
1958 [Chicago]. 


This study is an analysis of the prevalence and 
the distinguishing features of emphysema in the 
aged. It is in progress at the Frances Schervier 
Home and Hospital in New York. Of 420 men and 
women residents, the majority (88%) are admitted 
to the home in so-called normal health for their 
age. A minority (12%) are admitted as patients to 
the hospital division. Eighteen patients with pul¬ 
monary emphysema were found, of whom all but 
3 were men, emphysema being predominantly a 
disease of men regardless of age. In contrast to this, 
women showed a tendency toward changes jn the 
lungs and chest due to aging, namely, senile 
lung,” which, however, is not a clinical entity- 
Older persons with so-called senile lungs have 
practically no symptoms or signs of pulmonaq 
disease. Their lungs are quite efficient within the 
increasingly restricted range of activity which na¬ 
turally goes with progressive aging. In the series 
studied the diagnosis of senile lung was made on y 
in the absence of symptoms and signs pertaining 
to obstructed breathing and hyperinflated lungs- 
Preliminary study of emphysema in the aged ga)® 
support to the validity of the concept of son ® 
lung versus senile emphysema. Aging is associa 
with changes which result in the senile lung, 'fnos® 
changes became clinically demonstrable mos ) 
after age 80 and predominantly in women. Among 
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older persons who hud led u life of vigorous activ¬ 
ity, especially men, senile lung changes were de¬ 
layed or absent. Atrophy through disuse probably 
plays a role in the changes of the senile lung. 

The term "senile emphj'sema,” appears to be a 
misnomer. Emphysema presents the same features 
in the aged as in the young. In older emphysema¬ 
tous persons, the clinical signs and symptoms of 
obstructive breathing are present, and the thorax 
is overdistended. In the truly senile state, the chest 
and lungs show loss of structure and contraction in 
volume, but tlie functions appear sufficient for older 
persons with reduced activities. Senile lung changes 
may predispose to a late and rapid onset of em¬ 
physema under such pathological conditions as 
congestive failure or bronchopulmonary infections, 
which tend to increase the functional burden upon 
the heart and lungs. 

Subacute Hepatic Necrosis and Postnecrotic Cir¬ 
rhosis Due to Anicteric Infections with the Hepati¬ 
tis Virus. G. Klatskin. Am. J. Med. 25:333-358 
(Sept.) 1958 [New York]. 

The author reports on 8 women, behveen tlie 
ages of 42 and 66 years, and 1 34-year-old man who 
were selected from a group of 69 patients with 
subacute hepatic necrosis and/or postnecrotic 
cirrhosis and in whom the disease appeared to have 
its inception in an attack of anicteric ^^ral hepatitis. 
Biopsy specimens were obtained from each of tlie 
9 patients sufficiently early in tlie course of the 
disease to show the characteristic histological fea¬ 
tures of viral hepatitis. With one exception, all the 
patients were middle-aged or elderly women. 
Characteristically, the onset of the disease was 
relatively abrupt, with nonspecific constitutional 
and gastrointestinal complaints, but was followed 
within a period ranging from 2 to 18 mondis by the 
appearance of frank signs of chronic liver disease. 
Jaundice occurred late in 8 of the 9 patients, be¬ 
coming evident within 3 to 55 months from the 
onset. Often it was accompanied by dark urine, 
light stools, pruritus, and markedly elevated serum 
alkaline phosphatase level, features that frequent¬ 
ly were misinterpreted as evidence of extrahepatic 
biliary obstruction. In addition to the elevated 
serum alkaline phosphatase level, marked serum 
globulin concentration and high levels of thymol 
turbidity were helpful diagnostic clues. The disease 
tended to run an intermittently progressive course 
that was little affected by dietary measures and 
rest in bed and that terminated fatally in 5 of the 
9 patients. 

Women predominated not only among these 
patients but also among those with an acute or 
insidious onset of the disease without jaundice 
whose cases were reported by other workers; it 
shows that females at all ages are peculiarly sus¬ 
ceptible to the anicteric form of viral hepatitis that 


produces subacute hepatic necrosis and postnecrotic 
cirrhosis. Anicteric infections by the hepatitis virus, 
which are readily overlooked or misinterpreted, 
may be responsible for many cases of otherwise 
unexplained cirrhosis and particularly those of the 
classic postnecrotic variety that occur in women. 

Needle Biopsy of the Liver: Comparison of Initial 
Clinical and Histological Diagnoses, with a Note 
on Postbiopsy Mortality in Patients with Metastatic 
Neoplasm, C. J. Fisher and W. W. Faloon. Am. J. 
Med. 25:368-373 (Sept.) 1958 [New York]. 

The audiors report on 341 patients on whom 408 
needle biopsies of the liver were performed be¬ 
tween 1950 and 1957. The results of the biopsy 
were of positive diagnostic significance in 226 
patients, and in the remaining 115 they were either 
normal or revealed nonspecific changes. The initial 
clinical diagnosis was proved correct in 201 
patients. In 26 patients, the biopsy revealed fatty 
metamorphosis when the clinical impression was 
that of cirrhosis; in these patients the clinical diag¬ 
nosis cannot be considered to be in gross error. 
However, in the remaining 114 patients (33.4%) 
the clinical impression was subsequently changed 
by the biopsy. In 12 patients extrahepatic biliary 
obstruction was suspected clinically but was not 
confirmed on biopsy. In an additional 8 patients 
biopsy revealed extrahepatic obstruction which was 
not suspected clinically. In these patients the 
biopsy was of great aid in determining the need 
for surgery. In 30 patients metastatic carcinoma 
was clinically diagnosed but not found at biopsy, 
while in 14 patients biopsy revealed metastatic 
carcinoma which was not clinically suspected; 
thus, in 44 patients the prognosis was altered due 
to the fact that an unsuspected malignancy was 
found or that an expected malignancy was not 
found. In the remaining 50 patients neither the 
therapy nor the prognosis was greatly altered by 
the biopsy findings, although the histological in¬ 
terpretation was not the same as the clinical diag¬ 
nosis. The histological diagnosis as established by 
needle biopsy was proved by laparotomy or autopsy 
to be erroneous in 8 patients. Errors in diagnosis 
probably occurred in 3 additional patients as re¬ 
vealed by the cytological study of ascitic fluid and 
sputum. 

Biopsies were not performed on patients with a 
known hemorrhagic disorder or severe anemia. 
Despite these precautions death occurred in as¬ 
sociation with hemorrhage in 5 patients, represent¬ 
ing a mortality rate of 1.5%. Four of these patients 
had metastatic carcinoma of the liver, which was 
found in biopsy specimens. These 4 patients be¬ 
longed to a group of 33 patients with metastatic 
carcinoma who underwent biopsy. Thus, the mor¬ 
tality rate in the presence of metastatic carcinoma 
was 12%. These data suggest that percutaneous 
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needle biopsy is potentially dangerous in patients 
with suspected malignant disease of the hver. 
Surgical biopsy with the aid of local anesthesia in 
such patients may be a preferable procedure, 
having the advantages of adequate visualization 
of the liver and thereby reducing the number of 
false-negative results as well as decreasing the in¬ 
cidence of uncontrolled hemorrhage. 

Alcohol Sensitivity in Hodgkin’s Disease (Report of 
Two Cases). D. N. Tweeddale, J. B. Whelan and 
F. L. Browning. Ohio M. J. 54:1165-1167 (Sept.) 
1958 [Columbus]. 

A 50-year-old woman first noticed enlarged right 
cervical lymph nodes in September, 1954. These 
were painless and seemed at times to disappear. 
In August, 1955, she had an acute flare-up of in¬ 
flammatory rheumatism, which subsided under 
treatment. After this, the enlarged cervical nodes 
became barely palpable. She was seen again in 
February, 1956, with a right-sided lobar pneu¬ 
monia. At this time the cervical nodes were again 
enlarged, but after recovery from the pneumonia 
they decreased in size. Four months later, when the 
cervical nodes became enlarged again, biopsy re¬ 
vealed a proliferative, inflammatory, glandular 
hyperplasia. The patient began to lose weight, be¬ 
came short of breath on the least exertion, had 
dizzy spells and a very rapid pulse, and had no 
appetite or pep. At this time she noticed that, 
whenever she imbibed alcohol, there occurred pain 
in the back that radiated into the abdomen. It was 
so severe that she voluntarily abstained from 
alcohol. The pain commenced about 5 or 10 min¬ 
utes after alcohol ingestion. It started as a dull ache 
in the lower part of the back and increased in 
intensity until it girdled the abdomen. This lasted 
about 1 or 2 hours and then gradually diminished. 
About one week before the patient was admitted 
to the hospital, she experienced the same reaction 
after a second dram dose of elixir of butabarbital 
(Butisol) sodium. She was rehospitalized in January, 
1958, and a diagnosis of Hodgkin’s paragranuloma 
was rendered. She was then given a course of deep 
x-ray therapy to cervical and retroperitoneal lymph 
nodes, after which all enlarged and palpable nodes 
practically disappeared. About 10 days after ther¬ 
apy she was encouraged to try a martini, which 
she did, with none of the aforementioned symp¬ 
toms. 

The second patient presented was a 27-year-old 
woman, who consulted her physician because of 
difficulty in swallowing, pain under the left shoul¬ 
der blade after the ingestion of alcohol, and en¬ 
largement of the neck. Her symptoms had been 
present for 3 months. She stated that severe, sharp 
pain beneath the scapula commenced about 10 
minutes after alcohol ingestion and lasted for 2 or 
3 hours. Biopsy of one of the nodes revealed a 
t>T)ical Hodgkin’s granuloma. 
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The authors briefly review the literature on 
alcohol sensitivity in Hodgkin’s disease, pointing 
out that the commonest manifestation of alcohol- 
induced sensitivity in Hodgkin’s disease is pain; 
however, generalized pruritus, cough, a sense of 
suffocation or oppression in the chest, increase in 
size of nodes and fever, and a generalized feeling 
of ill health have also been noted. The importance 
of further investigation of a patient who develops 
pain after alcohol consumption is stressed. Tk 
syndrome may be the earliest elinical manifestation 
of Hodgkin’s disease. The possible value of alcohol 
sensitivity as a guide to therapy should be con¬ 
sidered. 

Simultaneous Occurrence of Moderate Hemophiha 
and Thrombopathy in One Family. S. Van Creveld, 
C. Everts-Coster and H. A. Veder. Nederl. tijdschr. 
geneesk. 102:1493-1496 (Aug. 2) 1958 (In Dutch) 
[Amsterdam]. 

The authors studied a family in which a form of 
moderate hemophilia occurred. With regard to the 
hereditary transmission, of the disease, however, 
this form differed from that of classical hemophilia. 
When a man from this family married a woman 
from a family in which some of the members had 
constitutional thrombopathy, the result was a sih- 
ship with the characteristics of both these hemor¬ 
rhagic disorders. 

Long-Term Use of Prednisone (Meticorten) in 
Generalized Cases of Lupus Erythematosus, 
Scleroderma and Neurodermatitis Disseminata. B. 
Kanee and J. Mallek. Canad. M. A. J. 79:468472 
(Sept. 15) 1958 [Toronto], 

Since March, 1955, the authors had the opportu¬ 
nity for a close clinical and laboratory study of 
prednisone (Meticorten) in 3 disabling dermato- 
medical conditions. The purpose of their study was 
to determine: (1) the feasibility and efficacy of 
long-term therapy with prednisone in the following 
chronic diseases, lupus erythematosus disseminatus 
(systemic), generalized scleroderma (systemic), and 
generalized neurodermatitis disseminata (atopic 
eczema); and (2) the risks involved in such long¬ 
term therapy. The histories of 3 patients are prO' 
sented; these patients have been on continuous 
maintenance therapy with prednisone, in dosages 
varying from 10 to 40 mg. daily, for a period o 
2% years. . 

It was found that long-term therapy with predni¬ 
sone is feasible and justifiable in the aforementione 
seriously disabling diseases. One of the major risKs 
of long-term steroid therapy is a lowering o 
resistance to bacterial infections, particularl) 
Staphylococcus pyogenes var. aureus. When acute 
infection supervenes, it is important to increase tii 
dosage of corticosteroids immediately and to c^e 
with specific antibiotics. Corticotropin (ACTB) 
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should nol be subslituted during times of increased 
stress. One patient with systemic lupus erythema¬ 
tosus disseminatus on long-term prednisone therapy 
is showing a weight loss which may be due to a 
catabolic effect of the hormone. No disturbance of 
serum electrolytes, blood sugar, cholesterol, non¬ 
protein nitrogen, or blood pressure has followed 
the long-term prednisone therapy in the dosage 
used. 

Amyloidosis and Collagen Disease. G. Teilum. 
Nord. med. 60:1137-1141 (Aug. 7) 1958 (In Danish) 
[Stockholm]. 

The morphologic and clinical relationships 
among amyloidosis, iiaramyloidosis, and the col¬ 
lagen diseases are discussed. The diseases desig¬ 
nated as collagen diseases are, in addition to chronic 
polyarthritis and rheumatic fever, 5 less frequent 
diseases: lupus erythematosus disseminatus, periar¬ 
teritis nodosa, dermatomyositis, generalized sclero¬ 
derma, and tlirombotic thrombocytopenic purpura, 
to which paramyloidosis is now added. Common 
clinical-pathological features have often been found 
in different types of collagen disease; variants and 
subt)'pes have been described. There is no wholly 
clear limitation between the concept “collagen dis¬ 
ease” and otlier mesenchimal diseases, as, for ex¬ 
ample, Wegener’s allergic granulomatosis and 
allergic angiitis. Otlier mesenchymal diseases, main¬ 
ly or exclusively localized to the reticuloendothelial 
system, tliough not usually included in tlie collagen 
disease group, will show features in common witli 
these. Amyloid development is a direct result of a 
dj^sfunctional phase in the protein synthesis of 
mesenchymal cells, presumably related to disturb¬ 
ance in some enzyme system. Substances such as 
cortisone, corticotropin, and mustard gas in experi¬ 
mental biopsy studies on changes in the spleen, 
were found to promote amyloid development in the 
course of a few days. 


SURGERY 

Glioblastoma Multiforme: Review of 219 Cases with 
Regard to Natural History, Pathology, Diagnostic 
Methods, and Treatment, S. A. Frankel and W. J. 
German. J. Neurosurg. 15:489-503 (Sept.) 1958 
[Springfield, Ill.]. 

The authors report on 127 male (58%) and 92 
female patients (42%), between the ages of 12 and 
73 years, with glioblastoma multiforme who were 
admitted to the New Haven (Conn.) Hospital be¬ 
tween 1924 and 1952. An abrupt onset, simulating 
a vascular accident, occurred in 8 of the 219 pa¬ 
tients; in 2 the mode of onset was unknown; and in 
209 it was gradual. Headache was the leading 
symptom in all 3 groups; about 33% of the patients 
had seizures, and in half of these it was the initial 


complaint. The duration of symptoms before the 
diagnosis was made was less than 6 months in 70% 
of the patients, but histories longer than 1 year were 
elicited in 17%. The total duration of the disease 
was less than 1 year in 67%; 11% of the patients 
lived 2 to 5 years. The duration of the disease was 
not related to the age or sex of the patient. There 
was no evidence of familial incidence or of a rela¬ 
tionship with any other disease of the nervous 
system. 

The cerebrospinal fluid was almost always ab¬ 
normal in some respect. Lumbar puncture was 
done for diagnostic purposes in 122 of the 219 pa¬ 
tients; the deaths of 2 patients were directly attribu¬ 
table to this procedure, while the information 
gained was nonspecific. Routine use of lumbar 
puncture is not recommended. Roentgenograms of 
the skull revealed various abnormalities in 59% of 
the patients. Electroencephalographie findings were 
abnormal in 93% of the patients; they made possible 
correct localization of the lesion in 49%. Pneumo¬ 
encephalograms were obtained from only 19 pa¬ 
tients, and the procedure caused the death of 1 
patient; the lesion was localized with the aid of tliis 
procedure in only 3 patients. Ventriculograms 
yielded a correct localization of the lesion in 104 
(77%) of 135 patients. Arteriography was performed 
on only 21 patients, with correct localization of the 
lesion in 10 (48%). 

Of the 219 patients, 183 underwent surgical treat¬ 
ment, witlr an operative mortality of 18.5%. Average 
postoperative survival time was about 3 months. 
The more radical surgical procedures, including 
“total” removal of the tumor (complete removal of 
all visible tumor tissue) and lobectomy, offered the 
best prognosis with regard to operative mortality 
and survival time. Of 47 patients receiving roent¬ 
genotherapy, 21 were given a course of 2,700 to 
5,900 r tumor dose, which was completed within 60 
days after the surgical intervention. The percentage 
of survivors in this group of patients was consider¬ 
ably higher as compared with that in the group of 
patients who underwent surgery alone. The effect 
of all present types of treatment is to prolong the 
patient’s life by 3 to 6 months. Long-term survivals 
were just as common among untreated patients as 
among those treated. Postoperative disability tended 
to be great; only 40% of tbe patients had slight or 
no disability. Sixty per eent of the patients did not 
obtain remission of their symptoms. Only 15% of the 
patients went 6 months without a recurrence. There 
were no cures. 

Pathological examination of the surgical speci¬ 
mens or autopsy findings revealed a mixed picture, 
with no single type of cell predominating in 174 
patients. The fibrillary astroeyte was the predomi¬ 
nant cell in 15 patients, the protoplasmic astrocyte 
in 7, the spongioblast in 6, and the astroblast in 1. 
In tire remaining patients the predominant cell type 
was hot recorded. Comparison of the total duration 
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of illness in a group of 142 patients with tumors 
having numerous mitotic figures with that in a 
group of 54 patients \vith tumors having rare or no 
mitotic figures showed almost identical survival 
curves for both groups; thus, the number of mitotic 
figures seems to bear no relationship to prognosis. 

Hypophysectomy in Severe Diabetes; 1. Neurosurgi¬ 
cal Aspects. M. Javid, E. S. Gordon and T. C. 
Erickson. J. Neurosurg. 15:504-511 (Sept.) 1958 
[Springfield, Ill.]. 

The authors report on 11 men and 4 women, be¬ 
tween the ages of 19 and 61 years, with severe 
diabetic complications of the Kimmelstiel-Wilson 
t\Tpe who were operated on in the department of 
neurosurgery of the University Hospitals in Madi¬ 
son, Wis., between 1954 and 1957. The duration of 
known diabetes mellitus in these patients varied 
from 9 to 29 years. These patients had severe loss of 
vision and varying degrees of nephropathy. Neuro¬ 
surgical procedures in 10 patients consisted of a 
complete surgical hypophysectomy and in the re¬ 
maining 5, of section of the pituitary stalk. A sub- 
frontal approach by means of a “2-in.” craniotomy 
on the side of the blind eye was employed in all 
patients. The cerebrospinal fluid was drained before 
opening the dura mater by a T-shaped incision, tlie 
horizontal limb of the T being placed at the center 
of the “2-in.” trephine opening with the vertical 
limb at the direction of the roof of the orbit. This 
was found satisfactory to protect the brain, which 
is of great importance in these diabetic patients. 
The h^T’^^physectomy was performed according to 
Olivecrona and Ray’s techniques. Section of the 
pituitary stalk was performed by dividing the stalk 
between 2 tantalum clips immediately above the 
diaphragma sellae, and a piece of polyethylene film 
was placed over the distal end. Endotracheal 
anesthesia was used in all the patients. 

There was a consistent and marked decrease in 
insulin requirement postoperatively. Average blood 
pressure readings were all lower than preoperatively 
e.vcept in one patient. There was consistent im¬ 
provement in the diabetic retinopathy and return 
of ^dsion in some patients. Three patients died with¬ 
in 2 to 8 days after the surgical intervention, and 5 
patients died after discharge from the hospital 
within 3 to 26 months after hypophysectomy. Five 
of the 8 deaths resulted from severe, prolonged 
hj'poglycemia. Of the remaining 3 patients who 
died, severe diabetic nephropathy and cerebral 
edema caused the death of the first patient, severe 
coronary sclerosis, pulmonary edema, and hyper¬ 
tensive encephalopathy were responsible for the 
death of the second, and bronchopneumonia and 
purulent tracheobronchitis were the chief causes of 
death in the third. Autopsy performed on 2 patients 
who died after section of the hypophysial stalk 
revealed very extensive necrosis of the anterior 
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pituitary in one patient and only a small area ol 
necrosis in the other. These findings may account 
for the observation that improvement in vision and 
alteration in endocrine assays in the patients who 
underwent section of the pituitary stalk were not 
parallel to the improvelhent observed in the patients 
who underwent hypophysectomy. Section of the 
hypophysial stalk does not appear to be the physi¬ 
ological equivalent of total hypophysectomy, both 
from the standpoint of practical therapeutic results 
and from physiological studies. 

Hypophysectomy is not indicated as a routine 
therapeutic method in patients with advanced juve¬ 
nile diabetes mellitus, but further studies and re- 
evaluation are indicated. Major renal insufficiency 
is a contraindication to surgical treatment which 
should not be performed on patients who will not 
follow instructions concerning insulin administra¬ 
tion and diet postoperatively. Teamwork between 
neurosurgeon and endocrinologist as well as careful 
follow-up are essential. Hypophysectomy trans¬ 
forms a severe diabetic condition to a mild one as 
far as insulin requirement is concerned, but it does 
not reverse permaiient vascular changes that have 
already occurred. The results obtained in some of 
the surviving patients, however, have been 
sufficiently impressive to consider hypophysectomy 
as having a place in the management of selected 
patients with severe diabetes and intercapillary 
glomerulosclerosis (KimmelsHel-Wilson’s disease). 


Destruction of the Hypophysis with Radioactive 
Colloidal Chromic Phosphate in Cancer of the 
Prostate. P. C. Johnson, K. M. West and B. J. Rut¬ 
ledge. J. Neurosurg. 15:519-527 (Sept.) 1958 [Spring- 
field, Ill.]. 


The author's treated 6 men, between the ages of 
59 and 66 years, with biopsy-proved carcinoma of 
the prostate by direct injection of radiophosphorus 
(P^^) as colloidal chromic phosphate into the hy¬ 
pophysis. The pituitary stalks were clipped and 
severed before the injection of P^° in 3 of the 6 
patients. Five patients had undergone previous 
orchiectomy, with symptomatic improvement re¬ 
sulting in 4. All the patients required administration 
of narcotics for relief of pain, and each patient had 
become refractory to esti'ogen therapy before de¬ 
struction of the pituitary was attempted. Three ot 
the 6 patients died within 32 hours to 5 days after 
the operation. The otlier 3 patients survived the 
operation for periods ranging from 10 weeks to t 
year. The 3 survivors noted relief of pain in bones. 
One of these 3 showed objective evidence of re¬ 
mission of tumor growth. Panhypopituitarism was 
present in 2 of the 3 patients. In one patient w-' 
persisted until his death 10 weeks after the surgicm 
intervention. In the other patient the hypopibU' 
tarism and diabetes insipidus produced by the pm* 
cedure disappeared 6 months after surgery. 
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Autopsie.s were clone on 5 patients. Of the 3 in 
wliom the pituitary stalk had not been divided be¬ 
fore tlic injection of P''“, 2 showed minimal his¬ 
tological changes in the hypophysis. In the 2 pa¬ 
tients in whom the stalk was divided, the hypophj'- 
sis was completely destroyed. These findings would 
suggest that dic’ision of the stalk combined 
with irradiation may result in more complete 
destruction of the pituitary body than does irradia¬ 
tion alone. The finding of considerable amount of 
P’" in both the spinal fluid and the blood as early 
as the first day after the intrapituitary injection 
showed that the injected material disappeared 
rapidly from the hypophysis. Destruction of the 
pituitary by irradiation is yet to be proved superior 
to surgical hypophysectomy. 

Pulnionarj’ Cancer Without Roentgen Findings. 
J. L. Hansen. Ugesk. lasger 120.T037-1044 (Aug. 7) 
1958 (In Danish) [Copenhagen]. 

In a series of 343 consecutive cases of bronchial 
carcinoma, there were 42 in which roentgenography 
showed nothing pathological. In these cases the ap¬ 
portionment according to sex, age, and histological 
tj'pe agreed with that in the total material; the 
history was relatively long. The s^miptoms were 
most often tj'pically bronchial. Bronchoscopy is 
urged in cases with suspect bronchial symptoms of 
more than a few weeks’ duration, also when 
roentgen-ray examination shows normal conditions. 
Repeated prescription of cough medicine without 
careful clinical observation is not advised. The 
symptoms which should awaken suspicion of bron¬ 
chial cancer (also in cases with normal roentgen-ray 
picture) are cough or change in the usual cough, 
expectoration, strident respiration, together witli 
dyspnea, and pain in the tliorax. Bronchoscopy gives 
a positive diagnosis about equally often in early and 
late cases of bronchial cancer and is equally indis¬ 
pensable in excluding and in establishing the diag¬ 
nosis of bronchial cancer. Normal roentgen-ray pic¬ 
ture in 2 planes and normal bronchoscopy will with 
considerable certainty exclude the possibility of 
bronchial cancer. 

Operative Treatment of Pulmonary Metastases and 
of Pulmonary Processes with Suspected Metastases. 
J. L. Hansen. Ugesk. Iseger 120:1045-1052 (Aug. 7) 
1958 (In Danish) [Copenhagen]. 

Thirty cases of pulmonary metastases in 18 men 
and 12 women, mostly between 50 and 69 years of 
age, were analyzed. In 7 cases pulmonary resection 
was done, with 8 operations, as one patient was 
operated on bilaterally. There were no postopera¬ 
tive compheations or deaths. Six of the patients are 
living without signs of recurrence from 4 to 15 
months after the operation. In the same period 7 
other patients with suspected pulmonary metastases 
were operated on and were found to have other 


diseases. Solitary solid pulmonary processes should 
generally be treated operatively, even when there 
is history of malignant extrathoracal tumor, pro¬ 
vided that the primary caneer has been treated 
radically and there is no evidence of other metas¬ 
tases. Roentgenologic examination of the lungs at 
regular intervals is proposed for patients who have 
been operated on, with apparent success, for extra¬ 
thoracal malignant tumors. 

Should We Insist on “Radical Pneumonectomy” as 
a Routine Procedure in the Treatment of Carcinoma 
of the Lung? J. Johnson, C. K. Kirby and W. S. 
Blakemore. J. Thoracic Surg. 36:309-315 (Sept.) 1958 
[St. Louis]. 

The authors point out that Allison in 1950 pro¬ 
posed the term “radical pneumonectomy” to de¬ 
scribe the removal of all possible mediastinal areolar 
tissue, containing the Ijmriphatics, in continuity with 
the lung. According to Watson, whose motion pic¬ 
ture on radical pneumonectomy has been widely 
circulated, the dissection starts at the apex of the 
mediastinum, and all areolar tissue and lymph 
nodes are reflected downward as the trachea, 
esophagus, and other important structures, as well 
as the contralateral bronchus, are partially “skele¬ 
tonized.” The pericardium is resected with the lung 
and mediastinal tissues after the pulmonary vessels 
have been divided intrapericardially. The film im¬ 
plied that anyone doing less than a radical 
pneumonectomy for cancer of the lung might not 
be doing everything possible to cure his patients. 
The authors, at the Hospital of the University of 
Pennsylvania, had been removing lymph nodes in 
the mediastinum immediately adjacent to the hflus, 
going over as far as the bifurcation of the trachea, 
but they had resected the more distant nodes only 
when there seemed to be involvement of those 
nodes, and, therefore, they found themselves on the 
defensive regarding the surgical treatment of pul¬ 
monary cancer. 

The authors compared the 5-year survival rate 
they had obtained with their “standard” resection 
with the 5-year survival rate obtained by those who 
employed radical pneumonectomy. Of 764 patients 
with carcinoma of the lung at the Hospital of the 
University of Pennsylvania, 344 were- seen more 
than 5 years ago. Of this group, 192 (56%) were.ex- 
plored and 116 (34%) were subjected to pulmonary 
resection. The operative mortality was 7.7%. Thirty- 
one patients (26.7% of those subjected to resection 
or 9% of the total number of patients) survived 5 
years or more. Radical pneumonectomy was not 
employed in this series. The 5-year survival so far 
reported after radical pneumonectomy is not sig¬ 
nificantly higher than the authors obtained with the 
standard-type resection. They suggest that until it 
can be shown that radical pneumonectomy produces 
superior results, the thoracic surgeon is not obli- 
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gated to perform the radical operation. However, 
they do not wish to discourage the resection of all 
grossly involved tumor tissue and feel that the 
surgeon should mahe a real effort to get around the 
locally invasive tumor whenever possible. 

Studies to date indicate that blood vessel in¬ 
vasion as found in the surgical specimen is of 
greater prognostic significance than lymph node 
invasion. Whereas there was only a 6% 5-year sur¬ 
vival among those patients showing blood vessel 
invasion in the tumor, there was a 75% 5-year 
survival when blood vessel invasion was not present. 
This may in part account for the fact that radical 
pneumonectomy to date has not produced the great 
improvement in the 5-year survival rate which was 
anticipated. 

Further Studies in the Surgical Management of 
Carcinoma of the Lung: A Further Study of the 
Cases Treated at the Massachusetts General Hos¬ 
pital from 1950 to 1957. E. D. Churchill, R. H. 
Sweet, J. G. Scannell and E. W. Wilkins Jr. J. 
Thoracic Surg. 36:301-308 (Sept.) 1958 [St. Louis]. 

The previous report on the surgical management 
of primary carcinoma of the lung at the Massachu¬ 
setts General Hospital in Boston included all pa¬ 
tients seen in the years from 1930 to 1950, with 
follow-up data on all resections carried out prior to 
January, 1948. The present study brings up to date 
the results of surgical management of cancer of 
the lung at the same hospital by adding the cases 
of all patients seen in the period from January, 
1950, to January, 1957, with follow-up information 
on all resections performed before January, 1956. 
Complete follow-up data are available on 341 re¬ 
sected cases. These data show that in the recent 
7-year period a greater percentage of patients with 
proved carcinoma of the lung have come to opera¬ 
tion than in the earlier series (55% compared with 
43%). The resectability rate has also increased (35% 
of proved cases compared with 25%). The 5-year 
cumulative survival rate for all patients undergoing 
resection for cancer of the lung remains approxi¬ 
mately 28%. The 10-year cumulative survival rate 
for such patients is 18%. 

Results in the Treatment of Bronchogenic Carcino¬ 
ma: An Analysis of 1,008 Cases. T. H. Burford, S. 
Center, T. B. Ferguson and H. J. Spjut. J. Tlioracic 
Surg. 36:316-328 (Sept.) 1958 [St. Louis]. 

The senior author and his associates at the Barnes 
Hospital in St. Louis observed 1,008 patients with 
primary bronchogenic carcinoma of the lung be¬ 
tween 1948 and 1955, inclusive. The diagnosis was 
verified in 100% of the cases by microscopic section, 
the material being obtained by bronchoscopic 
biopsy, cytological study of the sputum, biopsy of 
metastatic implants, needle biopsy, frozen-section 
biopsy at the time of thoracotomy, and examination 
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of the resected specimens. The minimum follow-up 
period was 1% years and the maximum, 914 years. 
The distribution as to sex, age, cell type, and site oi 
origin did not differ significantly from that of other 
reported series. Surgical exploration was carried out 
in 60% of the patients; resection was possible in 
35%. Pneumonectomy comprised 80% of the resec¬ 
tions; lobectomy, 20%, The percentage of lobectomy 
cases increased from 3% in 1948 to 30% in 1955. The 
over-all operative mortality was 11%. 

The 5-year survival rate for all patients who were 
followed an adequate length of time was 9%. In the 
selected group in whom surgical resection was pos¬ 
sible, the 5-year survival rate was 22%. Study of the 
resected specimens from the 5-year survivors re¬ 
vealed epidermoid carcinoma to be the most pre¬ 
valent cell type (77.5%), but a surprisingly high 
number of undifferentiated tumors (12.5%) were 
present. Almost half (45%) of the specimens showed 
lymph node involvement, and 8% had blood vessel 
invasion. Surgical resection could be done in only 
1 of each 3 cases diagnosed. This ratio remained 
unchanged throughout the 8-year span. Significant 
increase in 5-year' survivals will be possible only 
through an increase in the percentage of resections 
performed. 


Clinical and Experimental Observations on 1627 
Cases of Cancer of the Breast (Continuation and 
Conclusion). J. Lavigne. Acta chir. belg. 57:215-231 
(March) 1958 (In French) [Brussels]. 


This concluding chapter in a study of 1,627 cases 
of breast cancer, with a follow-up of at least S 
years, is devoted to tlie problem of recurrences, 
with special reference to their possible causes. A 
10-year follow-up period was considered appropri¬ 
ate for this jpart of the w'ork, because, while recur¬ 
rences have been reported after periods of inore 
than 10 years—even 15 or 20 in some cases-it is 
quite possible that these very late recurrences 
really represent either second cancers or the reac¬ 
tivation of an overlooked islet of the original tumor. 
Patients follow'ed for less than 10 years were there¬ 
fore excluded from consideration, as were 89 others 
—30, because they did not receive standard treat¬ 
ment, i. e., a radical operation, eitlier alone or fo - 
lowed by roentgenotherapy'; 4, because they were 
lost sight of before the end of the lOth year; an 
55, because they died of intercurrent diseases. A 
most four-fifths of the remaining 859 patients (oS--, 
or 79.3%) had one or more recurrences during the 
10 years they were under observation, while the 
other one-fifth (177) were still living at the end o 
10 years without ever having had a recurrence. 

Statistical analysis of the findings in the 68:. 
bents with recurrences showed that there w'us 
connection between the age of the patients a 
the appearance of tire recurrent lesions. This toC ’ 
which is in harmony with the findings obtained J 
the earlier part of this study, warrants the cone u 
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sion that the primary tumor and its possible recur¬ 
rences behave in exactly the same way. Most (85%) 
of the recurrences appeared in the first 5 years, and 
after the 8tb year the xiercentage of recurrences 
became negligible. Correlation of the number of 
recurrences with the stage of the cancer at the 
start showed that 867(i of the stage 3 and stage 4 
tumors recurred during the first year, as against 
only 49% of the stage L tumors. The findings in 
these patients failed to show any relation between 
the average survival periods and the time at which 
the first recurrence became clinically apparent. It 
must be remembered, however, that the number 
of patients in certain categories, e. g., those with 
recurrences in later years, was small and that the 
exact time of appearance of a recurrence cannot 
always be precisely determined. 

Recurrences were less frequent in patients treated 
with eombined surgery and x-ray therapy than in 
patients treated with surgery alone. The t 3 'pe of 
treatment given, \vhether surgery alone or surgery 
combined with x-raj's, on the other hand, had no 
effect on the date and rate of appearance of recur¬ 
rences, the frequency of metastases and generaliza¬ 
tion, or the length of the survival period. 

A separate study of 24 patients in whom recur¬ 
rences took place more than 10 years after the 
initial treatment of the original tumor was note- 
worthjf, first, for the small number of patients so 
affected, and, second, for the much greater length 
of the average survival period, which was 42 months 
in these patients, as compared with 18 to 21 months 
in those in whom recurrences appeared earlier. 
Various modern studies on the latency of cancer 
cells seem to show that these late recurrences are 
due to the effect of some unknown factor—either a 
direct chemical agent or a vascular modifier— 
which gives latent cancer cells increased mitotic 
power. 

PEDIATRICS 

Congenital Hernia of the Diaphragm in Newborn 
Infants. R. Neimeier. Ann. paediat. 191:87-94 (Aug.) 
1958 (In German) [Basel, Switzerland]. 

In the course of 5 months, 4 newborn infants 
with congenital diaphragmatic hernia were ob¬ 
served in the Woman’s Clinic of the University of 
Basel. The author believes that this high incidence 
was accidental, as only 28 infants with fatal con¬ 
genital diaphragmatic hernia had been observed 
over a period of 50 j'ears among 103,786 births. 
The course was similar in all 4 infants. They ap¬ 
peared viable and emitted 1 or 2 weak cries. After 
the cutting of the cord, however, increasing dyspnea 
rapidly led to cyanosis. The action of the auxiliary 
respiratory musculature increased again, as did 
also the pulse and respiratory frequencies, but the 
respiratory' excursions of the involved side of the 
thorax were diminished, and auscultation revealed 


no respiratory sounds on tliis side. The latter sounds 
may eventually be displaced by intestinal peri¬ 
staltic sounds. 

Circulatory stimulants were ineffective in these 
cases. The administration of oxygen produced only 
temporary improvement and was incapable of pre¬ 
venting the increasing dyspnea and death, which 
in the 4 infants occurred within 40 to 125 minutes. 
In 3 of the infants mediastinal displacement had 
the effect that the heart beat was audible on the 
right side of the thorax. A roentgenologic survey 
examination, which in 2 of the infants was done 
only after death, corroborated the diagnosis. It re¬ 
vealed gas-filled intestinal loops in the involved 
side of the thorax and displacement of the mediasti¬ 
num and trachea; in some cases, shadows of ab¬ 
dominal organs (liver) protruded into the thorax. In 
3 cases the diagnosis was further corroborated by 
roentgenography with the aid of barium as con¬ 
trast medium. The congenital hernia of the dia¬ 
phragm was associated with other congenital de¬ 
fects in 3 of the 4 infants. Operative repair of the 
diaphragmatic hernia would become possible only 
if the condition were recognized early. 

Postpneumonic Pseudo Air Cysts in Children. 
K. Schlager. Fortschr. Geb. Rontgenstrahlen. 89: 
136-146 (Aug.) 1958 (In German) [Stuttgart, Ger¬ 
many]. 

The formation of cyst-like hollow spaces in the 
course of or after pneumonia in children seems to 
have increased in incidence since the inh’oduction 
of modern chemotherapeutic treatment, and par¬ 
ticularly antibiotic therapy. The terminology of the 
condition is somewhat confused, since it has been 
reported under such diverse terms as tension vesi¬ 
cles, valvular cyst, localized or bullous emphysema, 
metapneumonic emphysema, pneumotoceles, pseu¬ 
docavities, ring shadows due to resorption, acquired 
cj'sts, and obstructive emphysema. The author pre¬ 
fers the term “postpneumonic pseudocyst,” because 
it not only differentiates the condition from con¬ 
genital pulmonary cysts but also suggests the 
etiology and gives the impression of a thin-walled, 
aerated hollow space. These postpneumonic pseu¬ 
docysts develop in the pulmonary parenchyma, 
chiefly in infants and young children, and are char¬ 
acterized by considerable variation in size and by 
the fact that they produce no symptoms and that 
they generally regress spontaneously without treat¬ 
ment. 

There is as yet no complete agreement on the 
pathogenesis, but the majority of investigators are 
of the opinion that a hollow space develops in the 
peripheral lung tissue as the result of a valvular 
stenosis in a small bronchus or bronchiolus. Pre¬ 
sumably the increase in pressure beyond the valve¬ 
like bronchostenosis causes dilatation of the alveoli 
or lobuli in the form of a functional emphysema. 
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and the inflammatory changes in the surrounding 
parenchyma promote the tendency to expansion. 
On the other hand, it is possible that hollow spaces 
are formed as the result of poststenotic inflation of 
foci of gangrenous or suppurating breakdown. 
There is as yet no agreement as to whether the air 
inflation of the pseudocyst occurs during inspiration 
or e.xpiration, the more so since exploratory punc¬ 
ture is inadvisable because of the danger of pos¬ 
sible complications, such as tension pneumothorax, 
collapse, or infection. The author regards it as most 
likely that air enters the poststenotic part of the 
lung chiefly during forced expiration, that is, dur¬ 
ing coughing. 

The following factors are characteristic for post- 
pneumonic pseudocyst: roentgenologic or anam¬ 
nestic evidence of pneumonia; circular or (when 
large) long oval shape of the outline; a thin wall; 
fluctuation in size, and well-being during enlarge¬ 
ment; and regression without treatment. The dif¬ 
ferential diagnosis is difficult and must rule out 
pneumonia with abscess formation, partial and 
tension pneumothorax, bronchiectasis, congenital 
pulmonary cysts, diaphragmatic hernia, tuberculous 
cavities, and various other lesions that may cause 
ring-shaped shadows. Illustrating case histories are 
presented of 4 children who had postpneumonic 
pseudocysts. They ranged in age from 5 months to 
years. 

Congenital Deaf-Mutism, Prolonged QT Interval, 
Syncopal Attacks and Sudden Death. S. A. Levine 
and C. R. Woodworth. New England J. Med. 259: 
412-417 (Aug. 28) 1958 [Boston]. 

The authors report a new and a very distinct 
clinical entity—congenital deaf-mutism associated 
with functional heart disease. A young boy showed 
the essential peculiarities that identify the condi¬ 
tion, such as attacks of unconsciousness; peculiar 
electrocardiograms, consisting of marked prolonga¬ 
tion of the QT interval, with large T waves; sudden, 
early death; and no other objective evidence of 
organic heart disease or any other disease (except 
for deaf-mutism) on physical or postmortem ex¬ 
amination. The electrocardiograms in these cases 
(a family in which 4 niembers manifested these 
same unusual features has recently been reported) 
are peculiar and unique. They are not absolutely 
constant from month to month, though generally 
the characteristic features are present. The PR in¬ 
terval tends to be slightly shorter and does not vary 
even when the ventricular complex changes. The 
most striking feature is the long QT interval, with 
large and often bifurcated T waves which may be 
positive, negative, or biphasic. At times the T waves 
resemble those seen in hyperkalemia, and at other 
times the tracings suggest the possibiHty of a dis¬ 
turbance in calcium metabolism or hypoparathy¬ 
roidism, in spite of the fact that all electrolyte 
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studies in such cases have been normal, Althougi 
the duration of electric ventricular systole is 
markedly prolonged, mechanical systole is of nor¬ 
mal duration. Another feature of the electrocardio¬ 
grams is the variability of the form of the com¬ 
plexes and the fact that the tracings may spontane¬ 
ously revert to normal. 

In the case reported, the fainting attacks e.\peri- 
enced by the patient seemed to be related only to 
emotional situations in which he was frightened or 
told to do something that vexed him. No micro¬ 
scopic or gross cause of death could be found at 
autopsy, and in the absence of adequate cause 
death was presumed to have occurred as a result 
of sudden cardiac arrest or ventricular fibrillation. 
Another peculiarity of this condition is that in the 
few cases that have been reported death has oc¬ 
curred in childhood, the 3 previous patients having 
died at the ages of 4, 5, and 9 years and the pa¬ 
tient in this case at the age of 13 years. 


Neuroblastomas and Nephroblastomas: Clinical 
Study with Personal Material. S. Nord0y. Tidsskr. 
norske laegefor. 78:705-709 (Aug. 1) 1958 (In Nor¬ 
wegian) [Oslo]. 


The author studied the symptoms, tlie clinical 
and roentgenologic signs, and the therapeutic re¬ 
sults in 35 children with malignant retroperitoneal 
tumors admitted to the children’s clinic of the 
Rikshospital in Oslo from 1938 to 1955. The average 
age on admission was 21^ years. The average dura¬ 
tion of symptoms before admission was 9 weeks. 
Eleven patients had clinical or roentgenologic 
signs of metastases on admission. Seventeen cases 
were thought suitable for surgical treatment, but 
complete excision proved possible in only 5 cases, 
all of Wilms’s tumor. One patient has survived 14 
years after nephrectomy without irradiation treat¬ 
ment and another, 314 years after preoperative ir¬ 
radiation and nephrectomy; in 3 cases recurrence 
set in after 2 months, 1 year, and 2% years respec¬ 
tively. The prognosis for malignant retroperitoneal 
tumors in children has heretofore been considered 
extremely unfavorable in spite of treatment. Be¬ 
cause of the rapid growth of these tumors, theii 
early spread, and the absence of early characteristic 
symptoms, diagnosis is often made too late tor 
reasonable hope of successful treatment. 

Nephroblastomas originate from renal tissue; neu¬ 
roblastomas develop from the sympathetic nerve 
tissue in the adrenals and along the posterior pu 
of the abdominal wall. Differential diagnosis be 
tween the two tumor forms is difficult and often 
impossible. On the least suggestion of malignan 
disease, examination by a pediatrician and/or n 
roentgenologist is indicated, with hospitafization ^ 
soon as possible for active treatment if the suspicion 
is verified. With regard to nephroblastomas, mere 
is general agreement that complete excision of 
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primary tumor is necessary for survival and that 
. ’ ’ postoperative rocntgcn-ray ti-eatment is necessary 
, for improvcinent of the prognosis. When there are 
disseminated metastases, treatment can be only 
palliative. In the case of neuroblastomas, partial 
' removal of the primary tumor and energetic post¬ 
operative roentgen-ray treatment give a relatively 
V- high percentage of survival, even with simultaneous 
liver metastases and regional lymph node metas- 
tases. With disseminated skeletal metastases, tieat- 
‘ ment can never be other than palliative. Early 
" complete e.xcision is the foremost aim also in this 
tumor form. Recovery has been seen on roentgen- 
‘ ray treatment alone. 

Congenital Afibrinogenemia. S. van Creveld and 
■- Liem Khe Hoo. Maandschr. kindergeneesk. 26: 

227-237 (July) 1958 (In Dutch) [Leiden, The Nether- 
^ lands]. 

The development of hematoma after trauma or 
prolonged bleeding during tooth eruption are the 
• chief manifestations of congenital afibrinogenemia, 
whereas nasal and gastrointestinal hemorrhages 
are rare, and petechiae are never observed. This 
last aspect is pirobably due to the fact that the 
; function of the blood platelets is normal. Congenital 
hj'pofibrinogenemia or afibrinogenemia can be 
temporary or permanent. The permanent form has 
been ascribed to hereditary factors. The female 
infant, whose history is presented, was the first 
child of healthy parents who were not related and 
whose family histories were free from hemorrhagic 
diathesis. Subcutaneous bleeding on the occiput 
and the neck of the infant was observed 24 hours 
after birth. Blood transfusion tlirough the umbilical 
vein arrested this hemorrhage, and the hematoma 
disappeared. Hemorrhage from the umbilicus on 
the 8th day necessitated suture of the umbilical 
wound. It was found that the process of blood 
coagulation was impaired, but die child was dis¬ 
charged from the hospital 30 days after birth and 
remained free from severe hemorrhages to the end 
of the first year of life, when a blow caused a 
hemorrhage on the dorsum of the foot. 

At this time various methods of examination 
failed to detect fibrinogen in die infant’s blood. 
The authors emphasize that in the blood of such a 
patient the antihemophilic factor is present in nor¬ 
mal quantities notwithstanding the absence of 
fibrinogen. There exists, however, an increased 
instability of the antihemophilic factor in the blood 
and an increased prothrombin consumption. There 
also exists a relationship between the fibrinogen 
content of the plasma and the prothrombin time, 
determined according to Quick’s mediod. Trans¬ 
fusions of blood, plasma, or fibrinogen are promptly 
effective against the hemorrhagic diathesis of afi¬ 
brinogenemia, but the effect is temporary only. 


Hypovitaminosis C and Osteomyelitis in Child¬ 
hood. R. Della Casa. Riforma med. 72:788-791 
(July 12) 1958 (In Italian) [Naples]. 

A comparative investigation designed to deter¬ 
mine the possible etiological correlation betsveen 
the state of hypovitaminosis C and osteomyelitis 
was undertaken among 60 hospitalized children, 
aged behveen several months and 11 years. They 
were divided into 2 equal groups. The clrildren in 
one group had osteomyelitis and those in the other 
group had disorders of the respiratory tract asso¬ 
ciated with fever, most of which'were of the bron¬ 
chopulmonary type. Ascorbic acid blood values 
among the children with osteomyelitis were very 
low in 11 children (up to 0.6%), fair in 11 (up to 
1.12%), average in 6 (up to 1.5%), and saturated in 
none. History of these patients revealed that they 
had not previously received vitamin C and that 
their diet had been poor. This study was made in 

5 children during the first week of the disease, in 

6 children during the second week of the disease, 
and in the remainder after more than 2 weeks of 
the disease. 

Ascorbic acid blood levels in 30 children with 
disorders of the respiratory tract varied within the 
physiological limits; these levels were fair in 14 
children (up to 1.10%), average in 15 (up to 1.60%), 
and saturated in 1 child (over 1.60%). Vascular 
fragility values were high among most of tlie cliil- 
dren with osteomyelitis but were xvithin normal 
limits among those with respiratory disorders. Skin 
infections due to common pyogenic micro-organ¬ 
isms were frequent among the children with 
osteomyelitis. Blood examination revealed the 
presence of the same strain of pyogenic micro¬ 
organisms in the skin infections as in the osteomye¬ 
litic foci in 12 children. The author believes tliat a 
state of primary hj'povitaminosis C was present in 
children who had osteomyelitis. 

Hormone Excretion in Precocious Puberty in Girls. 
R. D. Bulbrook, F. C. Greenwood and A. H. Snaitli. 
Arch. Dis. Childhood 33:295-300 (Aug.) 1958 
[London]. 

The authors made determinations of estrogen, 
17-ketosteroid, and gonadotropin in the urine col¬ 
lected from 11 girls, between the ages of 7 months 
and nearly 11 years, with precocious or early 
puberty. The vaginal smears of these 11 girls were 
likewise examined. Determinations of estrogen in 
the urine collected from 15 normal girls, between 
the ages of 3 and 10 years, were also carried out. 
Nine of the 11 girls with precocious or early puberty 
were excreting amounts of estrogen above 1 meg. 
per 24 hours. In 7 of these girls positive vaginal 
smears were correlated with the finding of estrogen 
in the urine, and in 2 girls negative vaginal smears 
were correlated with the absence of estrogen in tlie 
urine. In one patient a negative smear was obtained 
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in conjunction with 1.8 meg. of estriol in the urine, 
while in another patient a positive vaginal smear 
was obtained but no estrogen was detected in the 
urine. The 17-ketosteroid excretion in 24-hour urine 
specimens varied from 0.7 to 2.5 meg. as contra- 
tested with 0.47 ± 0.16 to 2.3 ±: 0.85 meg. in the 
specimens obtained from the normal girls. Of the 
15 normal girls, estrogen was detected in the urine 
of only a 7-year-old girl who excreted 2.9 meg. per 
24 hours. Among other girls over 11 years of age 
who had breast development and pubic hair, but 
who had not menstruated, measurable amounts of 
estrogen varying from 2.9 to 7.1 meg. were found 
in 24-hour specimens of urine. 

While the 17-lcetosteroid levels in the urine of 
girls -with precocious or early puberty have been 
at the upper range of normal values and the estro¬ 
gen levels have been above contratest levels, the 
results of these estimations are not diagnostic of 
precocious puberty, since completely normal values 
are not incompatible with the diagnosis. However, 
the obtained results are of value in distinguishing 
true precocious puberty from precocity due to 
pathological conditions, involving the gonads or 
the adrenals, and from nonhormonal vulval bleed¬ 
ing. 

Exchange Transfusion for Acute Poisoning in Chil¬ 
dren. O. C. Bruton. U. S. Armed Forces M. J. 
9:1128-1131 (Aug.) 1958 [Washington, D. C.]. 

Because dialysis of almost any nature is tech¬ 
nically difficult and not available to most hospitals, 
exchange transfusion has been found to be effective 
and without undue hazard in the newborn period 
to prevent or remove dangerous amounts of cir¬ 
culating indirect bilirubin. Exchange transfusion 
may also be employed to remove dangerous 
amounts of other circulating substances, such as 
poisons, encountered in older children. Three 
among 142 children admitted to Tripler Army Hos¬ 
pital in Honolulu, T. H., were treated with ex¬ 
change transfusion after ingestion and poisoning 
with large amounts of either Nembutal (brand of 
pentobarbital sodium), Pyridium (brand of pheny- 
lazo-diamino-pyridine hydrochloride), or aspirin. No 
deaths occurred. Exchange transfusion in selected 
cases of acute poisoning is effective and without 
hazard, but it must be started as soon as possible 
after evaluation of the patient and the circum¬ 
stances surrounding ingestion of the poison. 

Accidents in Childhood: A Survey of 150 Cases in 
Private Paediatric Practice. R. S. Fowler. Canad. 
M. A. J. 79:241-246 (Aug. 15) 1958 [Toronto]. 

The autlior reports on 138 children, seen in his 
private practice, who had 150 accidents" about 
which he was consulted. Of the 138 children, 129 
had 1 accident each, 6 had 2 accidents, and 3 had 
3 accidents. Ninety-one accidents (61%) occurred 
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among boys, and 59 (397o) among girls. Boys ove: 
3 years of age were about 214 times more frequenlli 
involved in accidents than girls. One hundred thiel 
accidents occurred among children of presdioo 
age, and 47 accidents among those between lb 
ages of 6 and 13 years. Eighty-two accidents oc 
curred inside the home and 13 in the adjacent yard 
as compared with 55 which occurred outside thes 
premises. Of the 150 accidents, 105 (707o) were du 
to physical trauma, 22 (15%) to foreign bodies am 
material, 17 (11%) to poisoning, and 6 (4%) to bum; 
Falls were the main cause of physical trauma, will 
falls from a height usually occurring amon 
younger children and falls on the level among olde 
children. Foreign bodies seldom had serious cot 
sequences, but the ingestion of them seemed to b 
a manifestation of the same urges that cause cM 
dren to ingest chemicals or drugs. These finding 
emphasize the principle that infants must be con 
pletely protected from hazards and that older chi 
dren must be taught good safety habits. 


UROLOGY 

The Urinary Excretion of Calcium and Inorganic 
Phosphate in 344 Patients with Calcium Stone of 
Renal Origin. A. Hodgidnson and L. N. Pyrah. Brit. 
J. Surg. 46:10-18 (July) 1958 [Bristol, England]. 

The autliors studied the urinary excretion of 
calcium and inorganic phosphate in 220 men and 
124 women with calcium stone of renal origin, who 
were seen at the General Infirmary in Leeds, Eng¬ 
land, and in 132 normal men and 126 normal women. 
It is permissible to compare the distribution of 
urine calcium and inorganic phosphate values for 
normal adults with the distribution for a group of 
adult patients with stone, since the effect of normal 
variations in the intake of calcium and phosphorus 
on the excretion of calcium and inorganic phos¬ 
phate in the urine is small compared wiA the 
effect of physiological variations among individuals- 
The normal range for the urinary excretion or cal¬ 
cium by adults on normal diet was found to be 
about 100 to 300 mg. per day for men and 100 to 
250 mg. per day for women. The corresponding 
ranges for tlie urinary excretion of inorganic phos 
phate were 500 to 1,500 mg. per day for men an 
500 to 900 mg. per day for women. The urini^ 
excretion of inorganic phosphate by patients m 
stone did not differ appreciably from that of norm 
persons, but the urinary excretion of calcium was 
depressed, and there was appreciable impair® 
of renal function. It was found that about ll"" ® 
die 344 patients with stone had evidence of po^ 
renal function. After omitting these patients, it w 
found that 59% of the remaining patients had av 
erage urine calcium values greater than 200 mg. 
per day, as compared with 26% of the norma 
adults. 
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Tlie incidence of high urine calcium values was 
greater in normal men than in normal women. In 
patients with stone, the incidence of stone and of 
high urine calcium values was greater in men than 
in women. The incidence of high urine calcium 
values in patients with a history of recumbency at 
some time in the past, a family history of stone, or 
an anatomic abnormality of the kidneys was about 
the same as that in patients witli stone as a whole. 
Parathyroid adenoma or hypertrophy was found at 
exploration of the neck in 8 (2.3%) of the 344 pa¬ 
tients; these 8 p)atients had average serum calcium 
values of 11.2 mg. per 100 cc. or higher. All except 
one of these patients had high urine calcium values, 
the exception being a woman with poor renal 
function. The average serum calcium values in the 
344 patients varied between 7.6 and more than 11.6 
mg. per 100 cc. Eightj'-five patients had average 
serum calcium values of 10.6 mg. per 100 cc. or 
higher, but only 31 of these patients had urine 
calcium values in excess of 300 mg. per day for men 
and 250 mg. per day for women. The remainder 
had normal or low urine calcium values. Patients 
with average serum calcium values greater than 
10.5 mg. per 100 cc., who also have high urine 
calcium values or poor renal function, should be 
kept under observation with a view to subsequent 
neck exploration. 

Analysis of stones was carried out in 136 pa¬ 
tients; there appeared to be a definite relationship 
behveen the incidence of high urine calcium values 
and the structure and chemical composition of 
stones. A high urinary excretion of calcium does 
not, by itself, result in stone formation, but it in- 
creasef the chance that stone formation will occur, 
and it appears to influence the tjqje of stone formed. 

Nephrogenous Polycythaemia. J. Forssell. Acta 
med. scandinav. 161:169-179 (No. 3) 1958 (In Eng¬ 
lish) [Stockholm]. 

Twenty-eight cases of nephropathy associated 
with secondary polycythemia are reported by the 
author. Hypernephroma was present in 22 cases, 
polycystic kidney in 4, fibromyxoma of the kidney 
in 1, and unilateral hydronephrosis in 1. Hematuria 
was found to be an important initial sjmptom, be¬ 
ing observed in almost all cases of hj'pernephroma 
and in 1 case of polycystic kidney. Nephrectomy 
was performed in 13 cases, and with the exception 
of 1 case, where polycythemia did not develop until 
after the operation, it disappeared after removal of 
the affected kidney. 

The role of the kidney in the metabolism of 
hemopoiesis is considered important in that re¬ 
moval of a tumor of the kidney, or of a whole 
affeeted kidney, sometimes results in the disap¬ 
pearance of polycythemia. Other investigators have 
found that this factor, which regulates erythro- 
poiesis, is stimulated by various forms of anoxia 


and is responsible for the polycythemia known to 
occur at high altitudes. It has been observed in the 
umbilical cord in newborn infants, in congestive 
heart failure, after venous stasis in an extremity, in 
posthemorrhagic anemia, in erythroblastosis fetalis, 
and in Cooley’s and sickle-cell anemia. Still other 
investigators have established that the hypophysis 
is the source of this factor or, at least, is closely 
associated with erythropoiesis. Jakobsen and co¬ 
workers, by removing almost every organ in turn, 
were able to show that the kidneys were the only 
possible source of erythropoietin production. A 
rise in the erythropoietin titer, variously caused, 
failed to occur after bilateral nephrectomy but not 
after ligation of both ureters. Should these theories 
prevail, there is still nothing to obviate the possi¬ 
bility that the nephrectomy performed in some of 
the present cases influenced the erythropoietin 
metabolism. 

The Significance of Vesicoureteral Reflux in Chil¬ 
dren. V. A. Politano. North Carolina M. J. 19:297- 
304 (Aug.) 1958 [Winston-Salem]. 

The author reports on 2 girls and 2 boys, aged 4, 
6, and 12 years, respectively, with a history of per¬ 
sistent or recurrent urologic difficulties of from 5 
months’ to 2 years’ duration. The diagnosis was 
established by cystography, either with exposure 
during micturition or with delayed exposure. Cys- 
tourethrograms during micturition have been more 
informative than cystograms with delayed exposure; 
however, in the very young child cystograms witli 
delayed exposure will have to be sufficient. 

The diagnosis in a 4-year-old girl was ectopic 
ureteral insertion with ureteral reflux and pyelo¬ 
nephritis on the left side. Treatment consisted of 
reimplantation of the left ureter by creation of a 
submucosal tunnel. This successfully corrected the 
vesicoureteral reflux. Postoperative intravenous 
pyelograms showed good excretion from the left 
kidney without evidence of obstruction. The child 
has remained asjTnptomatic for a period of 20 
months. Microscopic examination of the urine was 
negative, and cultures have been sterile. 

The 12-year-old boy was admitted for bilateral 
hydroureters and hydronephrosis. There was a 2- 
year history of enuresis. Preoperative diagnosis was 
bilateral vesicoureteral reflux. Some neurogenic 
disturbance of .the bladder was strongly suspected 
as well. Treatment by bilateral reimplantation of 
the ureters xvith the use of a submucosal tunnel 
resulted in marked improvement of the preexisting 
hydronephrosis and hydroureters and in correcting 
the vesicoureteral reflux. During a year’s observa¬ 
tion 6 to 8 white blood cells were observed in the 
urine. The patient has, on occasions, shown some 
bacilli, but he has had no further recurrences of 
fever and chills. 
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In the 6-year-old boy the diagnosis was contrac¬ 
ture of the vesical neck with median bar formation, 
bilateral reflux, and reduplication of the left ureter. 
The operative treatment consisted of excision of 
the double ureters on the left, reimplantation of the 
right ureter with the use of a submucosal tunnel, 
and a Bradford-Young repair of the vesical outlet. 
This succeeded in correcting the vesicoureteral re¬ 
flux on the right side. Postoperative intravenous 
pyelograms showed good function in the remaining 
kidney and a normal excretory pyelogram. The 
urine has remained normal, and cultures have been 
sterile. The child has remained completely asymp¬ 
tomatic during the 6-month period that he has 
been observed. 

Another 4-year-old girl was admitted with a his¬ 
tory of recurrent abdominal pain, frequency of 
urination, intermittent fever, and malaise of a year’s 
duration. She had been treated intermittently for 
cystitis and pyelonephritis with chemotherapy and 
antibiotics. Vesicoureteral reflux on the right side 
was diagnosed preoperatively. The creation of a 
submucosal tunnel has been most successful in cor¬ 
recting the reflux on the right, but reflux has per¬ 
sisted on the left side. Postoperative intravenous 
pyelograms demonstrated a normal upper urinary 
tract. The child has remained completely asymp¬ 
tomatic, her urine being normal without medi¬ 
cation. 

Vesicoureteral reflux should always be consid¬ 
ered abnormal. Every child with repeated urinary 
tract infections, residual urine, unexplained fever, 
vague abdominal complaints, or flank pain should 
be studied for possible vesicoureteral reflux. Con¬ 
servative measures directed at eliminating the 
cause or contributing factors should be tried first. 
If these fail, reimplantation of the ureters becomes 
a necessity to prevent total renal injury or loss. Any 
condition which can ultimately produce total renal 
destruction by progressively increasing back pres¬ 
sure or from repeated infections must be viewed as 
of grave significance and prognosis. 

THERAPEUTICS 

The Treatment of Idiopathic Thrombocytopenic 
Purpura: A Review of 93 Cases. E. J. Watson-Wil- 
liams, A. I. S. Macpherson and S. Davidson. Lancet 
2:221-226 (Aug. 2) 1958 [London]. 

The authors report on 28 male and 65 female 
patients, between the ages of less than 9 and 79 
years, with idiopathic thrombocytopenic purpura. 
Twenty-six of the 93 patients did not receive spe¬ 
cific treatment and were given whole-blood trans¬ 
fusion or hematinics. Of the remaining 67 patients, 
31 received specific treatment which was instituted 
less than 100 days from the onset of symptoms (pa¬ 
tients with a short history), and 36 received specific 
therapy which was instituted more than 100 days 
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after the onset of symptoms (patients with a Iodi' 
history). Specific treatment consisted of steroid 
therapy with corticotropin (ACTH), cortisone, or 
prednisolone in 19 of the 31 patients with a short 
history, and in 8 of the 19 patients there occurred 
a complete remission which was maintained after 
treatment was stopped. Patients with a short historj' 
tended to have spontaneous remissions, and the 
onset of such remissions seemed to be hastened bv 
steroid therapy. Steroid therapy was given to 23 
patients with a long history, and 12 of these showed 
distinct improvement but this was never maintained 
for more than 60 days. In patients with a long his¬ 
tory, the chances of a spontaneous remission or of 
a lasting remission from steroid therapy are small. 
Twelve of the 31 patients with a short history who 
did not receive steroids, and 7 who had failed to 
benefit from them, were subjected to splenectomy., 
Thirty-three of the 36 patients with a long history 
were treated by splenectomy, and 14 of the 33 had 
received preoperative steroid therapy. Splenectomy 
was followed by good results in more than 75% of 
the patients with a short history in whom a remis¬ 
sion, spontaneous or induced, had not occurred. 
Splenectomy was followed by good results in 50 
to 60% of the patients with a long history. 

The results obtained suggest that the initial 
management of the patient with a short history of 
purpura should be blood transfusion, to replace any 
serious blood loss, -and administration of cortisone 
(75 mg. every- 6 hours) or prednisolone (15 mg. 
every 6 hours) for 3 weeks. If the platelet count 
rises during this time, there is a good chance that it 
will be maintained. If there is no improvement 
within 3 weeks, splenectomy should be performed 
in the expectation that at this time it wll be fol¬ 
lowed by a good result in 75% of the patients. Pa¬ 
tients with a long history of relapsing purpura 
should also be given a 3-week course of steroid 
therapy. All these patients should be subjected to 
splenectomy either during the steroid-induced re¬ 
mission or as soon as it is apparent that steroio 
treatment has failed to influence the platelet coun • 
However, when a remission occurs, it may be justi¬ 
fiable to defer the operation in patients with milder 
cases, especially if the remission is a response o 
the first course of steroid treatment. 


PATHOLOGY 

Cerebral Blood Flow and Metabolism of the Brain 
During Acute Cerebrovascular Accidents: Effee o 
Certain Vasodilator Drugs. F. S. Feruglio J 
Migheli. Minerva med. 49:2440-2445 (June 20) ly 
(In Italian) [Turin, Italy]. 

The pharmacological effects of an Italian pr® 
prietary compound, Ronicol, made up 
choline chloride, beta-pyridyl-carbinol, 
dostigmine bromide, were investigated in 1 P 
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ticnls with acute cerebrovascular lesions of recent 
occurrence. Cerebral blood flow, oxygen utiliza¬ 
tion, and peripheral cerebrovascular resistance 
were measured by a method devised by Kety, im¬ 
mediately before and promptly after the intrave¬ 
nous administration of the compound. Fifteen ob¬ 
servations were made on the 12 patients; these were 
divided into 2 groups, one consisting of 6 and the 
other of 9 observations. 

The patients of the first group, all but 1 of whom 
were between 65 and 82 years of age, had small 
cerebrovascular lesions, either circumscribed (3 
patients) or in the process of resolution (3 patients). 
Cerebral blood flow, oxygen utilization, and periph¬ 
eral cerebrovaseular resistance values deviated 
slightly from the normal values before tbe adminis¬ 
tration of Ronicol. The effect of the drug on these 
values was almost imperceptible. The patients of 
the second group, who were younger than those in 
the first group, had symptoms of recently developed 
acute and severe cerebrovascular lesions. The state 
of the cerebral blood flow and of tlie metabolism 
of the brain before the administration of the drug 
was the same as it was when the cerebral ictus 
developed. It consisted of a low cerebral blood 
flow, a reduced utilization of oxygen, and a signifi¬ 
cant increase in the peripheral cerebrovascular re¬ 
sistance. The sensory state of the patients was also 
affected, ranging from periodic breathing in some 
to coma in others. The administration of Ronicol to 
patients in this group produced an increased cere¬ 
bral blood flow, a larger utilization of oxygen, and 
a decrease in the peripheral cerebrovascular re¬ 
sistance. The improved metabolism of the brain 
was evidenced by the disappearance of periodic 
breathing in the affected patients and by partial 
arousing of those patients who were in a semi- 
comatose state. 

Ronicol has thus proved to be effective in im¬ 
proving the cerebral blood flow and the metabo¬ 
lism of the brain during the first phase of cerebro¬ 
vascular accidents. It is, however, less effective, or 
ineffective, in improving the cerebral blood flow 
and the metabolism of the brain after the first 
phase of the cerebral ictus, which is the most 
critical. 

Nonpenetrating Traumatic Injury of the Heart. 
L. F. Parmley, W. C. Manion and T. W. Mattingly. 
Circulation 18:371-396 (Sept.) 1958 [New York]. 

Among 207,548 patients who died and on whom 
autopsies were performed at the Aimed Forces 
Institute of Pathology in Washington, D. C., the 
authors detected 546 (0.1%) in whom death had 
resulted from nonpenetrating traumatic injury to 
the heart. These data show that the incidence of 
death resulting from cardiac injury caused by non¬ 
penetrating trauma is low, although this type of 
injury is common, the lesion often being minimal 


and the morbidity slight. The character of forces 
responsible for the production of these injuries 
may be grouped in 7 categories: direct, indirect, 
compressive, decelerative, blast, concussive, and 
combined forces. Evaluation of the autopsy find¬ 
ings in the 546 patients and of the findings in addi¬ 
tional clinical patients showed that myocardial rup¬ 
ture was most often the cause of death, whereas 
myocardial contusion and pericardial lesions were 
the most common injuries observed clinically. 
While ventricular rupture almost invariably was 
immediately fatal, 13 patients survived after atrial 
rupture for periods ranging from 30 minutes to 3 
days. Since atrial rupture is amenable to surgical 
treatment, prompt diagnosis is essential. Five of 8 
patients with rupture of the interatrial septum and 
3 of 5 patients with rupture of the interventricular 
septum survived for short periods. These lesions 
may now be considered surgically correctible. 

Of 105 patients with myocardial contusions or 
traumatic pericardial lacerations, 38 survived for 
varying lengths of time after the injury. Although 
such lesions are often well tolerated, the sequelae 
may be serious. Therefore, careful clinical evalua¬ 
tion of every traumatized person for possible car¬ 
diac injury is imperative, so that the more serious 
complications may be recognized and treated 
promptly. Thrombosis of a major coronary artery 
as a result of nonpenetrating trauma was not ob¬ 
served in this series and is considered rare. The 
effect of nonpenetrating trauma on a previously 
diseased heart is often serious, and the e.xtent to 
which trauma aggravates a preexistent cardiac dis¬ 
ease may often be hard to assess. 

Transforaminal Curet Necropsy of Brain: A New 
Approach to Postmortem Tissue Diagnosis with 
Case History and Discussion. R. A. MacHaffie, G. J. 
Haslam, J. R. Walsh and I. D. Jones. Am. J. M. Sc. 
236:284-289 (Sept.) 1958 [Philadelphia]. 

A technique for transforaminal curet autopsy on 
brain and meninges is described, which provides 
more adequate tissue specimens than the Vim- 
Silverman needle technique. The body preferably 
should not be embalmed prior to this procedure, 
as embalming prevents anteflexion of the neck to 
obtain the best approach to cerebral areas. This 
procedure does not, however, interfere with sub¬ 
sequent embalming of the brain or scalp. The posi¬ 
tion of choice is the lateral decubitus, with head 
anteflexed upon the chest in order to widen the 
aperture of the foramen magnum as much as pos¬ 
sible. The head is maintained in anteflexion by an 
assistant while the pathologist inserts the guide 
needle of the Craig vertebral body curet through 
the foramen magnum in an anterocephalad direc¬ 
tion. The curet cannula is slipped over the guide 
needle and advanced into the cistema. The guide 
needle is removed, and cerebral spinal fluid is 
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aspirated from the cisterna. When a sample has 
been obtained, a elean sjTinge is attached and the 
needle advanced to the right and inferiorly to enter 
the right lateral ventricle. Specimens of brain tissue 
are obtained from the right side of the midbrain, 
cerebral hemisphere, and pia-arachnoid and dura 
by toothed and hooked cutters, inserted within the 
lumen of the cannula, and by syringe aspiration. 
The cannula is withdrawn to the cisterna and in¬ 
serted into the left side of the midbrain, lateral 
ventricle, and meninges for cutter biopsy. This 
technique is repeated in other areas of the brain 
until samples of all brain tissue except cerebellum 
and frontal lobes are obtained. The neck cannot 
be flexed sufficiently anteriorly to direct the needle 
into the cerebellum from this position. 

The authors present the history of a 63-year-old 
man, who stated that he had been treated by a 
radiologist for chronic lymphocytic leukemia, and 
in whom a sternal puncture and cervical node 
biopsy revealed a chronic lymphatic leukemia. 
Nodes were palpated through the abdominal wall, 
and enlarged lymph nodes were present in the 
axillary, epitrochlear, femoral, and inguinal areas. 
Neurological examination was normal except for 
moderate nuchal rigidity and a positive Kernig’s 
sign. Cryptococcus neoformans had been demon¬ 
strated in the leptomeninges with the aid of a 
mouse brain test. After the patient’s death transfo- 
raminal curet autopsy on the brain confirmed the 
diagnosis of cerebral cryptococcosis. This method 
of curet autopsy on the brain appears to be ade¬ 
quate for the study of generalized brain disease 
and has the advantage of supplying larger frag¬ 
ments of tissue for study than the ordinary aspira¬ 
tion biopsy. While the results obtained with curet 
autopsy are not as exhaustive as those of the classi¬ 
cal autopsy, it may be adequate to solve many 
problems of pathological and etiological nature, 
when the usual autopsy is denied. 

RADIOLOGY 

Trial Application of Cobalt Therapy to Buccal 
Cancers. Stuhl and Tournier. Presse med. 66:1179- 
1180 (June 28) 1958 (In French) [Paris]. 

Radioactive cobalt (Co®“) was used with encour¬ 
aging immediate results in treating 20 patients with 
advanced buccal cancers that were beyond the 
scope of ordinary radiotherapy. The basic physical 
characteristics of Co®® radiation are (1) its high 
energy (average, 1.25 mev) and (2) tlie fact that it 
is practically monochromatic, without soft com¬ 
ponents. The whole importance of cobalt therapy 
lies in certain theoretical advantages which flow 
from these characteristics. These are (1) the great 
activity, coupled with small size, of the source, 
which permits irradiation from a distance and a 
good geometric localization of the beam; (2) ab¬ 
sorption by the superficial layers which is never 
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preponderant, providing relative protection for tie 
epidermis but making it impossible to use the sW 
reactions as a guide to treatment; (3) a depth dose 
which, for similar conditions of irradiation, is prac¬ 
tically twice as great as that of the standard roent- 
gentherapy; and (4) absorption which is practically 
the same for all tissues, whatever their density, so 
that the danger of radionecrosis of the bone is 
greatly reduced. This brief summary of the theoret¬ 
ical advantages of Co®® therapy shows how well 
adapted it is to the treatment of buccal cancers, 
which are often deep, hard to reach hy the usual 
cross-fire technique, and masked by bone. 

Techniques similar to those of conventional 
radiotherapy were purposely used in treating the 
patients in this series, so that the results of the 2 
methods could be more easily compared. Two or 
more fields were generally used, and the tumor 
dose was always relatively high (5,000 to 8,000 r 
given at the rate of 150 to 250 r a day). Tolerance 
for the treatment, even with these high doses, was 
excellent. The administration of 6,000 r at the rate 
of 250 r a day was easily supported by the skin, 
which presented nothing more than a dry erythema 
followed by bronzing with mild itching for a fort¬ 
night. The mucosa, on the other hand, often showed 
mild, easily curable inflammation when the dose 
reached 3,000 r. No significant changes were noted 
in the general condition or, especially, in the blood 
picture during the treatment. The principal com¬ 
plications were radiation epithelitis or mucitis and, 
later, edema of either the soft tissues or the mucosa. 
The inflammatory changes were noted in 14 of the 
patients but necessitated definitive discontinuance 
of the treatment in only 1. Treatment had to he 
suspended in 3 others for one week, but after this 
interruption it was satisfactorily resumed. Signifi¬ 
cant radionecrosis of the bone did not develop in 
any of the patients, and a few were able to undergo 
dental extractions and operations involving bone 
resection after the radiation therapy. Radiocobalt 
therapy' can also be reinstituted when necessary, 
e. g., in case of lymph-node involvement on the 
other side, or secondary extension to a neighboring 
organ. Several of these patients were still living at 
the time of writing, some with a follow-up of Bs 
years, in spite of the fact that the disease was far 
advanced when the Co®® therapy was started. 


ANESTHESIA 

Employment of New Soviet Drugs for Potentiated 
Anesthesia in a Surgical Clinic. V. I. Kazansky an 
N. N. Rasstrigin. Khirurgiya 34:26-33 (No. 6) l9oS> 
(In Russian) [Moscow]. 

Soviet drugs have been used by the authors since 
1955 for potentiated local anesthesia, intubation 
oxygen-ether anesthesia, hibernation, and pre¬ 
medication of patients in employment of hypo- 
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tliermia. The following drugs are used: neuroplegies 
-aminasin, diprasin; analgesics—Anadol, prome¬ 
dol; parasyinpatholytics—metoxin (atropine). These 
drugs arc combined into “lytic mi.xtures” in which 
tlie required and the main components are the 
neuroplegic and antihistaminic drugs. When these 
“lytic mixtures” are administered 15 to 20 minutes 
before the anesthestic, the patient becomes drowsy 
or even falls into a light sleep. There is a general 
inhibition of the cenUal nervous system; the in¬ 
tensity of reactions to external stimulations is de¬ 
creased; and fear of the operation disappears. This 
condition serves as a favorable background for any 
method of anesthetization. There is a block of the 
neurovegetative system, which helps to increase 
the resistance of the organism to operative trauma. 
Greater depth of anesthesia, with lesser expendi¬ 
ture of the main anesthetic, is attained when po¬ 
tentiated anesthesia is employed. Soviet drugs used 
in hypothermia promote its smooth course (absence 
of shivering, etc.). One of the side-effects in the 
administration of “lytic mixtures” is l.ichycardia 
due to the action of the neuroplegic and antihis¬ 
taminic drugs. The authors consider it e.xpedient to 
employ ‘lytic mixtures” for potentiation, since it 
gives a number of positive and valuable results. 

Intraosseous Anesthesia in Operations on Extremi¬ 
ties. V. P. Okhotsky. Khirurgiya 34:84-90 (No. 6) 
1958 (In Russian) [Moscow]. 

Three hundred fifty surgical and orthopedic op¬ 
erations on extremities were carried out with the 
patients under intraosseous anesthesia. The essence 
of this method consists in the spread of Novocain 
solution, which has been injected into the spongy 
bone tissue, by osseous veins and surrounding soft 
tissues, with the following anesthetic action of 
Novocain on the nerve endings. The technique of 
this method of anesthetization consists in the fol¬ 
lowing; A tourniquet is applied proximal to the 
operative field, and Novocain solution, 0.5%, is 
injected through a needle into the distal part of the 
metaphysis of the bone. The depth of anesthesia 
required for the operation is rapidly induced if the 
site of Novocain injection is chosen correctly. Com¬ 
plete circular anesthesia of the extremity up to the 
tourniquet is produced in 10 to 15 minutes. Toxic 
symptoms occasionally occur in intraosseous anes¬ 
thesia, owing to rapid penetration of Novocain 
into the general circulation after removal of the 
tourniquet. Therefore, the author considers the in¬ 
creased individual sensitivity to Novocain a con¬ 
traindication to intraosseous anesthesia. Before the 
operation a biological test should be carried out 
on all patients by intravenous injection of 10 ml. 
of 0.5% Novocain solution. If the patient is found 
to be sensitive, this method of anesthetization 
should not be employed. 


PUBLIC HEALTH 

Possibility of Infection of Human Subjects by Pigs 
with Coxsackie Virus Pneumonia. J. D, Verlinde, 
J. Versteeg and H. Beeuwkes. Nederl. tijdschr. 
geiieesk. 102:1445-1447 (July 26) 1958 (In Dutch) 
[Amsterdam]. 

In July, 1957, a small but explosive epidemic 
occurred in a village of South Limburg province of 
the Netherlands. Eighteen children belonging to 6 
families had fever (with temperatures up to 40.5 C 
[104.9 F]) and sore throat. The fever lasted for 3 
days and subsided on the 4th day. Young pigs 
which had virus pneumonia were suspected of be¬ 
ing the source of infection, since the children had 
visited a fair at which some of the pigs exliibited 
had had symptoms of this disease; the children be¬ 
came ill from 2 to 3 weeks after their visit to the 
fair. A Coxsackie vhus, group A, type 5, was re¬ 
peatedly isolated from the lungs of 2 pigs, and tlie 
serum obtained from tlie convalescing children 
showed a very high neutralization index to this 
strain. At first the strain was pneumotropic, but 
after 3 passages it was also myotropic for suckling 
mice. Intranasal inoculation of suckling-mouse car¬ 
cass suspension produced virus pneumonia and 
specific antibody in healthy pigs. 

Three Years’ Experience with Poliomyelitis Vaccine 
—Ontario, 1955-57, W. G. Brown, G. K. Margin, 
B. Hannah and others. Canad. M. A. J. 79:155-162 
(Aug. 1) 1958 [Toronto]. 

The 1955 poliomyelitis study group consisted of 
all the children, between the ages of 5 and 12 years, 
attending elementary schools in Ontario, the unvac¬ 
cinated children serving as contratests. The total 
group was comprised of 672,249 children; 309,585 
of these received 2 doses of vaccine, 6,924 received 
1 dose (included for statistical purpose in the un¬ 
vaccinated group), and 355,740 did not receive 
any vaccine. Among the 62 illnesses reported as 
possible poliomyelitis, 7 were classified as paralytic 
poliomyelitis (3 cases among vaccinated subjects), 
4 as nonparalytic poliomyelitis, 8 as nonpolio- 
myelitic illness, and 43 as aseptic meningitis. The 
number of cases of poliomyelitis was too small to 
permit an opinion as to the effect of the vaccine. 
Of the 43 cases of aseptic meningitis, 23 yielded a 
Coxsackie or an enteric cytopathogenic human 
orphan (ECHO) virus on tissue culture. 

The 1956 poliomyelitis study group was com¬ 
prised of. 840,000 vaccinated (2 or more doses of 
poliomyelitis vaccine) and 960,000 contratest or 
unvaccinated subjects. Among the 304 illnesses re¬ 
ported as poliomyelitis or polio-like illness, 76 were 
classified as paralytic poliomyelitis, 10 as nonpara¬ 
lytic poliomyelitis, 38 as nonpoliomyelitic illness, 
and 180 as aseptic meningitis. Five cases of para¬ 
lytic poliomyelitis were reported among the 840,000 
vaccinated children and 71 among the 960,000 un¬ 
vaccinated, indicating that a significant difference 
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existed in the attack rates of paralytic poliomyelitis 
between vaccinated and unvaccinated children. Of 
the 180 cases classified as aseptic meningitis, 103 
yielded a cytopathogenic virus other than a polio¬ 
myelitic virus on tissue-culture examination. 

The 1957 poliomyelitis study group included 
1,800,000 vaccinated (2 or more doses of polio¬ 
myelitis vaccine) and 300,000 unvaccinated or con- 
tratest subjects. Among the 167 illnesses reported 
as poliomyelitis or polio-like illness, 38 were classi¬ 
fied as paralytic poliomyelitis, 94 as aseptic men¬ 
ingitis, and 35 as nonpoliomyelitic illness. Seven¬ 
teen of the 38 cases classified as paralytic polio¬ 
myelitis occurred among the 1,800,000 persons who 
had received 2 or more doses of poliomyelitis vac¬ 
cine, 21 occurring among the 300,000 unvaccinated 
subjects, indicating, as did the previous year’s 
study, a significant difference in the attack rates 
between vaccinated and unvaccinated children. Of 
the 94 cases classiSed as aseptic meningitis, 70 
yielded a cytopathogenic virus other than a polio¬ 
myelitis virus on tissue culture. Experiences relat¬ 
ing to the administration of over 4 million doses 
of poliomyelitis vaccine showed that tlie use of the 
immunizing agent was safe and remarkably free 
from associated reactions. No case of paralytic 
poliomyelitis was observed which could be ascribed 
to the vaccine. 

The Management of Mass Casualties and the Flint 
Tornado. S. M. Lyttle. J. Michigan M. Soc. 57:1112- 
1115 and 1151 (Aug.) 1958 [St. Paul]. 

On June 8, 1953, a tornado struck through the 
thinly populated area just to the north of Flint, 
Mich., and within 3 minutes it cut a swath 3 blocks 
wide and 4 miles in length; it completely demol¬ 
ished 200 homes and partially destroyed many 
others, killed 116 persons and injured 900 others, 
and caused an estimated property damage of $19,- 
000,000. During the next 3 hours more than 500 
tornado victims, along with relatives, friends, and 
volunteer workers, converged upon Hurley Hos¬ 
pital. This hospital, in which the surgical treatment 
of trauma has been well organized on a separate 
section for many years, has long been the trauma 
center for Flint. The presence of a well-organized 
house staff, including interns and residents, was of 
great value during the tornado emergency. It was 
the house staff who first saw the injured as they 
arrived at the hospital and initiated sorting and 
categorizing them according to type and severity 
of injuries. Although tlie hospital was already filled 
to overflowing with its regular patient load, 300 
patients were admitted. Gradually, after admission, 
each floor became a self-contained sorting unit, 
and those patients who needed immediate defini¬ 
tive care emerged from the system. 

The major injuries which were present in the 
300 patients admitted were as follows: 49 cranio¬ 
cerebral injuries, with 11 associate skull fractures 
and 8 depressed skull fractures; 4 abdominal in¬ 
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juries, including 1 penetrating wound of the ab¬ 
domen, 1 laceration of the mesentery and left 
kidney, 1 ruptured spleen, and 1 laceration of the 
transverse colon; 24 chest injuries, including trau¬ 
matic pneumothorax, pulmonary contusions, car¬ 
diac arrest, traumatic rupture of the diaphragm, 
laceration of the lung, laceration of the pericardium^ 
and hydropneumothorax; and 153 fractures of all 
types and in all locations. The relative number of 
open and closed fractures is not known. Closed and 
open reductions were done as indicated. Complex 
multiple injuries were the principal causes of deatli 
which occurred in 6 patients (2%). Most of the 
wound complications were those of infection 
Wonnd infections were first noted at about If 
hours, and until 96 hours, all wounds were exam¬ 
ined every 5 or 6 hours, and smears and culture 
were obtained. There were 35 cases of gas gan 
grene in the total of 57 wound infections. Of the 3c 
patients witli gas gangrene, major amputations wen 
done in 5 who showed evidence of systemic in 
volvement and rapid dissolution. During th( 
repeated inspection of wounds for gas bacillu! 
infections and assemblyline method was used 
Dressings were removed at one station, wound 
were inspected and cleansed at a second station 
and new dressings were applied at a third station 
This greatly facilitated the handling of tlie wounds 

Sorting is the key to effective management o 
large numbers of casualties. It is the immediati 
grouping of patients according to t)pe and serious 
ness of injury and their likelihood of survival am 
the establishment of priority for treatment to assun 
medical care of the greatest benefit to the larges 
number. The objectives of sorting are accomplishei 
by designating patients within the following cate 
gories for treatment: (1) minimal; (2) immediate 
(3) delayed; and (4) expectant. Minimal treatmen 
should be confined to patients who can be treatm 
safely and sent on about their business. Immediate 
treatment should be carried out for patients mr 
whom expedient procedures will save life or Ita • 
Delayed treatment is for patients who, after having 
received emergency care, incur little jdsk by delaj 
in further treatment. Expectant treatment Aon 
be reserved for patients so critically injured t a 
only complicated and prolonged treatment oners 

any hope for improving life expectancy. Anot er 

important principle is that, except for lifesaving 
procedures, nothing should be done that decreases 
the patient’s ability to care for himself. 

Antibiotic Resistant Staphylococci: Familial Infnn 
tions Caused by Exposure of Babies in Hospi a 
Nurseries. V. Hurst and M. Grossman. California 
Med. 89:107-110 (Aug.) 1958 [San Francisco]. 

The families of 2 infants, who have been sub^ 
jected to an intensive follow-up study, are cite 
illustrate the fact, that infants bom during an on 
break of infection from a nursery Staphylococc^ 
organism, which has been variously identilie 
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80/81, 52/42IV80/S1, or 421V44A/47C/52/80/81, 
frequently Iran.sinit the organism to members of 
their families. The first newborn infant left the 
hospital with impetigo, harboring the infectious 
strain on various unalFccted portions of the skin 
and mucous membrane. In the second postpartum 
week the mother developed a breast abscess which 
yielded the same infectious strain. Within the first 
8 months of the infant’s life all the members of its 
family had a staphylococcic infection, but only the 
7-year-old sibling received medical attention for a 
furuncle with lymphangitis from which the infec¬ 
tious strain was recovered. Cultures obtained from 
the nose and the throat of all the family members 
at 13 months were negative save for the 9-year-old 
child who had never had an infection. Cultures 
obtained from the skin and the nose of a 14-year- 
old cousin, seen 2 months later with impetigo of 
the lower extremities, grew the infectious staphy¬ 
lococci. 

The second infant left the nursery as an asymp¬ 
tomatic carrier. Within the next 3 months various 
family members had intermittent boils, but only 
the infant received medical attention for the lesions. 
Culture materials from the nose and the throat, 
obtained from the entire family during the 4th 
month, revealed that the mother, the infant, and 2 
siblings were carrying the infectious strain. The 
entire family was treated to no avail with tetracy¬ 
cline, 4 of the 5 previous carriers continuing to 
harbor the infectious strain in their throats. On 
last examination at 13 months the infectious strain 
was recovered from the nose, the throat, and a 
boil of the mother as well as from the nose and the 
throat of tlie 2 siblings. Although cultures from the 
nose and the throat of the infant have been nega¬ 
tive, the strain seems securely rooted in this family 
and likely to persist. Antibiotic-resistant staphy¬ 
lococci are far more widely distributed in the com¬ 
munity than is generally recognized. Their preva¬ 
lence will continue to increase as long as newborn 
infants bring them home from the nursery and seed 
the population. 

Unusual Salmonella Infections. A. Balows. J. Ken¬ 
tucky M. A. 56:770-773 (Aug.) 1958 [Louisville]. 

An indication of the protean nature of infections 
with Salmonella organisms is the fact that at pres¬ 
ent well over 400 species or serotypes are recog¬ 
nized, every one of which is pathogenic for man, 
animals, or both. Such an infection may present 
itself in the guise of various clinical and pseudo- 
surgical syndromes. This fact and the lack of ade¬ 
quate laboratory facilities, coupled with a wide 
range of clinical manifestations, are largely respon¬ 
sible for the apparent failure to consider the Sal¬ 
monella organism as the etiological agent in many 
undiagnosed infections. 

The author reports 5 cases of unusual Salmonella 
infections. Upon removing the sutures from the 
incision of a 76-year-old woman who had been 


subjected to gastrectomy for reticulum-cell sar¬ 
coma, a small amount of exudate was noted at one 
end of the incision. Salmonella typhosa was isolated 
from a culture of this exudate. After a 10-day lapse 
the patient was readmitted with a severe diarrhea, 
and stool culture also grew out Sal. typhosa. The 
patient died after the 10th hospital day. A 36-year- 
old white restaurant operator was admitted with a 
tender swelling of the 8th rib on the right lateral 
side. Irrigation and drainage yielded a thin watery 
fluid; a growth of Sal. oranienburg was obtained 
from the culture. A 45-yeaf-old man, witli a history 
of a severe typhoid or tliyphoid-like infection as a 
child, underwent sequestrectomy for persistent 
drainage after an operation on the left radius for 
osteomyelitis, which at one time had been diag¬ 
nosed as tuberculosis. Curettage specimens were 
later identified on culture as Sal. schottmiilleri (Sal. 
paratyphi B). The lesion healed and drainage 
stopped after extensive chloramphenicol therapy. A 
78-year-old diabetic woman was admitted to hos¬ 
pital upon complaint of chills and fever and vague 
abdominal discomfort. Hospital findings were nega¬ 
tive save for those of uncontrolled diabetes. A 
blood culture was taken, and a growth identified as 
Sal. choleraesuis was obtained. Upon readmission, 
the white blood cell count was elevated, and the 
patient was dyspneic. A roentgenogram of the 
chest now revealed a large amount of atelectasis of 
the right lung with encapsulated fluid. Serosan- 
guineous fluid (150 cc.) removed from the right 
side of the chest yielded a growth of Sal. cholerae¬ 
suis on culture. The patient died on the 12th hos¬ 
pital day, death being attributed to pneumonia 
with pleural effusion secondary to gastroenteritis 
caused by Sal. choleraesuis. A 63-year-old man, 
who as a young man had had a severe case of 
typhoid, was admitted to the urology service com¬ 
plaining of oliguria of one-year duration; he had 
now sought medical attention only after complete 
urinary retention, accompanied by severe pain, had 
ensued. An emergency meatomy was performed 
and was followed by a suprapubic cystostomy. 
Portions of necrotic prostatic tissue removed at 
prostatectomy shortly thereafter and some fluid 
obtained from bladder washings both yielded a 
growtli identified on culture as Sal. typhosa. It was 
ascertained by verbal report that 1 and possibly 2 
cases of typhoid were directly attributable to this 
patient. The occurrence of typhoid bacilli in pros¬ 
tatic tissue in the carrier is extrerhely rare, no c^es 
having been found in the literature available. 

In the opinion of the author Salmonella organ¬ 
isms must be considered in any type of bacterial 
infection, whether it be a simple abscess, meningitis, 
endocarditis, pelvic inflammatory disease, pneu¬ 
monia, or urinary tract infection. Reserving a diag¬ 
nosis of Salmonella infection for those patients who 
show a characteristic gastroenteritis or typhoidal 
or septic syndrome will continually fall short of 
revealing the true extent and diversity of salmonel¬ 
losis. 


1828 


J.A.M.A., Nov. 29 ,1935 


BOOK REVIEWS 


Advances in Pediatrics. Volume X. Editor: S. Z. Levine. 
Associate editors: John A. Anderson and others. Cloth. $9. 
Pp. 362, with illustrations. Year Book Publishers, Inc., 200 
E. Illinois St., Chicago 11; Interscience Publishers, Ltd., 88- 
90 Chancery Lane, London, W. C. 2, England, 1958. 

As part of a continuing series of comprehensive 
pediatric topics, this volume continues the excel¬ 
lent high standards, readability, and presentation 
of practical information. The subjects covered in¬ 
clude psychological principles in pediatric prac¬ 
tice, the pediatrician and the sick child, treatment 
of tuberculosis in childhood, convulsive disorders 
in infants and children, prevention of poliomyelitis 
by vaccination, staphylococcic infections in nurs¬ 
eries, muscular disorders of childhood, and the 
transfer of antibodies from mother to offspring. 
The detailed discussion on the pediatrician and 
the sick child should be of special value, and tlie 
general considerations on the practical application 
of the “art” of medicine should be useful to every 
practicing physician. This section should be of 
even greater value to the graduating medical stu¬ 
dent and house staff member. The total patient 
reactions to acute and chronic illness, along with 
management (including parent management), have 
never before been described in such a precise 
and all-encompassing manner. 

The section describing the treatment of tuber¬ 
culosis in childhood gives every practitioner suf¬ 
ficient general principles to treat, and, more 
important, to prevent, all forms of childhood tu¬ 
berculosis. In the chapter on the prevention of 
poliomyelitis by vaccination, sufficient background 
material is presented to allow adequate interpre¬ 
tation of future advances in poliovirus vaccines, 
especially the orally administered type. The chap¬ 
ter on staphylococcic infections in nurseries is 
timely. The discussion on epidemiology and pre¬ 
vention of this extremely publicized entity merits 
tire attention of every physician. The material is 
presented in such a manner as to allow those who 
are* unfamiliar with the subject to evolve an initial 
understanding and to follow the details. The book 
is basically a reference volume, each section having 
an abundant bibliography. 

Atlas der gaslroenterologischen endoskopie. Von Prof. Dr. 
Reinhold Boiler. Cloth. 288 marks. Pp. 381, with 313 illus¬ 
trations. Urban & Schwarzenberg, Frankgasse 4, Vienna IX; 
Innsbruck, Austria, 1958. 

This is one of , the, outstanding contributions to 
contemporary medical literature. The author began 
the work in 1942 by making sketches of some gas- 

These hook reviews have heen prepared hy competent authorities 
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troscopic images. He then engaged an eminenl 
painter, one Lepier, whom he had instructed in 
endoscopy, and for many years the artist and sci¬ 
entist worked, together to evolve this magnificenl 
volume. The painter observed the color and form 
of the various lesions, and the author advised him 
what aspects would be of greatest value to the 
reader. The entire work was a heroic undertab’ng. 
The author points out that color is much to be 
preferred to the usual monochrome of photography. 
The photographic lens may distort certain facets of 
the image, whereas color renditions, if properly 
presented, are the ideal means for studying and 
presenting to the observer what the author wishes 
to impart. The book depicts normal and abnormal 
areas not only by gastroscopy but also by laparos¬ 
copy, rectoscopy, and sigmoidoscopy. Under gas¬ 
troscopy various abnormalities of the esophagus 
are shown. Over 30 illustrations are devoted to 
gastritis alone. This is followed by a comprehensh'e 
and thorough study of gastric ulcer followed by 
consideration of gastric polyps and malignancies. 
Under laparoscopy, the various images of the nor¬ 
mal peritoneum and the various lesions observed 
intra-abdominally are brought to view. The same 
holds true for rectoscopy. 

This work must be seen to be appreciated. It 
should be a priceless addition to any progressive 
surgeon’s library. After each section are some blanh 
pages on which tire reader may record his own 
observations. The index is comprehensive. The pub¬ 
lishers have apparently spared neitlier time nor 
money, and the author spared no effort to create 
tliis magnificent work. It can be highly recom¬ 
mended from every point of view. The text is writ¬ 
ten in German, and a great service to the medica 
and surgical profession would be rendered if the 
book were translated into English and other lan¬ 
guages. 

Die neuroallergischen Beziehungen in der Histopathologic 
der Multiplen Sklerose. Von Tibor Lehoczky. Cloth. $(- P- 
176, witli 209 illustration.s. Verlag der Ungarischen Akadeiwe 
der Wissenschaften, Alkotmany Utca 21, Biid.ipesl V, Hun 
gary; Akademie-Verlag, Berlin, Germany, 1957. 

This monograph reports on the histological e.x 
amination of specimens from 20 patients wi 
multiple sclerosis. In 16 of the patients the disease 
had a slowly progressive course and in 4 .tner 
were remissions and exacerbations. The latter s 
sequently developed a dironic trend. The au 
considers the optic system as the site of pre.th 
tion for the lesions as indicated by the high mci 
dence of involvement: the optic chiasm in o '> 
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optic tract or optic nerve in up to 45%; tlie lateral 
geniculate body in up to 25%; the white matter 
around the posterior horn in up to 85%; that around 
the inferior horn in up to 55%; and the thalamus 
in up to 33%. He reviews in detail the histological 
features of thrombus formation, perivascular infil¬ 
tration, the perivascular and perifocal variety of 
tissue edema and the “spongy degeneration” of 
areas remote from the lesions, perivascular par¬ 
enchymatous rarefaction, and granuloma formation, 
and he discusses the significance of hemorrhage 
and the relative preservation of the nerve cells. 
He emphasizes that the morbid process in multiple 
sclerosis e.xtends over the entire eentral nervous 
system and that in 60 to 80% there was histological 
evidence of recent aetivity. The latter was mani¬ 
fested clinically by the episodes of exacerbations 
of neurologieal symptoms. 

Aecording to Leboczky the histopathological 
process of multiple sclerosis is characterized by 
(1) hyaline degeneration and fibrous “delimitation 
of the vascular wall”; (2) edema and swelling of 
the endothelial cells; (3) precapillary and capillary 
prestasis and stasis; (4) precapillary and capillary 
thrombosis; (5) perivascular infiltration (85% “poly¬ 
blasts” and tbe rest lymphocytes); (6) hemorrhage; 
(7) perivascular, perifocal, and diffuse edema; (8) 
partial and total necrosis; (9) perivascular paren- 
clijonal rarefaction (microplaque); and (10) granu¬ 
loma formation, and microglia and histiocytic 
reaction. He agrees with such previous investigators 
as Pette, Ferraro and co-workers. Wolf, Kabat and 
co-workers, Roizin and Kolb, Jerris, Alvord, Lums- 
den, Lhermitte, and Allegronza and Rovescalli 
that these features link the disease to experimental 
and human neuroallergy (Goddard). He believes 
that an allergic mechanism plays a deciding role 
in the cause and pathogenesis of multiple sclerosis. 
This monograph should be of value to all students 
of neurology and especially to those interested in 
tile lesions and pathogenesis of the demyelinating 
diseases. 

Lifetime Health Reeord. By David D. Rutstein, M.D., Pro¬ 
fessor of Preventive Medicine, Harvard Medical School, Bos¬ 
ton. Cloth. $2.25. Pp. 127. Harvard University Press, 79 
Garden St., Cambridge 38, Mass., 1958. 

Valuable educational aspects are combined in 
this small volume with useful guides on the record¬ 
ing of important medical facts that all too often 
are forgotten or distorted with the passage of time. 
Perhaps the most significant feature is the ease with 
which the booklet can be used. In a two-page 
introduction, Rutstein provides a thorough ex¬ 
planation of how the records can be prepared and 
the reasons for their importance. Space is pro¬ 
vided for birth information, as well as for record¬ 
ing data on immunizations. Growth records to age 
25 can be kept, and there is an extended portion in 
which adult weight records can be maintained. 


Other items covered include hospital admissions, 
operations, accidents, and blood transfusions, both 
given and received. The record can be kept in even 
greater detail, if desired, with space for blood ex¬ 
aminations results, urine tests, electrocardiograms, 
other special laboratory studies, and general re¬ 
sults of routine health examinations. Of definite 
importance in many situations is information about 
major illnesses, reactions to drugs, and corrective 
devices tliat may be used.- There is a special section 
for the female health record, with spaces for in¬ 
formation regarding menses and pregnancies. An¬ 
other special section permits listing of information 
about insurance policies, often not available when 
needed. On the last page, the author lists eight 
warning signals that can be readily understood by 
the average person. The warnings regarding early 
signs of cancer are incorporated into these. Al¬ 
though some physicians might be reluctant to en¬ 
courage patient listing of items such as blood 
pressure, urine analysis, and blood cell counts, 
there are many aspects of this .volume that recom¬ 
mend it highly. Unfortunately, its productive use 
still is subject to the inescapable fact that the av¬ 
erage human being does not keep any sort of record 
adequately and consistently. 

Negroes and Medicine. By Dietrich C. Reitzes. Cloth. $7. 
Pp. 400. Published for Commonwealth Fund by Harvard 
University Press, Cambridge 38, Mass.; Oxford University 
Press, Amen House, Warwick Sq., London, E. C. 4, England, 
1958. 

The study contained in this volume was con¬ 
ducted by the sociology department of the Univer¬ 
sity of Ghicago in the period Oct. 1, 1955, through 
March 31) 1957. It provides an interesting and in¬ 
formative presentation of opportunities for Ne¬ 
groes in medicine, and the general status of med¬ 
ical care for and by Negroes, through a compara¬ 
tive analysis of 14 communities across the United 
States. Tbe first section of the report analyzes both 
Negro applicants to medical schools and Negro 
medical students. All data dealing with this analysis 
were obtained from such sources as the Association 
of American Medical Colleges, the registrars of 
Howard University School of Medicine and 
Meharry Medical College, and a questionnaire 
survey of other approved medical schools in the 
United States. Statistical information reveals that 
in 1950 the Negro population of the United States 
accounted for 10% of the total population, but only 
2.2% of all physicians were Negro. Betxveen 1938- 
1939 and 1955-1956 the number of Negro medical 
students increased 117% (from 350 to 761) while 
all medical students increased 34.4% (from 21,302 
to 28,639). Furthermore, the proportion of Negro 
students attending medical schools other than 
Howard and Meharry gradually increased during 
this same period from 12.9% to 31.0%. This portion 
of the report deals with the problems encountered 
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by Negro students during premedical years, the 
M. C. A. T. scores made by them, the various 
regional patterns and scores of Negroes in predomi¬ 
nately white schools, the relationship between type 
of college and type of medical school, and other 
pertinent information. 

The second and larger portion of the report deals 
with a study of medical care by and for Negroes, 
based on an analytic study of 14 communities 
representative of different areas of the nation 
(Philadelphia, New York, Boston, Chicago, Gary, 
Detroit, Indianapolis, Los Angeles, Washington, 
D. C., St. Louis, Kansas City, Mo.; Atlanta, Ga., 
New Orleans, and Nashville, Tenn.). These com¬ 
munities varied from "no integration” to relatively 
“high integration.” In each community analysis the 
study included interviews with sociologists, local 
human relations organizations, and selected per¬ 
sons. Tire description of the findings in these various 
communities is enlightening for it presents the 
problems encountered by Negro physicians and 
Negro patients in these various environmental set¬ 
tings. Each community was found to be unique, 
but the study did reveal certain key factors which 
functioned in varying patterns. These include the 
existence and importance of predominately Negro 
hospitals, the presence of influential people or 
groups actively interested in integration, oppor¬ 
tunities for professional contact between Negro 
and white physicians, type of strategy used by 
Negro physicians in obtaining hospital appoint¬ 
ments, qualifications of the Negro physician, and 
their own professional relationships, as well as die 
race relations pattern characterizing each com¬ 
munity. The volume is a valuable contribution to 
the field of race relations, medical education, and 
medical care. 

The Cerebral-Palsied Child: A Guide for Parents. By Win- 
throp M. Phelps, M.D., Thomas W. Hopkins, Ph.D., and 
Robert Cousins. Foreword by Frances R. Horwich, Ph.D. 
Introduction by Dean W. Roberts, M.D., Director, National 
Society for Crippled Children and Adults, Inc., Chicago. 
Clotlr. $3.95. Pp. 237. Simon & Schuster, Inc., 630 Fifth Ave., 
Rockefeller Center, New York 20, 1958. 

No one can deny that the parents of handicapped 
children need and can benefit from professional 
guidance. Most books which purport to be guides 
for these perplexed parents fall short of their goal 
by being either too technical or too simple. This 
book, however, comes closer than previous ones to 
the ideal in serving as a guide to parents. The 
authors include an orthopedic surgeon who has 
pioneered in the study of the cerebral palsied 
child, the principal of a special school for handi¬ 
capped children, and a professional \vriter who is 
the parent of a handicapped child. The book is 
clearly written and well organized. The first five 
chapters deal with the etiology, clinical syndromes, 
and treatment of the condition and the next five 
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with the social and emotional problems, general 
hygiene, and parental aspects. Other chapters deal 
with recreation, education, and vocational rehabdi- 
tation. There are two appendixes, one giving a list 
of the United Cerebral Palsy Association affiliates, 
and another a somewhat incomplete regional diret 
tory of day and boarding schools for cerebral- 
palsied children. Although the hook contains many 
controversial statements, it does supply a great deal 
of information of use not only to parents but also to 
therapists, teachers, and even physicians. In fact, 
the great amount of medical information encom¬ 
passed in the book might easily be confusing to all 
hut the most well-informed parents. The value to 
parents would have been enhanced if illustrations 
had been provided. In its present form, the book is 
probably more useful as a guide to those who uill 
guide the parents than to the parents themselves. 


Systemic Ophthalmology. Edited by Arnold Sorsby. Sec¬ 
ond edition. Cloth. $25. Pp. 682; 19, with 277 illustrations. 
C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 
Buttenvorth & Co. (Publishers), Ltd., 88 Kingsway, London, 
W. C. 2, England, 1958. 

This highly regarded textbook has been thor¬ 
oughly revised and brought up to date. Its dis¬ 
tinguished contributors discuss every ophtbalmo- 
logical lesion related to general disease. Of interest 
to American physicians, and as an indication of the 
international character of the text, 10 of the 51 
authors are from the United States. The material 
has been arranged in six parts, dealing wiA (1) 
prenatal influences, (2) inflammations, allergic re¬ 
actions, and infections, (3) nutritional, metabolic, 
and endocrine disturbances, (4) central nervous 
system, (5) cardiovascular and hematopoietic sys¬ 
tems, and (6) other general disturbances. Copiously 
illustrated, with tire inclusion of 24 color plates, 
well written, and ably edited, this book stands 
preeminent in its field. It should be a valuawe 
reference book for the clinical ophthalmologist. To 
the general physician with an interest in ® 
manifestations of systemic diseases it should like¬ 
wise prove of immense practical value. It is no 
fortunate that its bulk makes perusal by the medic, 
student unlikely, for it should be particularly he p 
ful to him also. 

Medical Electrical Equipment: Principles, Instalb^® 
Operation and Maintenance of Electrical Equipni^' xfnllnv 
Hospitals and Clinics. Advisory Editor: Robert E. i ’ 
M.B., F.F.A., R.C.S. Contributors: P. S. Allgood 
Cloth. $15. Pp. 312, with 238 illustrations. Philosopmc-v 
brary, Inc., 15 E. 40th St., New York 16, 1958. 

This text contains brief descriptions of the b^^ 
principles, operations, and maintenance of me i 
electric equipment which may be _ 
found in general hospitals. Diagnostic or ^ ^ 
peutic indications for the use of this pt 

the techniques of application to the patient ^ 
given. The equipment considered includes r 
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illumination sy.slems, airconditioning and refrigera- 
. tion, x-ray apparalu.s, radioisotope diagnostic 
'■ .Equipment, various heal and ultraviolet energy 
; sources, and respiration equipment. The text deals 
. with hospitals and equipment found in the United 
I ■, Kingdom, and its material is not directly applicable 
' , to the United States. The text may he of some help 
and interest to the hospital engineer, but it is 
': doubtful that physicians generally will he interested 
• . in it. 

.. . IlUistralcd Preoperalive and Poslnperalivc Care. B)' Pliilip 
. Thorck, M.D., F.A.C.S., F.I.C.S., Profe-ssor of Surgery, Cook 
County Graduate School of Medicine, Chicago. Cloth. $5. 
‘ Pp. 98, with 60 illustrations, drawings by Carl T. Linden. 
'']• B. Lippincott Coinirany, East Washington Sq., Philadelphia 
’' 5; 4865 Western Ave., Montreal 6, Canada; Pitman Medical 
Publishing Company, Ltd., 45 New Oxford St., London, 
W. C. 1, England, 1958. I 

' _ The author, who is well known for his knowledge 
’■ of surgery and his writing, has put together in 
,simple readable form a wealth of material without 
wasted words. Amply illustrated and attractively 
.; printed, this book should apireal to practitioner, 
intern, resident, nurse, and student. It simplifies 
,some aspects of surgical care that seem to have 
become at times unnecessarily comirlicated. While 
it will not replace textbooks, it should provide 
quick reference and should be regarded as a com- 
, -. panion to more comprehensive textbooks. 

Clinical En 2 ymology. Edited by Gustav J. Martin, Sc.D., 
Research Director, National Drug Company, Philadelphia. 
Cloth. $6. Pp. 241, with illustrations. Little, Brown & Com- 
pany, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 
■r"’ Gloucester Place, Portman Sq., London, W. 1, England, 1958. 

This volume contains a discussion on enzymes 
used in clinical medicine—largely on those admin- 
.istered parentally, but also a limited discussion on 
.. those used diagnostically. Its seven chapters are 
written by six authors. The subjects covered in- 
elude protein biology, the chemistry and biochem- 
istry of enzymes used chnically and their parental 
use in medicine, enzymes used in diagnosis, and 
.-j polymerases. Much of the ehapter on protein 
biology deals with enzymes. Their mode of action 
and the effect of concentration on their action as 
well as the antigenicity of enzyme preparation 
^ and the cell permeability' to enzymes are discussed. 
The three chapters on the chemical, biochemical, 
and medicinal aspects of clinically used enzymes 
deal chiefly with trypsin, chymotrypsin, ribonu- 
_r; clease, hyaluronidase, cholinesterase, streptokinase, 
;; and desoxyribonuclease. The enzymes used for 
diagnostic purposes include the phosphatases, amy- 
lase, trypsin, lysozyme, hyaluronidase and anti- 
hyaluronidase, uropepsin, cholinesterase, and tran- 
saminase. This volume is somewhat uneven in that 


the chapters contributed by the editor have a more 
philosophical bent than those written by tlie other 
contributors, who tend to adhere to more factual 
material. This is probably because the subject mat¬ 
ter of the latter group is more clearly defined. The 
book should be of interest to physicians, biological 
scientists, and students because it includes thera¬ 
peutics. It collects and systematizes a great deal 
of scattered material on the parental use of 
enzymes, and, although much of the material is 
brief and sketchy, it contains numerous references 
to the original literature. A general index is also 
included. 

Basic Cardiology. By T. E. Gumpert, M.B., Ch.B. 
F.R.C.P. Cloth. $6. Pp. 168, with 72 illustrations. Williams & 
Wilkins Company, Mount Royal and Guilford Aves., Balti¬ 
more 2; lohn Wright & Sons, Ltd., 42-44, Triangle West, 
Bristol 8, England, 1958. 

This unpretentious monograph appears to repre¬ 
sent the accumulated experience of the author. The 
approach is that of the general physician with an 
abiding interest in cardiology. The book is not de¬ 
signed to replace a standard textbook on car¬ 
diology, but covers this field from the clinical 
viewpoint with a minimum of detail. The style is 
conversational, and the text is amusing in places. 
The material is up to date and is sound, clinically, 
for its level. There is room for disagreement with 
some of the electrocardiographic interpretations, 
and certain hemodynamic explanations, such as 
that of patent ductus arteriosus. There is no bibli¬ 
ography. The illustrations are good, although more 
care might have been taken in the preparation of 
some of them. This book should be of value as a 
review for the physician whose primary interest is 
not cardiology. 

How to Write Scientific and Technical Papers. By Sam F. 
Trelease. [Volume is outgrowth of two earlier books: “Prepa¬ 
ration of Scientific and Technical Papers” and “Tlie Scientific- 
Paper, How to Prepare It, How to Write It.”] Cloth. $3.25. 
Pp. 185, with 6 illustrations. Williams & kVilldns Company, 
Mount Royal and Guilford Aves., Baltimore 2, 1958. 

This is another handy-size volume on the prepa¬ 
ration of papers, which contains little tliat is new 
but is offered in an interesting style. While most of 
the information available in books intended to 
guide authors in the scientific field could be sum¬ 
marized in a few pages, there is a need for amplify¬ 
ing presentations so that it becomes lively rather 
than dry. Furthermore, examples tend to impress 
the reader with the need for certain rules. This 
book, like others, serves its purpose, and it offers 
some additional information on the preparation of 
lantern slides, graphs, photographs, and other illus¬ 
trations which may well make it especially appeal¬ 
ing to a number of prospective users. 
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ALLERGIC CONJUNCTIVITIS 
To THE Editor:—A treatment used for allergic con¬ 
junctivitis has been 4 cc. of 1:1,000 epinephrine, 
with rose water added to make 1 oz. However, 
there have been several complaints of a nervous, 
jittery feeling, very likely from the epinephrine. 
What percentage of the epinephrine is absorbed 
systemically from the eye? 

M.D., North Carolina. 

Answer.— Allergic conjunctivitis is more often due 
to drugs than any other cause. Vasoconstrictors, 
such as epinephrine, naphazoline hydrochloride, 
ephedrine, and phenylephrine are mildly, if ever, 
allergenic or even irritative. Consequently, a solu¬ 
tion containing one of the vasoconstrictors may be 
effective in providing relief of acute symptoms of 
pollen allergies more completely than any other 
local medicaments. In highly sensitive individuals 
who exhibit a violent reaction to intradermal or 
scratch tests, epinephrine (1:1,000) or any otlier 
vasoconstrictor should be instilled immediately. In 
the delayed type of allergic reactions in which the 
sensitization is a property of the cells tliemselves, 
the reactions are not affected by epinephrine. In 
mild cases of hay fever conjunctivitis, the use of 
combinations of vasoconstrictors, anesthetics, and 
cleansing agents are sufficient. Theodore and 
Schlossman (Ocular Allergy, Baltimore, Williams 
& Wilkins Co., 1958, p. 40) state that a mixture 
containing one drug from each of the following 
group is useful: (1) epinephrine (1:5,000), naph¬ 
azoline (1:5,000), or phenylephrine (1:500); (2) 
cocaine, 0.33%; and (3) sodium propionate, 5%, or 
zinc sulfate, 0.25%. For relief of symptoms in vernal 
conjunctivitis, the subconjunctival injection of epi¬ 
nephrine (1:1,000) is recommended. In nonspecific 
therapy for allergic edema of the eyefids with con¬ 
junctivitis, the intravenous administration of anti- 
histaminic drugs with ephedrine is especially valu¬ 
able. Epinephrine is, of course, the drug of choice 
when anaphylactic reactions or edema of the glottis 
occur. Even in chronic cases it often affords relief in 
patients unresponsive to other medicaments. The 
injection of epinephrine (1:1,000) in amounts of 
1 cc. is not uncommon in treatment of allergic re¬ 
actions, migraine, and shock. In amounts of 1 to 5 
cc., it has been administered by mouth to stop gas¬ 
tric hemorrhage. In the course of surgical opera- 


The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous ciommunications cannot be answered. Every letter must contain 
the ^ATriter’s name and address, but these will be omitted on request 


tions, the injection of up to 10 cc. has frequent!)- 
been used to aid in the control of bleeding. Epi¬ 
nephrine is not an allergenic agent, and its absoip- 
tion does not cause sensitization or nen’ous or 
psychic reactions. Comparatively large amounts cf 
it may be administered by injection, by instiilatioa, 
or by mouth without danger of initiating unfavor¬ 
able results. The weak solution of epinepluiiie 
alluded to in the question could not be regarded as 
a cause of “a nervous, jittery feeling” after instilla¬ 
tion into the eyes at any frequency. It is not pos¬ 
sible to estimate the absorption of the epinepkine 
through the conjunctiva, as some of the solution 
would be washed out by tears and squeezed out by 
bhnldng of the eyefids. Considering the amounts of 
epinephrine commonly used therapeutically in pa¬ 
tients with allergy, it is not at all conceivable that 
absorption of epinephrine from the lotion, as indi¬ 
cated, is responsible for the symptoms described. 


HEARING SCREENING TEST 


To THE Editor:— In a school health program, the 
nurses do a hearing screening test on all first, 
fifth, and ninth grade students. In this screening 
examination, a sweep-type, pure tone audiometer 
is used. A level of 20 db. has been used in 
frequencies of 125 through 8,000 cps. There l^ 
been some question regarding the number of fre¬ 
quencies, as well as the rotation of frequencies m 
the testing. For instance, should the e.xaminaiion 
be begun in the right ear at 125 cps, loith moce- 
meat up through 8,000 cps, and then changed o 
the left ear starting at 8,000, with rnocement 
down to 125 cps? Please give information on e 
method of hearing screening tests in school c i 
dren. Albert E. Woeltjen, M.D., Dixon, HI 


Answer.— The most desirable 
school hearing screening examinations has not 
definitely determined. The decision can bes 

made at the local level tlirough consultation amo^^c 
school personnel, otologists, audiologists, anoiep ^ 
sentatives of community health agencies. ^ 
annual testing in the lower grades with 
quent checks in the upper grades has been a 
cated. Regardless of the interval between 
tests, an individual check is warranted pj. 

child shows signs of hearing impairment. jp 
tent teacher, nurse, or even volunteer can lea 
administer a screening.test for hearing 
well. However, it is not generally advisable 
time of such personnel be used for heaMg 
ing tests because of other responsibilities 



Vol. 1G8, No. 18 


QUESTIONS AND ANSWERS 


1833 


Specific to their training. Whenever pos.sible, an 
audiometric technician who is especially prepared 
to perform hearing screening tests in children 
should he available. 

For indis'idual screening, two tests are most com¬ 
monly recommended; each employs the pure tone 
audiometer. In the sweep check test the intensity 
dial is usually set at 15 db. Ordinarily, the right ear 
is tested first. The left car is then tested in the same 
way. The “screencr” sweeps through the various 
frequencies rather quickh' from 250 to 4,000 cps 
inclusive.'Tlie child is asked to indicate by nodding 
or with a hand signal whether he hears. Tlie usual 
technique involves starting in the middle range and 
working up and down. Twenty-five to 30 children 
can be tested in an hour by the sweep check 
method. Children who fail to hear sounds at the 
15-db. level at two or more frequencies in the same 
ear should be retested. For retesting, tlie tlireshold 
acuity test is generally recommended. Tlie right ear 
is tested first, with an accluder covering the other 
ear. This procedure is mueh more accurate than 
die sweep check test but takes from 5 to 15 minutes 
for each child. Usually, the 1,000 cps frequency is 
selected as the starting jioint, with the intensity 
high enough for tlie child to hear. Tlie sound is 
gradually lowered until it can no longer be heard 
and is then increased until it again becomes audi¬ 
ble. This process is tiien repeated until a uniform 
response is obtained. Other frequencies are subse¬ 
quently tested in die same way, covering a range 
from at least 250 to 8,000 cps. A retest is made of 
children who fail in either ear to hear the sounds at 
15 db. at two or more of the above frequencies. 
Failure in the second test is reason for referral for 
otologic examination. Certain special group tests 
with use of the pure tone audiometer are available, 
such as the Massachusetts Hearing Test (Johnston, 
J. Acoustical Soc. America 20:697, 1948) and the 
Johnston Group Pure Tone Test (Johnston, }. 
Speech & Hearing Disorders 17:8, 1952). MTth 
these tests, screening can be done in more children 
in less time, but tlieir accuracy as compared to the 
individual pure tone check is open to question. 

NONSPECIFIC EPIDIDYMITIS 

To THE Editor:— W/jot is the currently recognized 

therapy for acute nonspecific epididymitis? Is 

bloody seminal fluid a usual accompaniment? 

What measures should he taken to determine 

etiology? M.D., New Jersey. 

Answer.— Acute nonspecific epididymitis in the 
usual case is often caused by one or the other of 
the gram-negative bacilli frequently found in the 
urinary tract. Occasionally, this \vill be due to a 
staphylococcus or streptococcus. In those cases of 
acute epididymitis in conjunction with a subacute 
or acute infection of the lower urinary tract, chemo¬ 
therapy Or antibiotic therapy, depending on the 


organism found, is definitely indicated. However, in 
those patients who develop an acute epididymitis 
related to overdistention of the bladder or lifting of 
a heav}' object when the bladder is full, experience 
has showm that chemotherapy or the use of the 
wonder drugs is of little or no value. Certainly at 
the present time, the immediate treatment should 
consist of definite support to the scrotum, and this 
is best done by tbe use of an athletic supporter. The 
usual sac-like supporter is of very little value. In 
most instances in the acute stage, the application 
of an ice bag to the inflamed part will be comfort¬ 
ing. In the absence of general systemic reaction, 
such as fever, chills, malaise, and nausea, there is 
little to gain by keeping the patient in bed. Tliese 
patients should be cautioned not to strain or push 
at the time of voiding and not to let the bladder get 
too distended. Fluids, of course, should be forced. 
At times, tbe pain in relation to the inflamed area is 
quite severe and the administration of codeine and 
aspirin by moutb or one ampul of 10% calcium 
gluconate given intramuscularly will be of benefit. 
In regard to the question of bloody seminal fluid, 
this is most likely due to the rupture of a small 
vein in relation to the verumontanum, and it is not 
believed to be due to an important lesion in the 
urinary tract. Usually, reassurance is enough to 
satisfy the patient, but, in the particularly appre¬ 
hensive individual, cystoscopy and careful evalua¬ 
tion of the urethra may be indicated. 

CHANGE OF RH FACTOR 
To THE Editor:— Can the Rh factor change in a per¬ 
son without previous blood transfusion or pre¬ 
vious pregnancy? Also, since an indioiduaVs blood 
group is dependent on the presence or absence of 
A and B blood group substances which are pres¬ 
ent at birth, can these groups change? 

E. Burns Gray, M.D., Widen, W. Va. 

Answer.— Tlie Rh factor of a person cannot 
change without a previous blood transfusion or 
pregnancy. It cannot change even with a previous 
pregnancy, but under certain circumstances it may 
appear to have changed after a previous blood 
transfusion. A transfusion of Rh-positive blood given 
to an Rh-negative recipient who does not have Rh 
antibodies %vill produce in him a mixture of Rh-posi¬ 
tive and Rh-negative blood, because Rh-positive red 
blood cells wll be tolerated by him until he devel¬ 
ops Rh antibodies. During that time, a test of his 
blood could result in an erroneous interpretation 
that he is Rh-positive. Actually, the true nature of 
the blood can be readily recognized by an experi¬ 
enced examiner who will not overlook the large 
number of unagglutinated red cells. This potentially 
misleading situation is transient and remains only 
as long as it takes for the host to become sensitized 
to the heterologous blood cells. The same poten¬ 
tially misleading condition may result when Rh- 
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negative blood is administered to an Rh-positive 
recipient. This is die case in exchange transfusions 
in fetal erythroblastosis. There, the Rh-positive in¬ 
fant may become transiently Rh-negative for a few 
weeks. Here too, the true blood group status will 
become manifest as soon as tire infant begins pro¬ 
ducing Rh-positive erythrocytes. As soon as the pro¬ 
duction of his ONvn red blood cells asserts itself, the 
infant has a mixture of his o^vn Rh-positive red 
blood cells and of the transfused Rh-negative 
erythrocytes. Eventually, the transfused Rh-nega¬ 
tive blood is eliminated and the true Rh-positive 
status reestablished. Exchange transfusions of Rh- 
negative blood given to Rh-positive adults have a 
similar effect and course. A and B blood groups 
cannot change wtli or without a previous blood 
transfusion or pregnancy. However, there is a spe¬ 
cial situation in the case of blood factor A which 
requires mentioning. There are several subgroups 
of A which differ in their ability to be clumped by 
corresponding agglutinating serum. This could pos¬ 
sibly lead to errors and to seeming changes in tlie 
blood factor A, but only in tire hand of the inexperi¬ 
enced worker. In a case reported recently (Van 
Loghem and others, Vox Sanguinis 2:16, 1957), a 
man suffering from chronic granulocytic leukemia 
was typed as group A in 1953, but a year later tire 
A reacted less distinctly. However, the experienced 
examiner using well-established methods of identi¬ 
fication could recognize tire irregularity even witlr- 
out knowing about the previous result. He would 
have established dre true blood group without much 
difficulty. In other words, even in this isolated in¬ 
stance there was no true change of the blood group. 
It is important to recognize that this and similar 
reports do not detract from the reliability of blood 
group determinations in medicolegal practice. 

FIRST USE OF BLOOD TRANSFUSION 
To THE Editoh;— Pleose giue historic information on 
the discoverers of blood transfusion and the use 
of blood plasma both in the United States and 
abroad. 

L. Le Bron Alexander, M.D., Rossville, Ga. 

ANSxr'EH.—The first authentic experimental blood 
transfusion was done by Richard Lower of Corn¬ 
wall in 1666. By the use of quills and later silver 
tubes, he transfused blood from the carotid artery 
of one dog to tlie jugular vein of a second dog. The 
earliest successful human blood transfusion was ac¬ 
complished by Jean Baptiste Denis, physician to 
King Louis XIV, in 1667. He injected 9 oz. of blood 
taken from the carotid artery of a lamb into the vein 
of a young man who was exsanguinated from numer¬ 
ous venesections. Scientific blood transfusion, how¬ 
ever, began with James Blundell at St. Thomas 
Hospital in London in 1818; he had observed a 
woman die of uterine hemorrhage. He recorded his 
findings in his ‘Thysiological Observations and 
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Experiments” in 1824. In the United States, George 
Crile succeeded in 1907 in transfusion of blood from 
one person to another by the use of a cannula, one 
end of which was tied to the artery and the other 
end to the vein. In 1871 Bowditch and in 1872 
Luciani used plasma and serum experimentally, In 
1918 G. R. Wood, a captain in the British Army, 
recommended the use of citrated plasma in the 
treatment of emergencies in clearing stations and 
pointed out its advantages over whole blood, Mas 
Strumia of Philadelphia put citrated blood plasma 
into routine use at the Bryn Mawr Hospital in 1927, 
J. Elliott of Salisbury, N. C,, popularized plasma 
administration in 1936. Strumia employed dried 
plasma in 1938, and the British workers Edwards, 
Kay, and Davie used it in 1940. 
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CHRONIC LYMPHEDEMA OF THE ARM 
To THE Emron:—Please give suggestions as to fht 
management of chronic lymphedema of the left 
arm. A patient had a radical breast amputation 
15 years ago. Since then, the arm has been sirof- 
len and has shown nonpitting induration, which is 
symptomless, except for the arm being heamj. 
However, over the past years she has had fre¬ 
quent episodes of high fever, chills, redness, 
swelling, and more induration of the arm. This is 
brought on usually by overusage of the arm, asso¬ 
ciated with extreme fatigue. Usually one or Uvo 
injections of penicillin seems to hasten resolution, 
which requires about 48 to 72 hours. 

E. L. Petry, M.D., Kansas City, Mo. 


Answer.— Chronic lymphedema of the arm after 
radical mastectomy is managed by vertical suspen¬ 
sion of the arm with use of an overhanging 
The sling supports the arm loosely at tlie wrist. Sue 
a patient should be hospitalized and placed at be 
rest for 10 days. Usually, witliin 10 days, tue 
edema disappears. The arm is then measured nt 
an elastic sleeve from the wrist to the axilla. 1 e 
patient may remove the sleeve only on retiring bu 
must place the arm on two pillows when at e^ 
rest. The patient is instructed to utilize her sittmo 
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time for vertical arm elevation. This is achieved by 
constnicting a sling fastened to a wall or to a floor 
lamp near the patient’s chair. The sling should 
provide a nearly vertieal position for the arm. In 
this manner, time spent in ^'iewing television or in 
reading is simultaneously utilized for an effective 
tlierapy. If, in spite of these measures, the edema 
gradually recurs, the hospital regimen may have to 
be repeated once or twice a year. The results of the 
therapy depend on the etiologj' of the edema. The 
usual causes arc a compromise of venous and 
IjTnphatic drainage at operation, postoperative 
ivound infection, postoperative x-ray therapy, or 
carcinomatous involvement of the axilla. It is stated 
that tlie lymphedema occurred after the radical 
mastectomy 15 years ago. The extent of the time 
alone would rule out metastatic invasion. Since post- 
aperative x-ray therapy is not mentioned, one may 
postulate that the genesis of this particular edema 
is due either to a s’enous compromise at surgery or 
to postoperative wound infection with subsequent 
Sbrosis. A release of venous oeclusion may occa¬ 
sionally be secured by a Z-plasty in the fibrotic 
area. Tliis is hazardous, because the axillary vein is 
imbedded in the fibrous tissue and an injury to 
this vein could be disastrous. 

MENIERE’S DISEASE 

To THE Editor:—I n 1957, a 66-yeor-old man suf¬ 
fered an acute, incomplete loss of hearing in his 
left ear, with tinnitus and a feeling of fulness. 
It was diagnosed as a hydrops cochleae and dis¬ 
appeared within a few days. It reappeared a 
few months later for only two days. After 
the attacks, his hearing was in no way impaired. 
In January, 1958, a mild case of influenza 
with pharyngitis and blockage of the Eustachian 
tubes turned into another attack of hydrops. 
In the beginning, there was again lowered 
acuity of hearing and tinnitus but also a ter¬ 
rific pressure in the left side of the head which 
came to a crisis with an attack of vertigo, without 
nausea or vomiting. No dizziness had occurred 
before. The pressure disappeared, but the in¬ 
complete loss of hearing and the tinnitus per¬ 
sisted. Only once, a few months later, has an¬ 
other severe attack of vertigo occurred. No 
therapy has helped. Nicotinic acid in a dosage 
large enough to flush the face caused only a 
subconjunctival hemorrhage. Antihistamines give 
rise to bladder trouble by causing slight ischuria. 
Please give suggestions for treatment. 

M.D., New York 

Answer.— The history is entiiely consistent with 
Meniere’s disease or, as it is now commonly called, 
endolymphatic hydrops. The pathology is known to 
be an increase in the amount of endolymphatic 
fluid within, the labyrinth, but the reason for the 
increase is unknown. The low salt diet of Fursten- 


berg, combined \\dth potassium chloride or ammo¬ 
nium chloride, is helpful in some cases. Nicotinic 
acid has been helpful in a few cases. Occasionally, 
a diuretic helps to control the symptoms. One of 
the most successful medical treatments has been 
the use of extremely dilute histamine according 
to tlie method of Hansel. Recently, good results 
have been reported by the correction of an endo¬ 
crine disturbance, most often of thyroid metabolism. 
Unfortunately, tliere remains a considerable num¬ 
ber of cases in which medical treatment fails to 
control the symptoms. For these, destruction of the 
labyrinth may be necessary should there be con¬ 
tinued attacks of incapacitating vertigo. The medi¬ 
cal treatment of tliis condition is described by 
Derlacki {Laryngoscope 64:271, 1954). 

HYPERTHYROIDISM 

To THE Editor:—A patient, aged 70, has an elevated 
protein-bound iodine level and basal metabolism 
rate, with typical symptoms of hyperthyroidism 
(e. g., increased perspiration, loss of weight, and 
mild diarrhea). In addition, she has auricular 
fibrillation and a nodule about the size of a small 
marble. What would be the best treatment for 
her? Would surgical or medical treatment be 
advisable? 

Milton Sheiman, M.D., Bridgeport, Conn. 

Answer.— This case presents several problems. It 
would be of some importance to know whether the 
hypertliyroidism results from toxie diffuse goiter 
(Grave’s disease) or from hyperfunction of tlie 
nodule. In view of the small size of the nodule, the 
latter condition is unlikely but not entirely ex¬ 
cluded. Radioiodine (!’“’) studies, particularly 
widi the gammagraph, should answer that question. 
Unsuspected malignant disease is present in about 
5% of patients widi nodular enlargements of tlie 
thyroid, and a “hot,” or functioning, nodule is con¬ 
siderably less likely to be the seat of malignancy 
than a “cold” one. Except for tlie presence of the 
nodule, and assuming adequate collection of I 
by tlie tliyroid gland, Iwould offer the most 
conservative treatment of hyperthyroidism in a per¬ 
son 70 years of age, and, in the absence of any 
clinical suggestion of cancer, treatment by this 
means would be justified in a patient at that age in 
spite of the presence of tlie small nodule. In this 
event, however, subsequent growth of the nodule 
would be adequate reason for prompt surgical in¬ 
tervention. If the patient is not debilitated and is 
in good general health, partial thyroidectomy, after 
proper preparation, should carry only minimal risk 
and would also be a justifiable method of treatment. 
The choice of eitlier of the proposed forms of treat¬ 
ment is sufficiently equivocal in the instance cited 
so tliat neither could be urged too strongly in pref¬ 
erence to the other. 
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ACTION OF ACTH IN ASTHMA 
To THE Editob:— Jn the treatment of status asthmat- 
icus, what is the pharmacological and physiolog¬ 
ical effect of ACTH? Is its effect accomplished by 
its action on the adrenal gland? M.D., Illinois. 

Answer.— The effect of ACTH in the doses nec¬ 
essary for the treatment of status asthmaticus is 
more accurately termed pharmacological rather 
than physiological. ACTH stimulates the activity 
of tire adrenals to an excessive production of corti¬ 
costeroid hormones related to hydrocortisone. The 
effect of these hormones on tissue is generally called 
“anti-inflammatory.” In astlrma, as in all allergy char¬ 
acterized by a wheal type (immediate) of skin re¬ 
action, the effect of the high concentration of these 
hormones is to decrease the edema of the tissue, re¬ 
storing it to a nearly “normal” (nonallergic) state, 
with the resultant relief in symptoms. According to 
Rappaport and his co-workers (A. M. A. Arch. 
Path. 60:1, 1955; J. Allergy 24:35, 1953), the reduc¬ 
tion of the edema is due to the effect of the hor¬ 
mones on the interstitial cement, usually termed 
ground substance, and on the perivascular sheaths. 
The ground substance is in a semifluid state during 
the allergic reaction. The perivascular sheaths are 
thinned, increasing the tendency to loss of fluid 
from the vessels. These factors favor edema of the 
allergic tissue. The increase in adrenal secretions 
after ACTH administration results in a change to a 
less fluid state of the ground substance and in a 
restoration in the normal thickness of the perivascu¬ 
lar sheaths. These may be the important changes 
which result in lessened edema in this type of al¬ 
lergy, with resulting relief in symptoms. 

VITAMIN Bi2 for PERNICIOUS ANEMIA 
To THE Editor:— Ahonf two years ago, a woman, 
aged 70, noticed a feeling of pins and needles 
and numbness in her hands and feet; in June, 
1957, she showed a typical blood picture of perni¬ 
cious anemia. Cyanocobalamin, 100 meg., was 
given daily for a time and then about every two 
weeks. Her blood and nervous conditions have 
much improved. What dosage of vitamin 
should be necessary from now on? Has the in¬ 
sufflation method of administrating vitamin 
proved satisfactory? Should any additional treat¬ 
ment he given? M.D., Alberta, Canada. 

Answer.— Experimentally, it has been determined 
that 30 meg. of vitamin Bia, given once monthly, is 
adequate maintenance tlierapy in pernicious anemia 
after it has been brought under control. Normal 
serum vitamin Bio levels will result from this dosage 
schedule. In the opinion of most workers in this 
field, the insufflation method of administration is 
not a xwse route in the average patient, even tliough, 
obviously, absorption takes place by this route. The 
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method will be satisfactory for some, but ro-'t 
workers feel that' it should not he used if nciirc- 
logical findings are present and, certainly, fr; 
method has not been widely adopted. Parenter’ 
route of administration for vitamin B,; seems fc 
most logical at the present time and preferable t 
administration either by insufflation or by the on 
route. Some neurological improvement can not 
up to two years after administration of therapy,} 
that it has been standard practice to administers 
meg. as often as once weekly until maximum fc 
provement has occurred, after which time 30 mq 
every three to four weeks would be adequa! 
treatment. 

PRENATAL FETAL ELECTROCARDIOGRAM 
To THE Editor;—I s there any way to record ih 
electrocardiogram of the unborn human fetus h 
utero during the sixth or seventh nwnfh of prf|' 
nancy? 

Albert Abraham, M.D., Morristown, N.f. 

Answer.— E. M. Southern (Am. J. Obst. £Gtjncc. 
73:233, 1957) mentions that Easby in 1934 reported 
an electrocardiogram obtained from a 41^-monli- 
old fetus. Marcel and Exchaquet (Arch, malcrar 
34:39, 1941) took leads directly from the exposed 
heart of a 6-mm. human embryo and showed con¬ 
cordant QRS and T deflections. Raiha (Actapzdict. 
18:440, 1936) examined the electrocardiograms^oi 
45 premature fetuses weighing from 1,000 to 2,550 
Cm. (2 to 5Ah lb.) and indicated that electrocar¬ 
diographic complexes were recordable directly dur¬ 
ing embryonic life and followed a characterise 
pattern. Southern studied the fetal electrocarto 
grams in 96 cases. The apparatus he used comprised 
a vector system with txvo amplifier channels, a lead 
selector system with facilities for both connection 
and an oscilloscope for visual display of the lea * 
selected. Tlie technique is fully described in 4* 
article. 

ENURESIS 

To THE Editor:—PZ cflse give information concern 
ing the water treatment of enuresis. 

Burton A. Finne, M.D., Chicago. 

Answer.— It is not clear what is meant by 
treatment of enuresis.” It is presumed 
questioner refers to the practice of restricting 
intake, particularly in tlie evening, for the c 
who is suffering from nocturnal enuresis. This op 
proach, and also that of feeding salty u 

would retain tire fluids, has been found ineffec ^ 
Nocturnal enuresis in a child above the age 
3 years, provided organic factors (which are ran 
have been ruled out, is considered a psychosoma^^ 
reaction due to inadequate and faulty' 
or anxiety. The modern approach is not to res 
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fluids in uny fnnn at any lime hul to reassure the 
cliilcl, particularly prior to bedtime. In persistent 
cases, a detailed study of the family and a psychi¬ 
atric investigation of the child is indicated to un¬ 
cover the causes of anxiet)' which may not be too 
apparent. The parent must he careful not to take 
a punitive attitude low'ards the enuresis but to 
commend the child for the nights that he does not 
wet the bed. In some cases, calmly waking the 
child and taking him to the bathroom helps. 

LIFE SPAN AFTER SPLENECTOMY 
To THE Ennon:—Woi/W there be any alteration in 
life span or any physiolotlical alterations that are 
permanent after a splenectomy from a traumatic 
injury in a child 14 years of age? 

Thomas ]. O'Brien, lA/.D., Buffalo. 

Answer.—A s a rule, no characteristic change in 
the life span or general physiology may he expected 
after removal of a normal spleen because of trauma. 
Under ordinary circumstances, the hemolymph 
glands in the abdomen take on the character and 
most of the functions of the spleen. If the spleen is 
removed because of disease, the underlying condi¬ 
tion may affect the outcome. Certain blood changes 
appear after splenectomy, some compensatory and 
others associated with the absence of tlie spleen 
cells. According to some, there is an increased sus¬ 
ceptibility to infection after splenectomy. No in¬ 
crease in tlie formation of malignant tumors has 
been reported. Some individuals have noted ease of 
exliaustion and other nonspecific symptions. On 
theoretical grounds, one would expect a disturb¬ 
ance in the portal tension and also a lack of imme¬ 
diate red blood cell compensation at high altitudes 
or during nonpressiuized airplane flights. 

ALOPECIA UNIVERSALIS 
To THE Editor:— A woinan, aged 33, started losing 
the hair on her head in spots, as in alopecia 
areata, and over a period of five months lost all 
her hair, including, eyebrow and pubic hair. 
Along, with this, her fingernails became brittle. 
Frevious treatment has included vitamin B ,2 and 
thyroid. Please suggest tests which might show 
the source of this condition. Is there any treat¬ 
ment? What is the prognosis? 

B. R. Farner, M.D., Norfolk, Neb. 

Answer.— The patient described has the manifes¬ 
tations of alopecia universalis. The diagnosis can be 
made only by examination. There are no tests which 
are specific for the condition. Other than for occa¬ 
sional nail changes, there are no other systemic 
manifestations which regularly accompany this con¬ 
dition. Treatments usually consist of the use of a 
mild stimulant applied to the affected areas. Some 
physicians use tliyroid when it is not contraindi¬ 
cated by other conditions. With widespread alope¬ 


cia, the prognosis of hair regrowth is not as good as 
for a localized patch. Some patients will show com¬ 
plete regrowth. 

PROGRESSIVE MYOPIA 

To THE Editor:—A 9-year-old boy has a family his¬ 
tory of three generations of low grade (-1.00 
sphere) myopia. He has midtiple allergies, slight 
exophthalmos, and myopia. This has progressed 
from -0.50 sphere in February, 1957, to -1.00 
sphere in March, 1958, and to -1.50 sphere in 
August, 1958. With -0.25 cylinder, his vision is 
20/20. Could a thyroid disorder or the allergies be 
a causative factor for 100% increase of myopic 
spheres in IS months? 

C. A. Campbell, M.D., Philadelphia. 

Answer.— The gradual increase in myopia is 
neitlier unusual nor a cause for alarm. There is no 
connection between it and an allergic state or tliy- 
roid malfunction. The child should be tested once a 
year and his glasses changed as needed, but he 
should not be made an “eye invalid” by too much 
and too frequent examinations. Of course, it is 
understood that he has been instructed in using 
correct light coming from his left side, in keeping 
his close work at tlie proper distance, and in all the 
other well-established niles for tlie preservation of 
sight. 

FOAMING OF THE URINE 
To THE Editor:—W/ iot substances other than bile 
salts and bile pigments will lower the surface 
tension of the urine and produce foaming? 

Jack M. Troy, M.D., Hammond, Ind. 

Ansxver.— For the most part, foaming in urine is 
caused by the presence of lyophilic sols, whether 
they increase or decrease surface tension. If they 
produce an appreciable change, they greatly fa¬ 
cilitate the formation of foam. Thus, the chief cause 
of foaming in urine is the presence of proteins, 
mucoproteins, and mucin. It should be remembered 
that the urinary antiseptic agent, phenylazodiam- 
inopyridine, a lyophilic azo dye, produces a yel¬ 
low foam in urine not unlike that produced by bile 
pigments. 

URTICARIAL RESPONSE TO TRAUMA 
To THE Editor:— W7iaf is the cause of urticaria that 
occurs immediately after slight trauma? Is there 
any treatment? The patient is not allergic to any¬ 
thing. E. C. Kunde, M.D., Marengo, III. 

Ansxver.— The ultimate cause of immediate urti¬ 
carial reactions to slight trauma is not known. The 
precipitating cause is probably tliat such persons 
have a more labile histamine release mechanism, 
but why they should have a more labile histamine 
release system is not known. The problem has been 
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discussed by Lorincz in the second chapter of the 
book “Allergic Dermatoses Due to Physical Agents" 
(edited by Baer, Philadelphia, J. B. Lippincott 
Company, 1956). Tlie condition is difficult to treat, 
Antihistaminics are often of value in temporarily 
suppressing the lesions, but their use may have to 
be continued more or less indefinitely. 

ACRYLIC LENS OPERATION 
To THE Editor:—W fiflf is the current opinion in 
America on the operation in which an acrylic lens 
is substituted for the natural one? 

William Eldon, M.D., Mtideford, Hampshire, 
England. 

Answer.— The acrylic lens operation of Ridley 
was never particularly popular in the United States 
and has been virtually discarded even by the early 
proponents. BrieBy, the operation was associated 
with formidable complications and, occasionally, 
with loss of the eye. However, the procedure did 
prompt the development of the numerous types of 
anterior chamber lenses now available, and these 
appear likely to be quite popular. 

DRUGS CONTRAINDICATED IN GLAUCOMA 
To THE Editor:—W/ mt drugs, besides belladonna 
derivatives, are contraindicated in glaucoma or 
increased intraocular tension? Is chloroqttine 
phosphate contraindicated? 

Marks S. Shaine, M.D., New York. 

Answer.— The drugs chiefly contraindicated in 
glaucoma are atropine and its various derivatives 
or, in general, the cholinergic blocking agents. 
Chloroquine phosphate is not contraindicated in 
glaucoma. It is an antimalarial, and the blurring of 
vision which it may cause in high doses is part of 
its quinine-like action. 

ALUMINUM HYDROXIDE AND 
DIETARY PHOSPHORUS 

To THE Editor,:-I n reference to the question and 
answer on aluminum hydroxide and dietary phos¬ 
phorus, which appeared in The Journal, Aug. 9, 
1958, page 1904, it should he noted that another 
aluminum compound, basic aluminum carbonate, 
is described in “New and Nonofficial Drugs” 
(Council on Drugs of the American Medical As¬ 
sociation, Philadelphia, J. B. Lippincott Company, 
1958) as one-third more effective than aluminum 
hydroxide gel in phosphorus-binding power. Both 
of these drugs combine with the phosphate ion 
in the intestinal tract to form insoluble aluminum 
phosphate which is excreted as such in the stool, 
thus diminishing the amount of phosphate avail¬ 
able for intestinal resorption and reducing urinary 
excretion of phosphate. Aluminum hydroxide gel 
was used by Freeman and Freeman (Am. J. Dis. 
Child. 61:981, 1941) to reduce the concentration 


J.A.M.A., Nov. 29, Kj 

of inorganic phosphorus in the serum of chiMra 

with chronic ren-d .'■ - 

phosphorus diet, ■. ■ ■. ' (J. lJrol:5.i; 

507, 1945)46 be 'effective in the managemcrir 
urinary phosphatic calculi. In subse’quenfmc- 
bolic studies (J. A. M, A. 144:1549-1556 [Dec.Si] 
1950), Shorr demonstrated the greater 
rus-binding capacity of basic aluminum carho- 
™ie. Q_ E, Farrar Jr., M.D. 

Box 8299 ■ 
Philadelphia 1. 


SWIMMER’S ITCH 

To the Editor:— In the Questions and Ansm 
section in The Journal, Aug. 23, 1958, pqc 
2154, the question is raised as to whether sitim- 
mer’s itch due to cercaria of avian schistosmb 
sis, as reported from Hawaii, was, or could k, 
contracted “as the result of swimming off tk 
coast of Hawaii.” As pathologist at Hilo Me¬ 
morial Hospital, Hilo, Hawaii, in 1949,1 sawsa- 
eral patients with swimmers itch due to this 
cause. Without exception, these cases had been 
contracted from swimming in fresh water pondi 
and ditches inland from the ocean. 1 underslad 
that this trouble also exists on Oahu. The con¬ 
sultant says that recently some type of “iidm- 
mer’s itch" has been reported from several coastcJ 
areas of North America and Hawaii. As far a 
I know, “swimmer’s itch" due to cutaneous cer¬ 
caria is not contracted by swimming in the ocean. 

John H. Schaefer, M.D. 
1525 S. Broadway 
Los Angeles. 

Die above comment was referred to the consult 
ant who answered the original question, and nt 
reply follows.— Ed. 

To the Editor:—T/ ic following references are of 
fered to give light on this question: Chu, Fin 
Report of Presence of Dermatitis-Producing da 
rine Larval Schistosome in Hawaii” 
115:151, 1952); and Stunkard and Hinchlip 
“Avian Blood Flukes Whose Larvae Cflusi 
’Swimmers Itch’ of Ocean Beaches O' 
sitol. 38:248, 1951). 


DISSOLVING CORNEAL OPACITIES 
To THE Editor:— In the question and answer w 
dissolving corneal opacities in The Jovrsal, 1 
6, 1958, page 138, edathamil calcium-diso nu 
was recommended. This should he edatnon 
hydrogen-disodium. Literature may be obtaw^ 
from the drug company that markets this pco 
uct. It was originally used by the chief of op 
thalmology at Harvard Aledical School. 

Lewis T. Mann, U-H- 


18 E. '84 St. 
New York 28. 
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National Health Survey Makes Major Report . . 
FDA Exempts 118 Chemicals from Testing . . 

Flemming For More Rehabilitation 
of Disabled . . 

AFL-CIO Urges Uniform Blood Banks . . 
Atomic Energy Grants to Medical Schools . . 
NIH Grants Daring October to $4,200,000 . . 


FIRST FULL-YEAR STUDY OF INJURIES 
AND ILLNESSES COMPLETED 

The Public Health Sen'ice, with the Census 
Bureau supplying poll takers, has completed the 
first full-year study of illnesses and injuries in U. S. 
families and of the number of physician visits. The 
sample involved 36,000 households, covering 115,- 
000 persons. From the answers, projections were 
made and certain conclusions arrived at. 

Such surveys will be carried on on a continuing 
basis as a result of the action of Congress in 1956 
in authorizing the U. S. National Health Survey. 
Surgeon General Burney commented on the first 
study: “With this first annual summaiy, the health 
survey is beginning to produce a comprehensive 
picture tliat workers in the health fields have long 
needed.” 

According to the survey, illness and injury caused 
the American people to stay home from work or 
school, remain in oed, or otherwise cut do^\'n on 
normal activities for about 3.4 billion man-days 
during the year ending June 30, 1958. Tins total 
averages out to 20 days per person per year. Acute 
illnesses, with respiratory conditions leading the 
category, totalled 437,900,000, or an average of 
about 2.6 days per person. 

About 47 million persons were injured seriously 
enough during the year to cause them to restrict 
their activities for a day or more or seek medical 
attention, the survey found. Tlie injuries caused 
424,100,000 days of restricted activity, or 2.5 days 
per person. 

Under chronic conditions, the PHS listed circula¬ 
tory diseases as the cause of 484,200,000 days of 
restricted activity, equivalent to about 2.9 per per¬ 
son. Digestive conditions ranked second and arthri¬ 
tis and rheumatism third. 

The survey estimated that about 890 million 
physician visits (in offices, homes, outpatient clin¬ 
ics, or telephone calls) were made during the 12 
months, or an average of 5.3 times per person. 

Additional projections under physician visits: 
1. More women than men use doctors’ services— 
6.0 visits per person for females as against 4.5 for 
males. 2. The greatest number of visits occurred 
during the October-December quarter. 3. About 


tliree-fourths of tlie visits were for diagnosis and 
treatment, as against sucb preventive services as 
examinations and immunizations. 4. About two- 
thirds of the visits took place in offices. 5. The 
largest number of home visits were for persons 65 
years of age or older. 

REGULATIONS DRAWN UP FOR FOOD 
ADDITIVES CONTROL 

An important step toward putting into effect the 
new federal law governing additives to foods has 
been taken with preparation by the Food and Drug 
Administration of a proposed list of 118 chemicals 
to be exempt from testing requirements. 

Under the law, enacted by the last Congress, pre¬ 
testing of chemicals must satisfy FDA before the 
substances may be added to foods. However, 
chemicals that have proved their safety by long 
usage may be declared exempt from the testing. 

FDA’s first list of exempt chemicals includes 61 
preservatives, 29 buffers and neutralizers, 35 nutri¬ 
ents (such as vitamins, minerals, and amino acids), 
5 nonnutritive sweeteners, 5 coloring agents, 5 
stabilizers, 4 emulsifiers, and 34 other additives of 
various types. Thirty-six of the 118 are limited as to 
the quantity that may be used or the foods in which 
they may be used. 

No flavoring materials are included in this list; 
they will be dealt with later. Coal-tar colors are 
subject to a different provision of the Food, Drug, 
and Cosmetic Act. 

Complete text of the proposed regulations, in¬ 
cluding the list of the exempt chemicals, will be 
available after publication in the Federal Register. 
The list is not complete, FDA explains, as from 
time to time qualified e.xperts will agree on other 
additives that are not a threat to health. 

Publication of the list will allow qualified authori¬ 
ties to give the FDA their views as to whether 
further testing of the substances will be necessary. 
After the regulations and initial list are published 
in the Federal Register, 30 days will be allowed 
for the filing of suggested changes, deletions, or 
additions. 

FDA has not specified in detail the type of scien¬ 
tific studies that must be made to determine safety 
of a nonexempt substance. Evaluation of test data 
will be based on criteria established by the food 
protection committee of the National Research 
Council, “unless equally good or better methods 
are proposed by tbe manufacturer.” 

A petition to have a food additive accepted must 
include a complete history of the substance, its 
composition, source, stability data, proposed quan¬ 
tity and method of use, control procedures, and 
appropriate tests to determine the amount of the 
additive in the finished food. Full information alsot 
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must be furnished on any animal or other biological 
experiments designed to establish safety of the 
additive. 

After a petition has been filed, notice to that 
effect will be published in the Federal Register. 
Subsequently, the regulation rvill be issued, giving 
the quantity of the additive to be used and the 
foods in which it may be used. 


SECRETARY FLEMMING URGES MORE 
REHABILITATION EFFORTS 

Addressing the Social Security Administrations 
medical advisory committee, Secretarj’ Flemming 
of the Department of Health, Education, and Wel¬ 
fare stressed the importance of an increased effort 
to bring about the rehabilitation of disabled per¬ 
sons. 

The Secretary said his department is putting 
more emphasis on medical research into disability, 
adding that “disability evaluation is not a static 
process but must keep pace \wth medical progress.” 

Mr. Flemming pointed out that the present dis¬ 
ability payments section of the social security law, 
which offers OASI retirement benefits to persons 
50 years and older who because of illness or injury 
are unable to do “any substantial gainful work,” 
provides an ideal opportunity for channeling the 
disabled to state or other agencies where they may 
benefit from rehabilitation services. 

The committee advises Social Security Adminis¬ 
tration on all phases of the disability program. 
Secretary Flemming praised it for developing, wnth 
the cooperation of the medical professions, “a 
sound and workable metliod of determining dis¬ 
ability.” He said this “difficult task” has been ac¬ 
complished in a way “which does not interfere with 
doctor-patient relationships.” 

A person applying for disability benefits, or dis¬ 
ability freeze protection (under which his Social 
Security benefits are not reduced because of years 
of forced unemployment), is directed first to con¬ 
sult a physician. The physician reports clinical find¬ 
ings, based on medical tests and laboratory exami¬ 
nations, after which a team, including at least one 
physician, decides whether the applicant qualifies 
as “disabled.” 

Dr. J. Duff>' Hancock, professor of surgery at the 
University of Louisville School of Medicine, is 
chairman of the advisory committee. 


AFL-CIO WANTS NATIONWIDE, UNIFORM, 
VOLUNTARY BLOOD BANK SYSTEM 

The AFL-CIO wants all blood bank activities co¬ 
ordinated under a nationwide “uniform voluntary 
system.” 

Support for such a program was pledged by the 
labor organization s executive council at a meeting 
in Washington. It acted on a recommendation of 
the AFL-CIO’s communit>' services committee. 

The council declared: “The AFL-CIO shall take 
appropriate steps to offer the full cooperation and 
active participation of organized labor to the Joint 
Blood Council and its cooperating agencies in the 
development and maintenance of a national blood 
program.” 
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The Joint Council is made up of the American 
Medical Association, the American Hospital Asso¬ 
ciation, the American Society of Clinical Paffolo- 
gists, the American National Red Cross, and the 
American Association of Blood Banks. Its heai 
quarters is in Washington, D. C., and the executive 
vice-president is Dr. Frank E. Wlson. 

In the national blood organization, the AFL-CIO 
wants a uniform, voluntary' system of blood banks, 
tlie requirement of uniform licensing standards’ 
and a national clearing house or exchange for blood 
and blood credits. 


AEC AWARDS $326,510 IN GRANTS: 

MEDICAL SCHOOLS BENEFIT 

Atomic Energy Commission has approved $326,- 
510 in grants to 30 colleges and universities, includ¬ 
ing 11 medical and public health schools, to help 
in buying training equipment. 

Since start of the program in 1957, it has dis¬ 
tributed almost $1,500,000 “for tlie purpose of help¬ 
ing colleges and universities e,\pand their facilities 
for training in radiation biology and in the use of 
radioisotopes in the fields of agriculture, veterinars’ 
medicine, medicine and pharmacy, public health, 
and biology.” 

Another series of grants will be announced in the 
early spring of 1959. For infonnation as to possi¬ 
bilities and requirements, wite the director, di¬ 
vision of biology and medicine, U. S. Atomic 
Energy Commission, Washington 25, D. C. 

Largest grant ($25,000) v'ent to tlie Universit)' of 
Minnesota School of Public Healtli. Minnesota’s 
medical school also received $9,000. Other medical 
and public healdi schools to benefit were Albany 
Medical College of Union University, Boston Uni¬ 
versity School of Medicine, University of California 
Medical Center at San Francisco, Indiana Univp 
sity School of Medicine, University' of Puerto Rico 
School of Medicine, Temple Medical Center at 
Philadelphia, Southwestern Medical School at the 
University' of Texas, Albert Einstein College of 
A'ledicine in New York, and University' of Wash¬ 
ington School of Public Health. 


NIH RELEASES $4,200,000 IN GRANTS 
AND FELLOWSHIPS 


During October, the last month for which com¬ 
plete information is available, the National Insri- 
tutes of Health released a total of $4,200,0(W m 
research grants and fellowships. Fellou’ships- 
valued at $603,344, went to 157 individuals, ana 


$3,600,000 was given for 266 research grants. 

Of the 266 research project grants, 86 
$641,615) went for new projects, more than halt o 
them in arthritis, metabolic diseases, and menta 
health. 

Highest institute total was $912,156 from 
Heart Institute for 47 research projects. Other re¬ 
search totals by institutes were cancer $193,W > 
allergy and infectious diseases $268,528, arnio 
and metabolic diseases $889,347, dental 
mental $217,103, neurology' and blindness $o05,U' . 
and general medical sciences $703,529. 
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and 

Harvey Hammer, A.B., New York 


H STUDY OF THE long-term administration 
of meprobamate (Miltown) was under¬ 
taken, with special attention to symptoms 
observed on sudden withdrawal of the 
medication. Tliis approach was used because me¬ 
probamate is commonly prescribed for daily use 
over long periods, because such chronic administra¬ 
tion of drugs acting on tlie central nervous system 
may induce dependence, and because few well- 
controlled series of obsers'ations had been made 
uith meprobamate as the sole medicament. 

Plan of Study 

With use of a double-blind technique, 90 patients, 
equally divided as to sex, were chosen from four 
wards at Bird S. Coler Hospital; 30 male and 30 
female patients each received a capsule containing 
400 mg. of meprobamate three times a day, and 
15 male and 15 female patients were given a place¬ 
bo capsule, physically indistinguishable from the 
meprobamate capsule. Each of the four groups was 
contained in a separate ward. 

The subjects selected for this study were elderly 
patients, most of them ambulant, witli common 
geriatric problems, who had been hospitalized pri¬ 
marily for custodial care. Their daily behavioral 
patterns, sleeping and eating habits, and emotional 
make-ups were well established and known to the 
nurses and attendants, making even minor devia¬ 
tions in reactions quickly recognizable. 


Despite prolonged use of clinically effective 
doses of meprobamate, no evidence of de¬ 
pendence, physical or psychic, manifested it¬ 
self on sudden withdrawal of the drug and 
substitution of a placebo. The patients studied 
were elderly, and their reactions to central 
nervous system depressants were expected to 
be somewhat exaggerated. Dependence or 
habituation is not predicated solely on the 
prolonged administration of clinically effec¬ 
tive doses. The personality of the subject, his 
previous drug history, and the size of the dose 
are important deciding factors in the develop¬ 
ment of addiction. The elimination of exces¬ 
sive anxiety, insomnia, or depression may be 
considered as a proper indication for the use 
of either stimulants or depressants. However, 
the sense of well-being engendered by these 
drugs may lead fo their use far beyond the 
period necessary for the obtaining of symp¬ 
tomatic relief. 


Prior to the start of the study, each patient’s per¬ 
sonal history was reviewed thoroughly, psychiatric 
and neurological examinations were made in order 
to establish a norm for each patient, and eating and 
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sleeping habits and daily behavioral patterns were 
approximately quantitated and recorded. All un¬ 
toward symptoms reported by the patients or any 
signs observed by the attendants were recorded 
daily, regardless of their apparent connection with 
the medication. Where occasional side-effects were 
severe enough to suggest an association with the 
medication, placebos were substituted for the me¬ 
probamate. After a short period of time, it was 
usually possible to resume medication. In addition, 
all previous medication affecting sleep or central 
nervous system functions was discontinued, and the 
patient reassured as to the significance of the 
change. Except for tliese preliminary steps, each 
patient pursued his regular routine and was given 
no indication that a special study was being con¬ 
ducted. 

At the end of an eight-week period in prepara¬ 
tion for the observance of any withdrawal symp¬ 
toms, the meprobamate group was switched to the 
placebo for an additional two weeks. This step 
eliminated possible psychological disturbances re¬ 
ferable to a change in the medication or to its 
abrupt discontinuance. The placebo group, compa- 
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(2) , paralysis agitans (3), cerebral complications 

(3) , and miscellaneous benign conditions or opera¬ 
tions (5). 

Side-effects.—Table 2 shows the various com¬ 
plaints or medical conditions reported or observed 
during the study. These data were obtained from 
the nurses’ detailed notes and from questions asled 
of the staff and patients by the responsible physi¬ 
cian. Because there was no way of determining ac¬ 
curately the origin of the symptoms, these were re¬ 
corded without regard to any apparent cause. It 
was felt tliat, in a double-blind, controlled study 
such as this, symptoms not specifically due to the 
medication would occur with equal frequency in 
both the meprobamate and the placebo groups. 

It is evident that the percentile amount of com¬ 
plaints was about the same in all groups, if we do 
not include the symptoms induced hy the pharma¬ 
cological activity of meprobamate (depression of 
the central nervous system). Gastrointestinal up¬ 
sets were about the same in the treated and un¬ 
treated groups. Rashes appeared in four patients of 
the treated group; one case was diagnosed as a pos¬ 
sible drug reaction by the consulting dermatologist. 


Table 1.—Comparative Data on All Subjects in Meprobamate Habituation Study 


Vital Statistics 

____ 

•Weight, Lb. Disease, No. 

- -_ —A — 






Age, Tr. 


Initial 


Final 

penile 



Treatment* 

Patients 

Sex 

Av, 

Range 

Av. 

Kange 

Av. 

Range 

vascular 

Skeletalt 

Olbtt 

M-P . 

30 

M 

74 

51*88 

152 

92-204 

148 

89-199 

19 

5 

6 

M-P . 

30 

P 

70 

56*95 

137 

91*293 

135 

90-285 

15 

9 

6 

P . 

15 

M 

74 

54-86 

145 

92-180 

143 

92*180 

7 

5 

3 

P . 

.. 14 

p 

03 

48-92 

132 

101-207 

133 

103*207 

11 

1 



* M-P = meprobamate for eight weeks, followed without interruption bj' placebo for two weeks. P = placebo alone for 10 weeks. 
T Includes fractures, osteoarthritis. 


rable to the test group as to age, sex, environmental 
distribution, and previous medical status, was 
treated concomitantly for 10 weeks without inter¬ 
ruption. 

Results 

The data are summarized in the tables. Because 
the patients were elderly (average age 75, table 1), 
their reactions to central nervous system depres¬ 
sants were expected to be somewhat exaggerated, 
and for this reason a close watch was kept for re¬ 
actions due to overdosage, such as dizziness, som¬ 
nolence, staggering, and falling. (It may here be 
emphasized that these patients had not presented 
symptomatic indications requiring medication of 
the type represented by meprobamate.) 

It is seen from table 1 that more than half of the 
patients had cardiovascular disorders associated 
\vith senility, while about one-quarter suffered from 
skeletal defects, most of which were fractures, pre¬ 
sumably due to previous falls. The conditions of 
the remainder had been diagnosed as follows; dia¬ 
betes (1), multiple sclerosis (2), herniorrhaphy 


Rashes also appeared in four cases of the placebo 
group. All rashes disappeared spontaneously, with¬ 
out discontinuance of treatment. 


Table 2.—Summary of Complaints and Reactions m 
Meprobamate Habituation Study® 




No. of 


Type of Complaintf 

Treatmentf 

Sex 

tients 

GI 

Rash 

CNS 

FaUs§ 

M-P. 

M 

SO 

3 

3 

6 

6 

JI-P . 

F 

30 

8 

1 

7 

5 

P . 

M 

15 

4 

4 

1 

0 

P . 

F 

14 

1 

0 

4 

1 

Totals .. 



16 

8 

18 

12 


fotal 



51 


* Exclusive of increase in diurnal dozing or drowsiness. No P 

had withdrawal symptoms. —niflecho, 

i M-P = meprobamate, eight weeks; placebo, two weeks. P — P 
10 weeks. 

♦ Some patients had symptoms in more than one category. 

§ Three of these patients stumbled and fell before treatmeo 
meprobamate or placebo. 


Symptoms referable to the central nervous systcj 
are shown in table 2. These were dizziness, be® 
ache, mental confusion, increased nervousness, luss 
ing, crying, and others. The other symptoms, e® 
numerous and minor to mention, occurred abou 
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equally in the two groups. The number of falls re- 
eorded was greater in the treated than in the un¬ 
treated group. This was interpreted as being due, 
in large part, to an overdosage reaction to the mep¬ 
robamate and as indicating that the daily dose of 
1,200 mg. was having its full effects. Of 11 patients 
in the meprobamate group for whom falls were re¬ 
corded, two had had falls previously. Three of the 
remaining nine patients fell only once, despite con¬ 
tinued medication; therefore, these falls were con¬ 
sidered as accidental. One other patient fell again 
two weeks after discontinuance of therapy, suggest¬ 
ing that the fall could be only casually related to 
the medication. For these reasons, it is felt that 
only 5 of the 11 patients who fell while receiving 
meprobamate did so because of the central nervous 
system effects of the drug. 

Behavior and Sleep Palterns.—The data summar¬ 
ized in table 3 are indicative of the proper pharma¬ 
cological action of meprobamate as a central 
nervous system depressant. It appears that the me¬ 
probamate regimen did not interfere witli appetite 
or increase inordinately the daytime dozing and 
drowsiness normally displayed by many of these 
elderly patients. 
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been stopped and, therefore, was spared the ordi¬ 
nary “fuss and bother” symptoms likely to occur 
whenever chronically administered medication is 
suddenly withdrawn. The histories of the two pa¬ 
tients whose symptoms could possibly be inter¬ 
preted as due to withdrawal of the drug are re¬ 
viewed here. 

Report of Cases 

Case 1.— An alert man, aged 74, weighing 161 lb. (73 kg.), 
was hospitalized because of a fracture of tlie neck of the 
femur. He was ambulant, and he ate and slept well. His 
blood pressure was 120/80 mm. Hg, and it remained un¬ 
changed during the period of observation. Prior to taking 
the test dosage of meprobamate, he had been receiving APC 
tablets for pain in his hip. 

During meprobamate therapy, his appetite continued to 
be good .and he slept better at night, with some increase 
in diurnal drowsiness and dozing. After two weeks of treat¬ 
ment, he developed a low-grade fever and muscle aches 
and a diagnosis of virus infection was made. He appeared 
tired and weak; meprobamate therapy was discontinued. 
The nect day, while trying to get out of bed, he fell once 
but sustained no injury. One week after his fever subsided, 
meprobamate therapy was reinstituted; it was continued for 
a month. He became progressively depressed, confused, and 
weak. Meprobamate was again withdrawn, this time only 
four days prior to its withdrawal in the group as a whole. 
He remained tired and confused during the first week of 


Table 3.—Diurnal Behavior and Sleep Patterns During Meprobamate Habituation Study 


Diurnal Behavior Sleep Patterns 

- __ _ ___A_ 

No. o( Appetite, No.t Increased Increased Improved No Change, No.+ 

Treatment* Sex Patients ,-*---—-v Dozing, Drowsiness, ,-*-^, 

G F P No. No. No. % G P 

M.p. M 30 20 9 1 18 14 17 57 12 -^1 

M-P. F 30 10 0 8 10 15 18 60 8 4 

P. M 16 13 0 2 5 2 3 20 11 1 

P. F 14 8 5 1 3 2 4 29 8 2 


* M-P=meprobamate, eight weeks; placebo, two weeks. P=placebo, 10 weeks, 
t G=good; F=fair; P=poor. 


sixty-four per cent of the patients receiving mep¬ 
robamate reported that they slept better at night, 
compared to an improvement of only 28% in the 
placebo group. 

Withdrawal Symptoms.—There were two patients, 
one man and one woman, whose temporary restless¬ 
ness after meprobamate medication was stopped 
was such that it might possibly be ascribed to with¬ 
drawal of the medicament. However, during the 
study, such symptoms occurred in both the place¬ 
bo and meprobamate groups. Obviously, withdraw¬ 
al symptoms would not occur in the placebo group. 

The actual “interpretation” of the symptoms was 
made from the data charts submitted for analysis 
and with full knowledge of the identity of the 
groups. It was deemed desirable to allow tliis slight 
adverse hias, because the burden of proof regard¬ 
ing lack of development of dependency would rest 
with the meprobamate medication. It is here 
stressed again that the purpose of this investigation 
was a search for the occurrence of symptoms point¬ 
ing to the establishment of dependency. The pa¬ 
tient had no way of knowing that the drug had 


receiving the placebo capsules, and during the second week 
he developed a slight tremor and appeared somewhat de¬ 
pressed. However, his symptoms were not significantly worse 
than those which .appeared in some patients in the placebo 
group; they are recorded as possibly being in the “with¬ 
drawal” category because of the nature of this study. 

Case 2.—A woman, 74 years of age, weighing 151 lb. 
(68.5 kg.), was hospitalized for custodial care, with a 
routine diagnosis of arteriosclerotic heart disease. Her initial 
blood pressure of 182/86 mm. Hg dropped to 158/68 mm. 
Hg at the end of the study. She was classified as neurotic 
and a chronic complainer. She had vague gastrointestinal 
symptoms, abdominal “pains,” gas, anore.\ia, and occasional 
nausea. Her complaints continued during treatment with 
meprobamate, but she slept better at night and dozed more 
during the day. 

After tlie change from meprobamate to the placebo,, she 
continued her complaints but, in addition, stated that she 
had symptoms of palpitation and “jumpy stomach.” In view 
of her gastrointestinal history, we beh'eve that the nebulous 
complaints were not withdrawal symptoms but persistence 
of her previous pattern, possibly aggravated by the fact that 
she was not given therapy with magnesium trisilicate and 
aluminum hydro.\ide (Gelusil) as freely as before bec.ause 
of instructions to discontinue all previous medication. How¬ 
ever, in accordance with the purpose of this study, we 
describe this case in detail as remotely suggesting with¬ 
drawal symptoms. 
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Comment 

Many authorities have expressed the view that all 
drugs which are used therapeutically as central 
sedatives to promote sleep or to relieve anxiety may 
be habit-forming. This applies equally to central 
stimulants or euphoriants. With both types of drug, 
the essential factor, presumabl>', is the improve¬ 
ment in the sense of the well-being elicited hr' such 
drugs and tlie patient’s desire to continue in this 
anxiety-free state. 

The elimination of e.xcessive anxiety, insomnia, 
or depression may be considered as a proper indi¬ 
cation for the use of these two types of drug. How¬ 
ever, the sense of well-being engendered by these 
drugs may lead to their use far beyond the period 
necessar)' for the obtaining of symptomatic relief. 

Excessive administoation of these drugs may re¬ 
sult in physical dependence and the development 
of addiction,' characteristic of the use of barbitu¬ 
rates." However, dependence or habituation is not 
predicated solely on the prolonged administration 
of clinically effective doses. The personality of the 
subject, his previous drug history, and the size of 
the dose are important deciding factors in the de¬ 
velopment of addiction. 

Tlie Seventh Report of the Expert Committee on 
Addiction-Producing Drugs of the M^orld Health 
Organization takes the view that tranquilizers, al¬ 
though widely diverse in their chemical character- 
istics^miist be classed as potentially habit-forming, 
because of their similar centi-al sedative action. In 
addition, the occurrence of a characteristic with¬ 
drawal syndrome under conditions of excessive use 
has been regarded as indicative of a type of physi¬ 
cal dependence similar to that with barbiturates, 
so that these drugs should be subjected to national 
control. 

In considering the classification to which mepro¬ 
bamate belongs within tlie above definitions, much 
has been made of the clinical observations of Le- 
mere,'" to the effect that “a psychological depend¬ 
ency on the drug is also undoubtedly created in 
certain patients.” The ordinan^ use of meprobamate 
had led to overdosage in 13 of over 600 patients to 
whom Lemere administered it. Only in one patient, 
taking 16 tablets (6,400 mg.) of meprobamate 
daily for a month, were there severe sj'mptoms 
(commlsions) from sudden withdrawal. Such doses 
were very high indeed, and tlie absence of with¬ 
drawal symptoms in the remainder of Lemere’s pa¬ 
tients who had been on prolonged therapy with 
effective daily doses maj^ mean that the critical 
dose level for the development of meprobamate 
dependency is high and far beyond that used clin¬ 
ically. 

In a preinous study, Lemere “ had stated that 
meprohamate was not habit-forming. It was \Hth 
furtlier clinical e.xperience “ that he was led to be¬ 
lieve tliat tliis was not always the case. This further 
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experience was derived from abuse of the drug bv 
certain patients, but ordinary clinical doses wa'e 
not implicated. Our data are in complete agreement 
with his as to the lack of addiction or dependena 
from ordinary clinical doses of meprobamate. 

The findings obtained in our study are consistent 
with the view that effective daily doses of mepro¬ 
bamate in a group of 60 elderly patients did not re¬ 
sult in either habituation or psychic or physical de¬ 
pendence. There was no desire or compulsion to 
continue to take the drug or to increase tlie dose, 
despite tlie fact that 400 mg. three times a day 
resulted in symptoms of overdosage and the drag 
had to be temporarily discontinued in several pa¬ 
tients. 

However, the virtual lack of symptoms of psychic 
dependence in this group may have been due tc 
the fact tliat tliese patients had no psychic need for 
the meprobamate in the first place and, therefore 
its abrupt ndthdrawal was not accompanied by the 
sudden release of neuropsychiatric sjmiptoms ir 
need of sedation. We interpret the lack of with 
drau’al symptoms as a failure of the meprobamate 
to induce psychic dependence or a craving for con 
tinned medication, in the manner of the barbitu 
rates. 

If meprobamate is capable of eliciting these 
symptoms, it must do so with larger doses givei 
over longer periods, or only in certain individuals 
The doses used in this study u'ere evidently wel 
below the critical dosage level described by Fraser 
for barbiturates, above which definite addiction cai 
occur, but under which “a clinically significant de 
gree of physical dependence” does not take place 

Stough " observed two convulsive seizures anionj 
49 patients in the Oklahoma State Prison on abnip 
withdrawal of meprobamate. His patients wen 
given from 3,200 to 6,400 mg. daily for four week 
prior to substitution of tlie meprobamate with pla 
cebos. Witliin 24 to 36 hours after withdrawal 0 
meprobamate, the syraptoms of which these pa 
tients formerly complained returned. However 
none showed any compulsive desire to conftna 
the medication. 

Later, 39 of these patients, supplemented b 
11 new ones, were divided into two equal groups 
One group received up to 1,200 mg. daily of mepro 
hamate for five weeks. The second group receiver 
a gradually increased dose of meprobamate, unti 
2,400 mg. daily was being administered during tin 
last two of six weeks of medication. At tlie end 0 
five weeks, medication ivas reduced gradually 
placebos being substituted for the meprobamate 
An absence of severe withdrawal symptoms wi' 
ascribed to the week-long, gradual withdrawal pc 
riod, altliough in our patients, receiving 1,200 mg 
per day^ for eight weeks, there was no evidence 0 
symptoms from abrupt withdrawal. However, i 
would appear desirable to withdraw meprobama r 
gradually', especially if tlie dosage is large and t ' 
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treatment prolonged. Our results are in agreement 
with Stough’s: no true habituation develops from 
• the daily use of meprobamate. 

Meprobamate does not have cumulative effects, 
^ because it is rapidlj’ excreted or metabolized. As 
■ ■ its administration was continued, some patients be¬ 
came more depressed, dozed more frequently, and 
'■ began to stumble and fall. This suggested that 
no tolerance developed, but, on the contrary, as 
Lemere ■* indicated, that continued medication de¬ 
creased the amounts needed to produce the same 
i reaction. 

‘ Similar results were reported by Tucker and 
:' Wilensk)’ "■ during the clinical evaluation of mepro¬ 
bamate therapy in chronic schizophrenic patients. 
The doses used were large (up to 1,200 mg. three 
* times a day) but elicited no inordinate depression, 
dozing, stumbling, or other side-effects, except for 
some transient gastric distress. On abrupt with¬ 
drawal of the drug, solitary grand mal seizures 

- occurred in two of their patients. This, as well as 
other less serious signs of withdrawal, led them 

- to suggest the need for gradual reduction of the 

- dosage after the prolonged use of large amounts 
of the drug. 

Summarj’ 

- A controlled study was undertaken to determine 
the habit-forming propensities of meprobamate 
(Miltown). Sixty patients received 400 mg. three 
times a day, for eight weeks, and 30 patients re¬ 
ceived a placebo. The patients were elderly, under 
custodial care at a large city institution, and not 
in need of this type of medication. They were 
equally divided as to sex and clinical conditions. 

Except for the tranquilizing effects induced by 
meprobamate and increased sleep and diurnal doz¬ 
ing due to it, there was no difference in the reac¬ 


tions of these patients when compared to those of 
the placebo controls. Despite prolonged use of 
clinieally effective doses of meprobamate, no evi¬ 
dence of .dependence, physical or psychic, mani¬ 
fested itself on sudden withdrawal of the drug and 
substitution of the placebo. 

It is concluded that the dosage of meprobamate 
given, 400 mg. three time a day for eight weeks, 
was below any critical level that may be neces¬ 
sary' for the development of dependency or addic¬ 
tion. This conclusion is consistent with observ'a- 
tions of others that the occasional occurrence of 
withdrawal symptoms is associated with the use 
of very large doses of meprobamate and that ordi¬ 
nary clinical doses do not cause habituation. 

260 Madison Ave. (16) (Dr. Mulinos). 

The meprobamate used in this study was supplied as 
Miltown through the eourtesy of Dr. F. M. Berger of 
Wallace Laboratories, New Brunswick, N. J. 
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T he problem of syphilis today.—T he disease is by no means eradicat¬ 
ed, and physicians and public health officials must be ever alert to the possi¬ 
bility that syphilis may still produce disability, financial ruin, dementia, and 
death. . . . Rein stated that syphilis is on the rise again. A Public Health Report esti¬ 
mated that 1,921,000 persons in the United States have syphilis requiring treatment. 
Many states and large cities find their venereal disease appropriations inadequate to 
permit an effective and progressive program. Of major concern is the fact that high 
rates for primary, secondary, and early latent sx'philis are in the age group of 15 to 
19, reaching a peak at the 20- to 24-year group. Rapidly declining rates over the past 
several years have prompted the optimistic demobilization of venereal disease control 
forces, reassignments of personnel and reduction of case findings, and reduction of 
diagnostic and treatment facilities, leaving many areas without means to discover 
cases or to combat sudden outbreaks. Rein . . . stated that as physicians “we have the 
diagnostic tools and the therapeutic agents to control and even eradicate syphilis. 
But we are failing because of our own complacency about the disease, because of 
neglected educational programs, especially for the teenagers, and because of lack of 
interest or funds to find and treat the affected persons.”—Herman Beerman, M.D., 
The Problem of Syphilis Today, A. M. A. Archives of Dermatology, August, 1958. 
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OCCUPATIONAL DISEASES-DIAGNOSIS AND PROPER METHOD 

OF REPORTING 

Rutherford T. Johnstone, M.D., Los Angeles 


The law requires that the physician report speci¬ 
fied communicable diseases to his local health oSi- 
cer. The statistics thus derived approach a high 
degree of reliability. This is due to the fact that by 
education and experience the physician learns well 
the signs and symptoms of those diseases common 
to the community. Likewise, in reporting a commu¬ 
nicable disease a physician is impelled to be accu¬ 
rate in his diagnosis, because (1) he senses the seri¬ 
ousness of his obligation to the law, (2) he fears that 
an error on his part will force unneeessary restric¬ 
tions and impositions upon the patient, and (3) an 
erroneous diagnosis will bring censure and repri¬ 
mand. A diagnosis of smallpox or diphtheria is not 
apt to be a careless conjecture. 

The reporting of an occupational disease is like¬ 
wise compulsory in most states. Yet, for reasons to 
be mentioned, the system presently employed leads 
to an accumulation of morbidity and mortality sta¬ 
tistics, a greater portion of which are completely 
worthless. 

Difficulties in Diagnosis 

In general medicine the physician practices within 
an area of readily accessible knowledge. Even on 
those occasions when the diagnosis of a clinical 
entity is initially obscure, obtaining aid is not diffi¬ 
cult nor is the source of information distant from a 
physician’s daily contact. In contrast, few physicians 
have had any formal training in occupational medi¬ 
cine, and actual experience in subsequent years is 
meager. Likewise, information regarding occupa¬ 
tional disease is not readily accessible as it is in 
general medicine, since the subject matter is rarely 
found in the journals and te.xtbooks utilized by the 
average physician. Finally, in making this compari¬ 
son of disease reporting, cognizance must be given 
to the fact that the diagnosis of an occupational 
disease is not subjected to the same scrutiny for 
accuracy as is a communicable disease diagnosis. 
Its medical, legal, and economic importance has not 
been sufficiently stressed. 

A further deterrent to accurate occupational dis¬ 
ease reporting resides in the antiquated method in 
vogue. Tire insurance fraternity and the official 
agencies have not been realistic in facing the revo¬ 
lutionary changes which have occurred within die 
industrial environment. The system presently in use 
originated at the time the first Workman’s Compen¬ 
sation Act was passed. At its inception, industrial 
medicine was concerned almost entirely with the 
treatment of trauma. Etiology was not a mystery. 

Read in the Symposium on Occupational Medicine for the Private 
practitioner before the Joint Meeting of the Section on Preventive 
Medicine and the American Academy of Occupational Medicine at the 
i07th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 24, 1958. 


While fhe reporting of an occupational dis¬ 
ease is compulsory in most states, the system 
presently used leads fa an accumulation of 
morbidity and mortality statistics, the greater 
portion of which are completely worthless. The 
diagnosis of an occupational disease is not 
subjected to the same scrutiny for accuracy as 
is a communicable disease diagnosis. Its medi¬ 
cal, legal, and economic importance has not 
been sufficiently stressed. The prevention of 
an occupational disease is becoming increas¬ 
ingly difficult due to the vast number of new 
chemicals and new processes being intro- 
duced into the industrial environment. A 
partial solution to obtain proper diagnosis 
and reporting of occupational disease lies in 
supplanting fhe present system of allowing a 
careless brief report. A modified narrative 
form which would demand concise informa¬ 
tion regarding the history and the nature ol 
exposure, signs, symptoms, laboratory data, 
and basis for conclusions is a necessity. 


The cause of industrial trauma almost always wa 
evident, and liability was rarely contested. To rf 
port with accuracy and to estimate the degree c 
disability required only a minimum of words, i 
standard report form was conceived by the Ameri 
can Association of Labor Legislation in 1913. Wt 
only slight variation, it is still adhered to by n> 0 ! 
states. Not only is the first examining physician ot 
ligated to fill out such a form, but he must do s 
within a short period of time, usually five days. 
original report goes to the state agency, with copi£ 
to the employer and the insurance carrier. The pr 
mary value of the short form lies in the fact that i 
is a handy, quick method of reporting an acddei 
immediately and thereby setting into action tn 
machinery of compensation. 

With the advent of the chemical age in industr) 
an entirely different obligation imposed itself on 
medical profession. Workers became expose 
multiple and varied substances, most of which ^ 
potentially toxic. These may cause an illness whio 
mimics a nonoccupational disease. The etioio0 ‘ 
therefore of prime importance. Whenever it ' 
alleged that an illness resulted from an 
a toxic substance, it is necessary to identity ^ 
offending agent. To do so is a challenge not on >' ^ 
the inexperienced but, very often, to the e.xperience 
industrial toxicologist. 
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Take, for example, a situation whicli is usual 
rather than unusual. A patient confronts his doctor 
with a statement that his illness is due to an expo¬ 
sure to an industrial chemical, the name of which 
the patient does not know. If duly diligent, the doctor 
learns that the alleged olfending agent is one bear¬ 
ing a long chemical name which is not familiar to 
him or that it bears a trade name. His search so far 
is like a baby’s first step—just a feeble beginning. 
Tlie follow-up, if properly pursued, involves tele¬ 
phone inquiries, correspondence, often a plant sur¬ 
vey, search of the literature, and utilization of other 
areas of information. At this point in the discussion 
we return to the legal requirements in the short 
form, namely, tliat the report be made within five 
days, presumably witli a correct diagnosis. Tliis is 
rarely possible. In view of the amount of time 
needed to evaluate an occupational disease claim, 
official agencies should permit the physician to use 
the sliort form merely as a notification of medical 
investigation. On the short form could be stated 
“diagnostic procedures in process. A complete re¬ 
port will follow after further investigation.” 

A perusal of tlie medical reports sent to the In¬ 
dustrial Accident Commission reveals terse state¬ 
ments purporting to constitute a diagnosis. A few of 
these, picked at random, are a? follows: 

“Hepatitis caused by chlorinated hydrocarbons.” 
Here it will be noted that no specific hydrocarbon 
has been isolated. Tliere is the further inference that 
all hydrocarbons are hepatotoxic agents, whereas 
only a few are. 

“Polyneuritis from exposure to toxic substance in 
oil refinery.” The number of potentially toxic sub¬ 
stances in an oil refinery is considerable. If any one 
of these is capable of producing a neuritis, it is not 
named. 

“Lead poisoning—fumes from spray gun.” No at¬ 
tempt is made here to show evidence that the sub¬ 
stance in the spray gun contained lead. 

Obviously in the examples just cited we find only 
conjectural statements—not substantiated diagnoses. 
From such are occupational disease statistics ac¬ 
quired. For this recognized problem there is no 
ready solution, but at the conclusion of this paper 
I \vill offer a suggestion. 

Proper Approach to Diagnosis 

At this moment it is obligatory that we consider 
the primary assignment of this paper, namely, the 
proper approach to the occupational disease diag¬ 
nosis. This approach is of special value if the case 
under Workmen’s Compensation is controverted. 

History of Present Illness.—Cognizance must be 
taken of the time interval bet\veen the exposure 
and the onset of symptoms. The asphyxiant gases 
produce illness or death suddenly, not days or 
weeks later. This is likewise true of most of the 
anesthetic or narcotic gases, although with some 
there may be a secondary delayed involvement of 
one or more systems. On the other hand, into.xication 


from such substances as lead or benzene or methyl 
bromide is usually insidious and ill health from 
exposure to such may not be evident for weeks or 
months. Tlie time interval in oecupational medicine 
is somewhat similar to the incubation period recog¬ 
nized in general medicine. 

Medical History.—The medical history in occupa¬ 
tional disease diagnosis is a part of the clinical case 
history used in general medicine; however, pre¬ 
viously existing systemic diseases may, at times, be 
aggravated by certain occupational exposures, and 
this factor deserves careful consideration. 

Occupational History.—Most reports are insuffi¬ 
cient in the area of occupational history. Ideally, the 
occupational history would leave no gap between 
the end of the worker’s school years and his present 
occupation. Accounting for every occupational ac¬ 
tivity has special importance when one attempts to 
evaluate the significance of exposure to certain 
dusts, carcinogens, or aromatic hydrocarbons. 

In obtaining tbe occupational history, the physi¬ 
cian must not be deluded by the job title. A re¬ 
cently examined patient illustrates this point. For 
the past 20 years he had “worked out of” a union 
hiring hall as a boiler maker. Yet for tbe six months 
prior to being examined he was engaged in the 
reconstruction of a chemical plant and was un¬ 
wittingly exposed to a toxic vapor. Therefore, re¬ 
gardless of the job title, it is obligatory to determine 
exactly what the worker did and exactly the chem¬ 
icals to which he was exposed. Further, as in the 
general medical examination, an inventory of sys¬ 
tems is made and a physical examination done. 

Laboratory Studies.—As in general medicine, lab¬ 
oratory tests are made as indicated by signs, symp¬ 
toms, or physical findings. But correlation of the 
results with the nature of the alleged exposure 
requires a knowledge of established facts. For 
example, an abnormal amount of lead in the urine 
or whole blood does not occur unless there has been 
an abnormal absorption of lead regardless of the 
source. On the other hand, evidence of liver 
dysfunction does not indicate that an exposure to a 
chlorinated hydrocarbon is necessarily the cause of 
the dysfunction. Interpretation of x-rays in cases 
of pulmonary pathology as related to occupational 
exposure requires considerable experience and 
judgment. 

Plant Suruei/.—There are occasions when a survey 
of the worker’s plant environment is essential to the 
final diagnosis. If the examining physician feels that 
an adequate plant survey is beyond his experience 
or competence, he should not omit this procedure 
from his study of the case. At such times he should 
call on the industrial hygienist to supply him with 
the information that he seeks. Failure to do so con¬ 
stitutes one of the major reasons why occupational 
statistics are so inaccurate. In contrast, utilization of 
the industrial hygienist contributes to the advance¬ 
ment of preventive medicine in industry. 
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Reference to the Literature.—Unless one has had 
formal training or considerable experience in oc¬ 
cupational medicine, reference to the literature 
should be done more often than is customary in 
general medicine. The literature should be authentic 
and fairly recent. Observations made decades ago 
are usually not applicable today, except with a 
comparatively few diseases. Likewise, the opinions 
expressed by foreign writers are not always accept¬ 
able, since the constituents in the chemicals in use 
in other countries often vary from those in the 
United States and hygienic control measures may 
not be similar. 

The Law of Specificity 

If the procedures outlined in the previous para¬ 
graphs are adequately pursued the examining phy¬ 
sician will have provided himself with the kind of 
information necessary to answer two questions aris¬ 
ing out of an industrial exposure. He will have 
ascertained the nature of the worker’s illness and he 
will have identified the substance alleged to have 
caused the illness. At this point he must ask himself 
this vital question: did the identified material cause 
the illness? 

The final opinion reached is expressed in that por¬ 
tion of the narrative form termed “Conclusion” 
which is similar to that usually found in any medi¬ 
cal paper except there are certain additional fea¬ 
tures. All opinions expressed in this final portion of 
the report should avoid technical terminology, since 
it is from this section that interested lay persons 
reach decisions pertaining to his or their particular 
function, such as the employer, insurance carrier, 
attorney, or the Industrial Accident Commission 
referee. 

In arriving at a decision as to whether a given 
case is or is not an occupational disease, one should 
engage in a type of mental reasoning which I term 
the “matching process.” Ever since it was laid down 
by Koch medicine has accepted and applied, when¬ 
ever possible, the “law of specificity.” Despite the 
generic term under which these are classified and 
despite having a comparable morphology, we rec¬ 
ognize that all bacilli do not produce the same clin¬ 
ical picture or pathology. Equally important is the 
application of the law of specificity in occupational 
medicine. A commonly made error is the assumption 
that tlie chemicals bearing similar names or having 
similar formulas give rise to similar toxic reactions. 
This is because of our unfamiliarity with multiple 
chemicals used in industry. We readily recognize 
tire difference betrveen wood alcohol and whisky 
and thereby do not ascribe the same toxicity of 
methyl alcohol to ethyl alcohol. Neither should we 
assign the toxicity of tetrachloroethane to tetra- 
chloroethylene or of ethylene chlorhydrin to ethyl¬ 
ene dichloride, or as in other sounding similarities 
which could be cited. 

In utilizing the matching process, the physician 
should ask and answer the following questions: 
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Is the suspected substance known to have noxious 
properties, or is it known to be inert? Many sub¬ 
stances as they are normally handled in industi)' 
are harmless. Numerous metals and alloys as they 
exist in the so-called cold state are not toxic. Life, 
wise, most dusts are inert. 

To what degree has a suspected substance been 
absorbed? Certain irritants, for instance, affect the 
mucosa of the upper respiratory tract but are not 
absorbed to produce systemic reactions. Again, this 
is true of many of the dusts. 

Is the substance under suspicion cumulative, or is 
it rapidly eliminated from the body? Nearly all ot 
the anesthetic gases, such as carbon tetrachloride oi 
trichloroethylene, are rapidly eliminated. On the 
other hand, methyl alcohol, methyl bromide, and 
certain metals, such as lead, are cumulative. 

In what classification does the offending agent 
belong? One must recognize whether the offending 
agent is an asphyxiant, an irritant, or an anesthetic 
(narcotic) type of solvent gas. One must distinguish 
between aliphatic and aromatic substances. One 
must differentiate inert dusts from those capable 
of causing a reactive fibrosis. 

Did an undue exposure actually occur? There is 
considerable difference between mere exposure and 
overexposure. The fact that a toxic substance exists 
within the worker’s environment does not mean 
that he has absorbed harmful amounts. At times it 
may be necessary to have measurements of the con¬ 
centration of the gas or dust in the worker’s envir¬ 
onment and to compare the results with the recog¬ 
nized maximum allowable concentrations. Likewise, 
one must take cognizance of those substances capa¬ 
ble of producing intoxication after a single undue 
exposure in contrast to those requiring a prolonged 
e.xposure before reaction occurs. 

Are the laboratory data confirmatory of into.xica- 
tion and/or of systemic injury? 

The final step in the matching process is the ap¬ 
plication of the epidemiologic and biostatistical dis¬ 
ciplines. In each given case involving an identine 
etiology, is the entire clinical picture one which 
time and experience have established for tliat agent 


under similar circumstances? , 

The conclusion of the narrative form should en 
with the opinion that tlie condition is or is not o 
occupational origin. If the physician believes it is 
due to an industrial exposure, he should state c 
expected length of temporary disability and in i 
cate the nature of the treatment. Any anhcipae 
permanent disability should be estimated in terms 


of degree. 


Comment 

Fundamental to the purpose of the 
Compensation Act is tire prevention of acciden 
occupational ill-health. This is accomplished to 

admirable degree by the health program in ®.’1^, 
which includes safety methods and industria 
giene measures. However, the prevention o 
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occupational clisca.se is becoming increasingly difR- 
■! cult due to the vast number of new cbemicals and 
! new processes being inti'oduced into tbe industrial 

■ environment. Gathering information regarding the 
'• toxic effect of these chemicals, as well as spotting 

"trouble areas,” depends in no minor degree on the 
- accuracy of diagnosis. 

Unfortunately, the short form used by the first 
• reporting physician does not lend itself to accuracy 

■ in diagnosis. The meager space allotted for answers 
and tlie time limitation for “getting the report in” 

■ actually motivates a carelessness rarely tolerated in 
: any other phase of medical practice. 

A partial solution lies in supplanting the present 
system with a modified narrative form which would 
demand concise information regarding the history 
and tlie nature of exposure, signs, sj'mptoms, lab- 
orator)' data, and basis for conclusions. This could 


be done without engaging in the type of lengthy re¬ 
port described in the body of this paper. If a new, 
well-designed form were provided and if the intelli¬ 
gence of the questions asked induced an intelligent 
response, the time consumed would be little more 
than that now utilized witli the present form. Fur¬ 
thermore, a properly constituted form could create 
interest and stimulate self-education in this phase 
of medicine. 

The plea presented in this paper stems from the 
realization that for nearly 50 years the equitable 
administration of the Workmen’s Compensation Act 
has been abused for reasons cited. It is not reason¬ 
able to continue to assume that the best minds in 
organized medicine, the insurance fraternity, and 
the state agencies cannot find means and methods 
of correcting to a measurable degree an unwar¬ 
ranted situation. 

520 W. Seventh St. (14). 




COMPENSATIONS TO THE PHYSICIAN IN OCCUPATIONAL MEDICINE 

Elston L. Belknap, M.D., Milwaukee 


“Tliese shops are schools whence one can depart 
wth more precise knowledge.” ‘ So wrote Ramaz- 
zini, an internist, a skilled clinician, and a professor 
of medicine 250 years ago. Blind at 81 years of age, 
after 50 years of practice, he died of apoplexy on 
his way to give a lecture. It seems to me that this is 
a fitting quotation for a discussion of preventive 
medicine. 

Thirty years of private practice in internal medi¬ 
cine, xvith consultation and teaching in the field of 
occupational medicine and also work as a part-time 
medical director, have led me to review my own 
experience regarding rewards which industry may 
offer the physician in occupational medicine and to 
consider whetlier these experiences might be of 
value to younger men who currently consider enter¬ 
ing this field. 

Compensations to the physician in occupational 
medicine, in my opinion, are the satisfactions de¬ 
rived from the practice of a wide range of scientific 
techniques, in situations often requiring the utmost 
in human understanding. Such practice can also 
have a firm economic foundation. 

We hear a great deal of late about the specialist 
learning more and more about less and less. In the 
ever-broadening field of occupational medicine, the 
consultant must learn more and more about more 

Read in the Symposium on Occupational Medicine for the Private 
Practitioner before the Joint Meeting of the Section on Preventive 
Medicine and the American Academy of Occupational Medicine at the 
107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 24, 1958. 


The physician in occupational medicine is 
obliged to meet the challenge of the varying 
demands of industries in which new processes 
ore being introduced every day and the di¬ 
agnostic horizons are constantly widening. 
Therapeutic and prophylactic skills must be 
correspondingly broadened. Frequent visits to 
the plant and patient attention to employees' 
complaints result in the gradual accumulation 
of priceless experience. When the confidence 
of employees and management has been 
earned, the physician finds that industry can 
provide him not only with advantages of eco¬ 
nomic security but also with the assurance, in 
many instances, of financial support for a 
stimulating program of continued medical 
education and clinical research. Through the 
study of occupational disease the medical 
profession can and must contribute to modern 
industrial society. 


and more. To demonsti'ate these varied demands, 
in one recent month, besides my regular teaching 
and plant responsibilities, I was called on to make 
widely divergent diagnostic decisions, based not 
only on the medical examinations but also on first¬ 
hand plant surveys in several different industries. 
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The follo\ving five problems presented themselves: 
(1) evaluation of a possible residual from heavj^ 
manganese inhalation which had occurred 10 years 
previously; (2) consideration of whether asthma 
could be precipitated by inhaling one or two breaths 
of trichloroethylene through a lighted cigarette, 
with alleged resultant inhalation of phosgene; (3) 
study of a possible precipitation by lead absorption 
of an attack of severe and nearly fatal familial 
porphyria supposedly due to skin contact with 
leaded gasoline and inhalation of such gasoline 
vapor involved in the filling of gas trucks from large 
outdoor storage tanks; (4) examination of the case 
of a hospital physiotherapist who received an elec¬ 
tric shock with resultant polyneuritis or causalgia; 
and (5) review of possibility of lead exposure re¬ 
sulting from an experimental process in the elec¬ 
tronics industry. With such widening diagnostic 
horizons comes the thrill of variety, a reward in 
itself. 

Diagnostic Skills 

In occupational medicine, as in every other 
branch of the art of medicine, diagnostic skills stand 
preeminent. Added to the searching history neces¬ 
sary for the usual medical study, physicians in occu¬ 
pational medicine have learned from the master 
Ramazzini to follow up in great detail that simple 
question, “What is your trade?” 

Every occupation followed by the patient must be 
covered—not just the most recent one—as far back 
as his very first job. The fact that a new patient in 
his late 60s was a janitor just prior to his admission 
to the county hospital may not be the most pertinent 
statistic. For instance, a patient with terminal pneu¬ 
monia had worked for several years as a gardener 
on a large estate, but he had previously worked for 
35 years as a deep-rock iron miner in northern Wis¬ 
consin. The postmortem examination revealed a far- 
advanced silicotuberculosis, entirely unsuspected 
because the patient had been thought of only as a 
gardener in a wholesome outdoor job. 

In another instance, a man died of apparently 
simple acute pneumonia. Just before the patient’s 
death, an unusually alert resident asked the impor¬ 
tant question; “\^Tiat is your trade?” This young 
physician then rapidly pieced together a story of 
recent inhalation of cadmium fumes. Because they 
were not oriented to the subject of occupational 
medicine, the family physician and the staff of a 
private hospital had not suspected this before the 
patient finally came to a large public institution in 
extremis. Later investigation showed that, a week 
before death, the man had been instructed by a 
foreman, ignorant of the fatal potentialities in¬ 
volved, to clean out an old cadmium plating tank 
by melting off the cadmium residue with an oxy- 
acetylene burning torch. The fuming temperature 
of cadmium is about 1,500 F, while the temperature 
of the torch cutting flame was well over 3,000 F. The 
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fatal pulmonary edema was directly traceable to llie 
alveolar bum resulting from the inhalation of cai 
mium fumes. 

Aside from coping with the large number of dele¬ 
terious chemical agents in the worker’s past and 
present environment, a physician in industr>' is 
charged with the responsibility of recognizing tlie 
significance of complaints. There is always the pos¬ 
sibility that continued complaints may reveal that 
the worker has serious underlying psychotic tend¬ 
encies. Patient attention to such a complaint may 
also lead to the discovery of a heretofore unsus¬ 
pected dangerous industrial exposure. For example, 
I recall a case in which a man complained of seri¬ 
ous headaches from working in a pit with his head 
partly hooded by a large casting as he welded with 
a carbon dioxide-shielded arc. By air analysis the 
fact was confirmed that, as admitted by the manu¬ 
facturer of the machine, such welding equipment 
may give off a considerable amount of carbon mo¬ 
noxide near the point of weld. This accounted for 
the symptoms, which disappeared when a stream of 
uncontaminated air was directed across the breath¬ 
ing zone beneath the welding helmet. 

Therapeutic Skills 

Therapeutic skills in occupational medicine ate 
now far removed from the simple removal of splin¬ 
ters or the repair of lacerations or crushing injuries. 
Prior to therapy, multiple diagnosb'c techniques re¬ 
quired include a working familiarity with func¬ 
tional studies of all body systems; an understanding 
of methods of evaluation of metabolism and hema¬ 
tology, including in many instances bone manoff 
studies; a practical grasp of characteristic symptoms 
of workers exposed to toxic substances; and an abil¬ 
ity to correlate knowledge of new processes and 
potential hazards in order to prevent disease and 
disability. Again beyond the realm of diagnosis for 
occupational disease, we now have added to our 
armamentarium of treatment the application of spe¬ 
cific drugs such as BAL for mercury intoxication 
and the chelating agent edathamil calcium-disodium 
for lead intoxication.® 

Nonoccupational disease is chiefly a problem for 
the family doctor. The phy’sician in indust^' mm 
maintain a close and friendly relationship xvith him- 
Frequently, emergency care must be given to mem¬ 
bers of the aging group in industry, including tha 
for acute episodes of coronary disease. Such ® 
are then referred promptly to the care of the fanu} 
physician. Later, however, rehiring such individua 
must be considered. From research and 
knowledge pooled from experience all over 
world, it is now known that in most instances sue 
men can be rehired with safety for both the wor ee 
and the employer.® Such rehiring may serve a mree^ 
fold purpose: (1) saving a man’s justifiable pnde i 
making his oxvn living, (2) avoiding tlie necessity 
his turning to public relief for support, and (3) con 
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serving his skills built up over many years. Develop¬ 
ment of the eourage required of the physician in 
making the decision to rchire such a worker can be 
one of his greatest rewards. 

Prophylactic Skills 

It is obvious that prc\'ention is the best treatment 
of any occupational illness and injury. As far back 
as 1700, Ramazzini pointed out that it is the physi¬ 
cian’s responsibility “to suggest medical precautions 
for the prevention and treatment of such diseases 
as usually affect the workers.” ' Modern occupa¬ 
tional medicine is both a challenge and a satisfac¬ 
tion because one is constantly engaged in the effort 
to prevent occupational disease and disability. This 
involves the physician’s intimate knowledge of shop 
processes and industrial e.xirosures. Such under¬ 
standing can only come from periodic and un¬ 
announced study of the working place during plant 
tours, preferably in company with the safety-man 
and the industrial engineer. A few minutes spent in 
clinical observation of a man at his work in the shop 
may e.xplain his physical disease or disability much 
more concisely and clearly than the best written 
report the physician may receive from supervising 
or safet)' personnel. 

After management’s confidence has been earned, 
the occupational physician is consulted in advance 
when a new process is to be put into production. 
He can tlien advise as to potential hazards rather 
than later see several cases of acute poisoning de¬ 
velop. He can suggest, for instance, that such rela¬ 
tively safe solvents as methylchloroform be substi¬ 
tuted for such dangerous ones as benzene or carbon 
tetrachloride. If toxic substances must be used, the 
physician should be familiar with the general prin¬ 
ciples of engineering safeguards. For example, in 
planning for protection against lead poisoning he 
should understand the value of properly designed 
down-draft suction through slotted inspection tables, 
as in the case of assembly work in modem battery 
plants. Here, too, as a double safeguard, respirators 
may be used as a temporary measure of protection, 
but only until more adequate ventilation can be 
built into a production line of machines by the ven¬ 
tilation engineers. Such engineering familiarity of 
the physician is not acquired alone by an advanced 
degree in either engineering or industrial hygiene. 
It does require tirat every part-time or full-time in¬ 
dustrial medical consultant use keen observation 
and experience gained from frequent plant tours. 

Medical control of industrial inhalation hazards 
is important as an extra check on the efficiency of 
ventilation procedures. Though the concentration of 
dust, fume, vapor, or gas in the air to be breathed 
can be accurately studied by the industrial hygien¬ 
ist, actual evidence of human absorption of such 
substances can only be evaluated by the physician 
who studies a particular patient in his reaction to 
his environment. To be sure, it is ideal if engineers 


can guarantee that the maximum allowable concen¬ 
tration of a toxic material is never exceeded. Ac¬ 
tually, however, machine breakdown and worker 
failure not infrequently cause unsuspected absorp¬ 
tion of dangerous substances. To be able to track 
dowTi the source of unexplained symptoms of occu¬ 
pational intoxication is a particularly stimulating 
and rewarding experience for the plant physician. 

To obtain early warnings of such failure of venti¬ 
lation control or worker alertness, the physician in 
charge of the health of the industrial worker must 
have in operation a systematic plan for periodic 
medical examination of the men potentially e.xposed. 
For this program specialized physical examination 
procedures and simple tests of blood and urine are 
readily available to the average physician, even in 
the smallest industry and in the smallest commu¬ 
nity. In this regard, it should be borne in mind that 
tire vast bulk of the worker population is in the 
small industries, those employing from 5 to 500 
workers, which are usually too small to afford a 
full-time medical staff. Here lurk some of the most 
serious death-dealing hazards, because they are un¬ 
suspected by employer and worker alike.'* Conse¬ 
quently, informed part-time medical consultation to 
such small industries is one of the most vital and 
broadest opportunities of the medical profession.” 

To be specific, in workers e.xposed to lead, for 
example, basic medical control studies should in¬ 
clude an examination of gums under a lens, for lead 
lines; evaluation of extensor strength of the wrists; 
study of hemoglobin level and stipple cell counts; 
and qualitative study of the urine for porph^nrin. 
None of these tests is subject to tlie error of air- 
contamination, and all cn be done at frequent in¬ 
tervals of two to four weeks with no objection from 
the worker. They are all relatively inexpensive. 
Both the general physician and the internist can 
readily master all these procedures. 

Most of these convenient and simple tests have 
been widely and successfully used in the United 
States, in Canada, and abroad for many years, in 
both large and small industries, as practical meas¬ 
ures to evaluate tlie safe level of lead absorption. 
Some years ago, in a brass foundry in which lead 
exposure was unrecognized, I found evidence—in 
less than 20 minutes—of a high level of lead ab¬ 
sorption by using equipment immediately available 
to every practitioner of medicine. This “equipment” 
included a 95-cent hand lens, perfect illumination 
by direct sunlight just outside of the foundry, and 
my own eyes. Six of 12 men pouring brass showed 
lead line of the gums, indicating a potentially dan¬ 
gerous lead absorption, though not necessarily lead 
intoxication. This quickly acquired information was 
as valuable to me, in sounding an immediate warn¬ 
ing, as an elaborate and time-consuming quantita¬ 
tive analysis of blood and urine for lead levels. At 
times, to be sure, especially when engineering pre¬ 
ventive technique is practically perfect, one can rely 
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to a considerable degree on less frequent periodic 
quantitative analysis of blood and urine for lead 
and other materials. Tlie practical, nonspecific qual¬ 
itative techniques, however, are often rewarding to 
small industries, whereas the specific quantitative 
laboratory studies are more often available only to 
large organizations. 

Skills in Human Relations 

A further satisfying reward for a physician in 
occupational medicine can be his sense of a per¬ 
sonal contribution in the field of human relations. 
Through his day-by-day contact with workers, in 
his office and out in the plant, the men come to 
learn that the physician in charge is primarily in¬ 
terested in dieir welfare and safety as he deals with 
them frankly, without subterfuge or evasion. It has 
been my experience that they so trust the plant 
physician that they come promptly to him w’ith their 
fears about an unsafe process, even before they feel 
free to discuss them with the union steward or their 
ovm foreman. If a physician is honest with himself 
and others, he can become a key man in a health 
organization composed of the worker, management, 
and medical department. 

In addition to the confidence of tire worker re¬ 
garding his work conditions, the plant physician’s 
human contacts offer him another intangible recom¬ 
pense. Just as in the case of a family physician, the 
occupational physician may render invaluable aid 
as he counsels a worker struggling with personal 
problems involved in facing life and death at home. 
Tlie rare art of listening, such as the skilled psy¬ 
chiatrist has learned from training and experience, 
when mastered by a plant physician can result in 
valuable furtherance of tire employee’s confidence. 
So skillful can the physician in industry become in 
miderstanding and fostering the working complex of 
labor, technician, and management tliat in a few 
instances such physicians have been chosen as vice- 
presidents in charge of all personnel problems. 

It is a revealing experience to a highly individual¬ 
istic person, which ever)' doctor is, to work with a 
business organization where each activity is the 
result of many skills focused on a single problem. 
Indeed, when illness comes to the usually stiong 
and well individual whom a physician has known 
in his full powers and ability to work in the plant, 
there is even more tlran tlie ordinary challenge in 
die effort to encourage die return of such a man to 
his earlier usefulness and responsibilit)'. 

Opportunities in Occupational Medicine 

Aside from compensations gained from the effec¬ 
tive use of scientific principles and of human factors 
of emnronmental medicine, the modem physician 
in industr)' must look at his economic situation in a 
realistic nianner. As until many other physicians, he 
must balance the time and money spent in his long 
years of professional training against the time avail¬ 
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able in each busy and precious hour which he 
places at die disposal of industry. The supply of 
physicians qualified by graduate training for posi¬ 
tions as full-time medical directors is at present 
entirely inadequate. The economie reward for such 
speeially trained physicians’ services includes not 
only an adequate salar)' in addition to absorption 
of office overhead but also important fringe benefits 
involved in inclusion in group employee plans,for 
insurance and retirement, as well as a usual guar¬ 
antee of continuous employment with regular hours. 

For the physician engaged in general practice or 
in many of the specialties of internal medicine and 
surgery, there is an unequalled opportuniti for 
part-time consultant work in industry. This may 
grow to involve at least 50% of the consultant’s time 
if he has given speeial study to the problems in¬ 
volved. Techniques of the part-time consultant are 
not only those used for proper placement and 
periodic examination but also those required for 
specifie toxicological hazards. If the physician has 
the enduranee required for living what is really a 
double life, both in private practice and in part- 
time medieal consultant work in industry, he may 
find that his gross financial reward is somewhat 
greater than that of the full-time medical director. 
As with the full-time medical director, tire part-time 
industrial medical consultant must not undervalue 
the worth of his services. In my own experience this 
end is most fairly served by rendering a fee for the 
hour for time spent not only in medical examina¬ 
tions but also in plant surveys, as xvell as on meas¬ 
ures devoted to the prevention of occupational dis¬ 
ease and disability. 

Industry can provide the physician consultant, he 
he part-time or full-time, not only advantages of 
economic security but also the assurance in many 
instances of financial support for a stimulating pro¬ 
gram of continued medical education and clinical 
research. Animal experiments are of great impor¬ 
tance in modem medicine. We know tiiat clinical 
observations are fully as important. In industry, the 
physician has the opportunity to compare on a clini¬ 
cal basis groups of men accidentally exposed to 
toxic substances witii control groups of unexposen 
workers. From my own experience, no clinical test 
is too complicated or too e.xpensive for enlightened 
industry to undertake when necessary. Under tn® 
guidance of an experienced clinician such controller 
studies have proved of inestimable worth. Tney 
enable the physician to evaluate tire effectiveness 0 
various medical measures which may be used eitl'cr 
in immediate treatment or in prevention of disease 
and physical disability associated with the occupa¬ 
tional environment. , 

Industry has also come to realize that the mw>® 
department can make or break the efforts ot u' 
entire personnel organization. Labor, meaning p6°' 
pie, is the largest cost item in industry. Workers 
often get their first impression of a company in ® 
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way they are handled at the time of a preemploy¬ 
ment e.xamination. Frequently, afterward, when 
tliey come in for emergency medical care, periodic 
reevamination, or counseling with intimate personal 
problems, this presents a key opportunity to further 
friendly relations between worker and management. 
Industries are accustomed to put a fair price on 
consultation in the field of engineering or invention. 
Tliey are now learning to pay physicians in propor¬ 
tion to tlieir skill and responsibility both as medical 
consultants and as potential experts in human re¬ 
lations. 

Conclusions 

To the industrial physician no greater challenge 
and resultant reward exists than that which can be 
achieved by preventive techniques and medical 
diagnoses. Tire meeting of such a challenge depends 
On both foresight and insight. Tliis the medical pro¬ 
fession can and must contribute to modern indus¬ 
trial society. The study and treatment of oceupa- 
tional disease has become more exactingly com¬ 
plex, but after 250 years perhaps our greatest satis¬ 


faction lies in confirming the worth of the original 
philosophy of Ramazzini, as he stated in 1700, "I 
have tried to unearth in the shops of craftsmen, for 
these shops are schools whence one can depart witli 
more precise knowledge, whatever may appeal to 
the taste of investigators, and, which is the main 
thing, to suggest medical precautions for the pre¬ 
vention and treatment of such diseases as usually 
affect the workers.” ‘ 

561 N. 15th St. (3). 
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THE PHYSICIAN AS ADVISOR TO INDUSTRIAL MANAGEMENT 

Clifford H. Keene, M.D., Oakland, Calif. 


If you are earning your daily bread by the prac¬ 
tice of medicine in 1958, much of die money in your 
pocket got there from sources argued about and 
agreed on by a working man and his boss. 

Beginning in 1910, the pangs of national con¬ 
science in die United States brought about die first 
of the state workmen’s compensation acts providing 
income and medical care to an individual injured at 
work. The New Deal in 1935 fathered the Federal 
Insurance Contribution Act providing retirement 
income to working persons over 65 years of age or 
income to their surviving families. World War II 
froze wages and increased taxes and thereby pre¬ 
pared the way for "fringe benefits.” The Internal 
Revenue Service then ruled that the cost of health 
and welfare programs which made up fringe bene¬ 
fits could be deducted as a business expense by an 
employer but were not considered income to an 
employee. In 1948 the National Labor Relations 

Director of Medical Relations, Kaiser Industries Corporation, 

Read in the Symposium on Occupational Medicine for the Private 
Practitioner before the Joint Meeting of the Section on Preventive 
Medicine and the American Academy of Occupational Medicine at the 
107th Annual Meeting of the American Medical Association, San Fran¬ 
cisco, June 24, 1958. 


The physicians dealing with problems of 
occupational medicine and industrial injuries 
stand in various relations to industry. Some 
are in community practice, and among their 
patients are employees sent by management 
for treatment or for answers to specific ques¬ 
tions. Others have become specialists in oc¬ 
cupational medicine through experience and 
by academic training, and they are employed 
by indusfry, although they must function on an 
impartial basis. Finally, some physicians func¬ 
tion as medical directors, as integral parts of 
management with responsibility for policy and 
for decision. The goal of organized labor is 
complete prepaid medical care for the work¬ 
er, his dependents, and the retired person. As 
this setting changes, the physician will have to 
accept greater responsibilities, and the de¬ 
gree to which he is able to do this will affect 
the future practice of medicine. 
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Board ruled that health and welfare plans and pen¬ 
sions were proper matters to be negotiated between 
unions and industrial management. 

In the 1920’s, I was an apprentice ironworker. 
Local No. 6, in Buffalo. My wage was $1 an hour. 
I worked 44 hours per week. Each week I received 
$44 in cash. There were no deductions, and I spent 
all of it without help. Not so today! For example, it 
has been calculated that a California worker with 
three dependents who earns $90 a week has a pay¬ 
roll cost to his employer of $115 per week, while 
tire employee has a take-home pay of $70.36. This 
average employee and his boss contribute a total of 
$45.64 per week to comply with legal and negoti¬ 
ated programs. Contributions must be made for 
federal old age and survivors’ insurance, state work¬ 
men’s compensation, the Cahfomia unemployment 
insurance program, and tire California unemploy¬ 
ment compensation disability program—all of which 
are required by law. As a result of union-manage¬ 
ment negotiation, this average industrial employee 
receives the benefits of a health and welfare pack¬ 
age which probably includes life insurance, supple¬ 
mental disability insurance, accidental death and 
dismemberment insurance, a pension plan, and some 
form of prepaid medical care. The medical profes¬ 
sion is involved in almost every one of tliese social 
changes. As an astounding result, industry as a 
whole now pays as a cost of operation much of tlie 
bill for the medical welfare of the work force as a 
whole. 


Role of the Physician in Industry 

The economics of the practice of medicine have 
been completely altered by the social forces gener¬ 
ated out of industry in the past 50 years. 

Industrial Physicians.—No class of physicians is 
more involved in the complexity' of these changes 
than the industrial physician. Indeed, it can be ob¬ 
served that a physician’s broad value to an industry 
is proportional to die help which he gives in com¬ 
plying with the obligations of these social changes. 
It is my observation tliat few industrial physicians 
are fully aware of this aspect of their position. Fol¬ 
low me in a brief appraisal of the roles which the 
physician can play in the economics of industry. 

The simplest relationship of a physician to indus¬ 
try occurs when he provides treatment in his office 
or in a local hospital to injured employees of a 
nearby plant. The employees are cared for and 
returned to work, and the relationship is terminated 
by die payment of the bill. This is an essential serv¬ 
ice required by the Workmen’s Compensation Act, 
important to the individual, a small exqiense to the 
employer, and a souree of some income to the 
doctor. 

The next step involves the performance of physi¬ 
cal examinations on employees or prospective em¬ 
ployees. In die request by industry to examine and 
evaluate an employee, the doctor is being asked a 
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simple question which may be “Is this man hurt?’ 
“Can this employee work?” or “Should this penoo 
retire?” Here the physician assumes a signiScast 
responsibility, because he must express an opinion. 
This opinion may well be considered from the di¬ 
verse viewpoints of labor and management. The 
several viewpoints may produce dissatisfaction lead¬ 
ing to a remedy which heretofore has always in¬ 
creased cost. 

The physician who performs a preemploi'ment 
evaluation is being asked by management to answer 
three questions: “Is this individual capable of doing 
die job which we have offered him without hann to 
himself or danger to others?” “Is he an ordinais’ 
risk under the Workmen’s Compensation laws?’ 
“Can we expect to recover the investment which 
we make by hiring him?” 

The industry, to say nothing of the indhidual, 
suffers by an injudicious medical opinion based on 
incomplete information or lack of familiarity with 
the circumstances of the job in question. If for any 
reason an applicant is declared not suitable for hire, 
it costs somebody some money. By virtue of the 
circumstances, the examining physician is at that 
moment the most able member of society' to prevent 
another unproductive dependency on the resources 
of the group and ultimate cost to industry'. Certainly 
die physician does not exceed his prerogative hy 
informing die employer exactly where an indhidual 
could be used or by' adwsing the individual just 
how to correct the inadequacy which disqualifies 
him for a job. The cumulative results of such actions 
on the part of all physicians who serve industry 
must be apparent. 

The physician in community' practice who cares 
for industrial injury and who performs preemploy¬ 
ment examinations may carry out these functions in 
a competent professional manner yet be of incom¬ 
plete value to the industry' with which he is related. 
The fault here lies in communication. As I men¬ 
tioned before, whenever industrial management 
sends an employee to a physician it is for treatment 
or for an answer to a question. In good conscienw 
but with indifferent result, the phy'sician can rep) 
to management by saying something as follows. 
“Give this man a light job.” “This person may ' 
if diere is no strain.” “This individual can 
there is nothing to bother his hay fever-. In advice 
such as this, he leaves die actual decision to some 
one else who wvill say what is light work for t is 
man, what is bothersome to the hay fever of 
man, or what is a strain for diis man. These basi 
questions of medical nature will be settled ) ‘ 
safety man, a foreman, or a union steward, 
physician may have answered ip a vague way’ 
cause he is vague about the industrial environmen 
of his patient and is fearful of a positive statemen ■ 
A visit to the plant by a physician is always we^ 
corned and is a source of satisfaction to all. 
matter of practice in the Kaiser Industries, tire pe 



Vol. 168, No. 14 


INDUSTRIAL MANAGEMENT-KEENE 


1853 


iu 

, fonnance on the premises of a plant of as much of 
V . ' the medical services as is feasible is required in 

- ' order to promote the awareness of the problems of 
... ■ the plant on the part of medic.al department per- 
, ' sonncl. 

. ■ Specialist in Occupational Medicine.—In the next 
• ' higher category of physicians in industry is the em- 
■ ployed specialist in occupational medicine. Tlirough 
' experience, and in the past decade by academic 
training, a class of physicians with special knowl- 
' • edge of industry has been created. This specialist 
possesses a trained viewpoint whereby he sees the 
worker as an inhabitant of an abnormal environ- 
' ‘ ment where through guidance of the man and con- 
': trol of his surroundings compatibility between a 
‘ man and his job is obtained. This is the world of the 
plant physician who plays his role before “labor and 
management,” the most critical audience now view- 
‘: tag the medical scene. Tliis specialists’ opinion is 
sought on every aspect and detail of the laws and 

- union-management agreements which involve health 
or disability. It is true that the physician is em¬ 
ployed by management, but he must function on an 

- impartial basis. He achieves maximum consider¬ 
ation by diplomatic expression of his opinions, 

-■ awareness of tire prerogatives of management, and 
. respect for employees as the patients which they 
. are. 

In addition to guarding the health of employees, 
it is in this dally contact w’ith the interplay among 
] interests that the industrial physician has opportu¬ 
nity to influence the future costs to his industry and 
the economics of his profession. For example, one of 
, the characteristics of strong unionism is the practice 
of an employee to take his troubles to his union 
steward. This is especially true when he is dissatis¬ 
fied with the workings of whatever general medical 
care plan happens to be in effect. In the mind of the 
employee, the program was acquired by union ne¬ 
gotiation and its defects can be remedied in tlie 
same way. The plant physician can play an effective 
role if the steward feels he can appeal to him for 
aid. Many causes for grievance in the workings of 


the medical program can be disspelled by an ex¬ 
planation or settled by a telephone call from the 
plant physician to a fellow physician in private 
ipractice. The diplomatic plant physician can do 
much to insure that our present prepaid programs 
of medical care function with effectiveness. Let the 
physician keep in mind that the goal of organized 
labor is complete prepaid medical care for the 
worker, his dependents, and the retired person. If 
this cannot be provided within the framework of 
the present system, it is likely to be secured under 
governmental auspices. Both prospects involve in¬ 
creased cost to industry. The second is an unwel¬ 
come prospect to the profession. 

Medical Director.—With the increasing burden on 
industry of the cost of nonsalary employment bene¬ 
fits, the importance of the physician in the councils 
of management has grown rapidly. Actually, there 
is no last and top step to which a physician can 
climb in the large American industries. Near the 
top, however, the medical director functions as an 
integral part of management \vith responsibility for 
policy and for decision. He speaks with and for 
management in the broad areas of health and medi¬ 
cal welfare. In addition, he is a student of economic 
trends in medical care and is alert to the size of the 
dollar sign associated with all medical projects. He 
is a businessman who happens to have a degree in 
medicine. 

Conclusions 

The vortex of the vast changes in the practice of 
medicine during the past 50 years has been in indus¬ 
try. These changes have compounded rapidly the 
value of tlie physician in the councils of industrial 
management. The physician is offered great oppor¬ 
tunity in modem industry but must accept greater 
responsibility. The effectiveness of the industrial 
physician bears considerable relationship to the 
future practice of medicine. In fact, what you do 
in industry will shape the medical practice of your 
sons and grandsons. 

1924 Bro.idvvay (12). 


R everence for human life.—H e who attends the birth of the human 
race and sits at the bedside of a dying world, and throughout his career, 
serves, at times, as the temporary custodian of life, cannot be devoid of a 
great reverence fOr a higher power than his own. Religion is the fiber of which 
we weave our moral code, and medical ethics is essentially a moral code which 
physicians have set up for themselves, a code which has guided the profession since 
the times of Hippocrates, when he wrote: "A physician should be an upright man, in¬ 
structed in the art of healing . . . modest, sober, patient, prompt to do his whole 
duty without anxiety; pious, without going so far as superstition, conducting himself 
with propriety in his profession, and in aU the actions of his life.” Twenty-two cen¬ 
turies have passed since those words were written. This suggests a thread that runs 
through the practice of medicine: that neither time, nor science nor men, can 
change—the physician’s great reverence for human life marks him as a religious man. 
—J. R. Hudson, M.D., The Doctor Dons Many Hats, Cincinnati Journal of Medicine, 
October, 1958. 
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HOSPITAL EMPLOYEES-CORRIDOR CONSULTATIONS OR 
HEALTH MAINTENANCE? 

Jean S. Felton, M.D., Oklahoma City 


Closest to the sources of medical attention, yet 
farthest from scrupulously detailed, documented, 
and executed diagnosis and treatment are most of 
the hospital employees in the United States. Com¬ 
prising 1,375,000 persons, and an industry of over 
6 billion dollars in total expense, this occupation 
ranks high among America’s manufacturing, com¬ 
mercial, sales, and service enterprises. In 1950, em¬ 
ployment numbers in “medical and other services, 
including hospitals,” ranked seventh to the follow¬ 
ing industries: agriculture, construction, wholesale 
trade, food and dairy products stores and milk re¬ 
tailing, eating and drinking places, and private 
households. In 1956, the total gross value of hospital 
assets was about 13 billion dollars and the com¬ 
bined payroll was nearly 4 billion dollars. 

These figures are offered to give a sense of gross 
dimension to tire population segment under consid¬ 
eration and its work sites. Were drese data to be 
compiled from true industrial organizations en¬ 
gaged in creating the world’s marketable goods, one 
would find extensive programs dedicated to pre¬ 
ventive medicine and the health maintenance of the 
employee. Of the 500 largest industrial corporations 
in the United States,‘ ranked according to sales, 
nearly all have medical departments, most of them 
functioning on a full-time basis. In a survey con¬ 
ducted recentlj^ of 62 university medical centers,^ 
only 50% conducted preplacement physical exami¬ 
nations on applicants for employment and even less 
offered immunization programs. 

Hospitals and Health Sersdces 

Why has the establishment of health services to 
employees lagged so far behind in these institu¬ 
tions? Why are hospital personnel given secondary 
position to student groups in both tire teaching cen¬ 
ter and the hospital providing a diploma program 
for student nurses? Most hospitals stem traditionally 
from charitable beginnings, and, because of these 
dedicated and humble headwaters, a certain sacri¬ 
fice was expected and few personnel “extras” be¬ 
came available. 

The hospital worker, particularly in a university 
center, comes usually from a lower socioeconomic 
group and is fitted into a low wage scale. Many in 
this group are aged or are physically marginal, if 

Professor of Preventive Nfedicine and Public Health (Occupational 
Medicine), Universit>’ of Oklahoma School of Medicine. Dr. Felton is 
now Professor of Occupational Health, School of Public Health, Uni- 
versit>' of California at Los Angeles. 

Read in the S>Tnposium on Occupational Medicine for the Private 
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The creation of an employee health pro¬ 
gram in a hospital is a logical step in the pro¬ 
vision of a fringe benefit to underpaid and 
frequently aged and disabled workers. The 
needs for medical surveillance in the hospital 
situation are multifold and relate to the built- 
in hazards of the operation of patient care. 
These hazards include infectious disease 
(tuberculosis, Q fever, homologous serum 
jaundice, staphylococcic infections, and other 
bacterial, viral, rickettsial, parasitic, and 
fungus disorders), contact dermatoses, ioniz¬ 
ing radiation, and patient-induced trauma 
and other injuries. Estimation of the work 
capacity of applicants for work, medical prep¬ 
aration of accepted applicant for work, 
maintenance and improvement of health 
status of employees, medical supervision of 
the work environment, and medical care for 
illness and injury, compromise an ideal health 
service. 


not definitely handicapped, persons. Little is offered 
in the form of fringe benefits in lieu of adequate 
monetary compensation. The hospital industry is not 
the most modern, and only recently have some of 
the institutions installed machine record systems, 
electronic cost accounting metliods, or other time¬ 
saving and labor-saving devices common to indus¬ 
try. Fringe benefits seem to have escaped the aware¬ 
ness of administrators; in 1957, these benefits (non- 
wage payments) in all industries came to 49.5 cents 
per emplo)me per hour.^ Yet, these employees can 
be as much of a health hazard to the patients, stu ' 
ents, and each other as any miscellaneous, une.Nam 
ined group of visitors to a hospital. In only 21 of the 
62 medical centers surveyed were the workers 
chest examinations roentgenographically. Many o 
die persons currently in medical job categories are 
those with high disease attack rates, and many were 
formerly employed as domestics, whose pnva 
physicians” are usually the outpatient departmen s 
of university or private hospitals. Further, it is 
uncommon for semiskilled paramedical personn ^ 
and even professional nurses to hold two j^s> 
quently working 16 hours in a single day. This i 
suits in some of the undesirable sequelae of 
lighting,” and both health and efficiency in F 
performance can become impaired. 
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Recent Action and Existing Programs 

A. M. A.-A. II. A. Aciion.—For two years, a joint 
committee of the American Medical Association and 
the American Hospital Association has met to out¬ 
line some principles for the eslahlishment of health 
services in hospitals. Produced finallj', with the ap¬ 
proval of the Board of Trustees of the A. H. A. and 
the House of Delegates of the A. M. A. (May 19, 
1957), was the document, “Guiding Principles for 
an Occupational Health Program in a Hospital 
Employee Group.” 

In its foreword it is stated, “Employees in hospi¬ 
tals are entitled to the same henefits in liealth main¬ 
tenance and protection as are industrial employees. 
Tlierefore, programs of health services in hospitals 
should use the teclmiques of prevcnti\'e medicine 
which have been found by experience in industry to 
approach constructively the health requirements of 
employees.” The purposes and scope of such a 
service are outlined, and the required personnel 
and facilities are discussed. 

It has been questioned why one decants off this 
special group for occupational health consideration 
without doing the same for other categories of work¬ 
ers in other industries. A member of the Council on 
Industrial Health expressed it succinctly svhen he 
said, "In some hospitals, employees are like the 
cobblers children svho ha\'e no shoes—they have 
inadequate health protection in an institution of 
healing.” In an establishment where there can be 
225 different job classifications, from custodian to 
superintendent, there are the same needs for pre¬ 
ventive health maintenance of the personnel as in 
any plant, Nvarehouse, research laboratory, depart¬ 
ment store, or utility company, and perhaps more 
because of certain hazards peculiar to its operation. 

Tire A. M. A.-A. H. A. publication describes in 
general the kind of program envisioned for hospital 
installations, and it will not be necessary to repeat 
its premises or primary points. However, it is felt 
that one can emphasize the objectives of sucb a pro¬ 
gram, and these can be stated as follows: to increase 
the health of the hospital worker, to increase effi¬ 
ciency, to minimize illness-absenteeism, to improve 
employer-employee relationships, to identify job- 
related personnel problems for resolution, to in¬ 
crease the morale of hospital personnel, to improve 
methods of placement, to lower employee turn¬ 
over, to promote safet)% to lower the cost ratio of 
insurance, and, whenever possible, to initiate and 
carry on research germane to the clinical situation. 

Is the Concept Netu.P—What makes one hospital 
more progressive, more far-seeing, and more con¬ 
cerned about its staff than anotlier? This question is 
not answered by a single social diagnosis. Some 
administrators have been unexposed to industry’s 
methods of recruiting and retaining personnel with 
all the adjuvant devices required to build a^ense of 
purpose and a feeling of personal responsibility into 


the job, such as service pins, incentive award sys¬ 
tems, increasing vacations with length of service, 
channels for grievances, and the symbols of office, 
be they shoulder patches, uniforms of distinctive 
color, or name plates on desks. 

Perhaps the absence of a tangible visible product 
gives the employee less with which to identify his 
labors, and it is difficult to understand or look on 
“patient care” as the end result of his efforts. The 
absence of a profit, the lack of a sales record, the 
missing force of commercial competitiveness—all 
may create in the minds of the managerial group 
the belief that a hospital is “different” and requires 
little of tile compensating human relations elements 
of a profit-making enterprise. But any organization 
whose function is based primarily on human inter¬ 
action ivill have greater need for modern personnel 
methods than a company engaged solely in distribu¬ 
tive activities or raw material procurement. Tlie 
stereotypes of the hospital staff—the money-de¬ 
manding business office cashier, the threatening 
unwelcoming receptionist, the “how are we this 
morning?” nurse, and the visionless dust-lea%ang 
maid—are still in sufficient number in healing cen¬ 
ters as to alienate many current and potential pa¬ 
tients. Were there no need for considering hospital 
staffs different from industrial groups, why would 
such books as “Give and Take in Hospitals,” “Diag¬ 
nosing Human Relations in Organizations—a Case 
Study of a Hospital,” “Human Problems of a State 
Mental Hospital,” “Role Relations in the Mental 
Health Professions,” or “Change and Dilemma in 
the Nursing Profession,” be undertaken, or why 
would such articles be indicated as “Humanizing 
Hospitals,” “Human Relations in Hospitals,” “Keep¬ 
ing Employees Satisfied,” “What Nurses Like and 
Dislike About Their Jobs,” or “Workers’ Morale Re¬ 
lated to Supervisors’ Orientation in Human Rela¬ 
tions”? That this awareness has been increasing 
points up the necessity for patterning some of the 
hospital’s methods of operation after the more suc¬ 
cessful institutions in commerce and industry. 

Existing Programs.—Some hospitals have recog¬ 
nized tlieir responsibilities in the area of employee 
health and have provided facilities for this. Beth 
Israel Hospital in Boston, St. Vincent’s Hospital in 
New York, Mount Sinai Hospital in Cleveland, Beth 
Israel Hospital in New York, New Haven Hospital 
in Connecticut, V^esley Memorial Hospital in Chi¬ 
cago, and the New England Medical Center in Bos¬ 
ton are among tliose which have provided a serv'ice 
under such designations as Personnel Healtli Serv'¬ 
ice, Personnel Health Clinic, Health Serv'ice Depart¬ 
ment, Employee and Student Health Office, Em¬ 
ployee Health Service, or Health Service. 

The research committee of the Hospital Person¬ 
nel Association submitted questionnaires on this 
subject to 60 members of its organization and re¬ 
ceived 36 replies, representing 28 New York area 
hospitals and 8 in New Jersey. Of tliis group, 34 had 
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employee health programs, most of these offering 
physical examinations, laboratory tests, emergency 
care, and health insurance. In 1955, a group of hos¬ 
pitals in Massachusetts was surveyed, and in a 66% 
return (99 responding out of 150), health services 
were found to be maintained in 56. 

Some institutions have completely divided serv¬ 
ices, so that one program is offered to students 
(medical and graduate), another to student nurses, 
and a third to employees. Frequently, when a hos¬ 
pital is part of a municipal government the em¬ 
ployees’ health service is a segment of the program 
prordded for city employees. Specialty hospitals 
require different tjqjes of preventive care, so that 
at the National Institutes of Health, where there is 
an unusual concentration of potentially hazardous 
work e.xposures, the Employee Health Service is 
tailored to meet the needs of 5,000 investigators 
and their staffs working in the seven institutes, the 
hospital, and the four special divisions comprising 
this large medical research center. 

At the Institute of Living, Hartford, Conn., a 
large psychiatric hospital of 988 employees, 185 of 
whom reside on the grounds, a personnel physician 
and a full-time personnel nurse exercise employee 
health functions. An internist has a comparable as¬ 
signment at the C. F. Menninger Memorial Hospi¬ 
tal, Topeka, Kan. In the Veterans Administration 
hospitals, centers, and regional offices, employees’ 
health and emergency treatment programs are au¬ 
thorized to foster health improvement measures, 
and there is assigned a qualified physician to act as 
personnel physician. 

Indications for Health Programs—Occupational 
Hazards 

'The needs for medical surveillance in the hos¬ 
pital situation are multifold and relate to the pe¬ 
culiarly built-in hazards of patient care. Specific 
areas of occupational health risk exist, different 
from other worksites, with the possible exceptions 
of laborator}' and field research, pharmaceutical 
manufacturing, and nonmedical radiography. To 
be considered here are infectious diseases, derma¬ 
toses, radiation hazards, and patient contacts and 
trauma. 

Infectious Diseases.—The risk of tuberculosis to 
medical and nursing personnel has been recognized 
since 1889, when the high deadi rate in the Catholic 
nursing orders in Germany was commented upon 
by Comet. In a study of the period 1864 to 1889, he 
obser\'ed that a 17-year-oId girl entering hospital 
nursing died 21% years earlier than a comparably 
aged girl in the general population. Tuberculosis 
was estimated to account for 63% of the deaths 
among the nursing nuns. 

Many groups have been e.xamined and followed 
up since these early epidemiologic efforts, and lon¬ 
gitudinal studies involving large numbers of persons 
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have been in progress for many years. In a study 
conducted at the University of Minnesota, of 5,304 
student nurses who graduated from 1930 to 1954 
15.2% had been infected before admission. Of the 
remaining 4,497, infections were acquired by 1,020 
(22.7%). In the classes from 1930-1942, of the 1,619 
who were uninfected on entry 575 ( 35.5%) devel¬ 
oped positive reactions on tuberculin testing. In the 
1943-1949 classes, there were 1,876 uninfected on 
entry, and of these 324 (17.3%) converted. Of 1,002 
nonreactors after 1949, 121 (12.1%) converted. All 
of these had multiple primary lesions; about 3.57e 
developed clinical tuberculosis; and there were 
seven deaths. 

Experience with U. S. Navy nurses was reviewed 
for the period 1941-1950,'' and in this time 100 were 
admitted for treatment of active tuberculosis. Al¬ 
though the disease was officially accepted as duty- 
related, the authors were not convinced that infec¬ 
tion had occurred during naval service. 

An extensive literature survey by Eleanor C. 
Connolly of the National Tuberculosis Association 
led to these conclusions in 1950; 

1. The statement tliat extremely high infection rates 
prevail among medical students and particularly amonf 
nurses cannot be refuted on the basis of present studies. 2. It 
is difficult to attribute higher tuberculosis morbidity rates to 
hospital personnel than to the general popidation of com¬ 
parable age because of the diversity of methods employed in 
determining morbidity. Many authorities writing on the .sub¬ 
ject, however, believe that tuberculosis represents an occu¬ 
pational hazard for the hospital worker. Tuberculo.sis case 
fatality rates among liospital personnel are extremely low. 

3. Some studies indicate that persons originally nonreactoni 
dcx’elop tuberculosis more frequently than reactors. Other 
studies show no correlation between ultimate des'elopmcnt 
of tuberculosis and tlie original tuberculin reaction. Most 
studies indicate excessive morbidity in a relatively brief pe¬ 
riod of time after development of a reaction to tubercuun. 

4. Re.sponsibility for furtlier control of tuberculosis in the 
hospital cannot be postponed until futirre studies of greater 
scope are made. Such postponement would represent an 
academic evasion of the problem since certain defects of the 
env-ironment in many hospitals are already knoum to wist- 
The routine .x-raying of patients admitted to genem! hos¬ 
pitals, the maintenance of aseptic techniques, and a rigin 
policy of routine observation of personnel in an effort to de¬ 
tect early evidence of lesions seem to be three minimum 
requirements of any control program. 5. Finally, even though 
morbidity and mortality in hospital groups may be low, 
tuberculosis must be considered in tenns of a chronic disease. 
Because of the time consumed in treatment, the implications 
of such a disease are never simple even for the person "’hose 
ca.se is uneventful and concludes with recovery. Certainl), 
the hospital, of all institutions, should utilize every practica 
means to avoid even one case of tuberculosis. 

Brahdy has lamented the lack of control of ev 
posure to tuberculosis in hospitals and has accred¬ 
ited this failure to “insufficient examinations and to 

faulty case-finding technique.” For correction, ns 
advocates an examination program of all hospita 
employees, dual reading of films, and the designa¬ 
tion of one physician as hospital epidemiologist- 
Tliose employed in laboratory' and hospital mor¬ 
tuary work were observed to e.xperience an attac 
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rate from tuberculosis severe enough to lead to an 
illness-absence from work three times higher than 
tliat for laboratory personnel not exposed.” 

Tuberculosis as an occupational disease has be¬ 
come the cause of claims before workmen’s com¬ 
pensation boards and commissions. As an example 
of such action, the Superior Court of Pennsylvania, 
on appeal of a nurse who had developed tubercu¬ 
losis, pointed out that “the incidence of acquiring 
tuberculosis among general hospital personnel is 
higher than that of the general population because 
such personnel come in contact with unrecognized 
pulmonary tuberculosis and fail to take the pre¬ 
cautionary measures that hospital personnel in tu¬ 
berculosis simatoriums take as a matter of routine.” 
Tire court held that the Occupational Disease Act 
of that state should be construed liberally in favor 
of the employee, and the award of the lower court 
was affirmed.” From 1942 through 1955, 90 em¬ 
ployees of the Los Angeles Count)' Hospital re¬ 
ceived compensation for tuberculosis. (The inci¬ 
dence among those e.xposed, such as physicians, 
nurses, and laboratory technicians, was six times 
that of clerical and other nonexposed personnel.) 
This is costly to hospitals, for it can involve any or 
all of the payments for work time lost, medical care, 
deatli benefits, and funeral costs. 

Otlrer infectious diseases appear among hospital 
employees as occupationally incurred, and these 
have included Q fever among 47 laboratory workers 
at the National Institutes of Health. Sulkin and Pike 
collected data regarding the occurrence of labora- 
torj'-acquired infections in the United States, and re¬ 
ported on 1,342 such infections, which involved re¬ 
search institutes, public health laboratories, hospital 
laboratories, manufacturers of biologicals, agricul¬ 
tural and veterinary schools and experimental sta¬ 
tions, colleges and medical schools, and clinical lab¬ 
oratories. The attack rate was 0.5 per year per 1,000 
in a population of almost 121,000 estimated to be at 
risk annually. The types of personnel acquiring dis¬ 
ease included trained scientific personnel, animal 
caretakers, janitors and dishwashers, students (not 
engaged in research), and others, including clerks, 
maintenance workers, and visitors. The types of in¬ 
fection were bacterial, viral, rickettsial, parasitic, 
and fungus. 

Since 1943, considerable attention has been given 
certain aspects of infectious hepatitis and homol¬ 
ogous serum jaundice, particularly when tliese are 
acquired through accidental transfer via parenteral 
infusions and immunizations. Hospital employees 
whose work e.xposes them to infected blood are sub¬ 
ject to these occupational diseases, and 16 hospital 
workers ’—blood bank personnel, physicians, nurses, 
laboratory technicians, and a dentist—were reported 
as developing homologous serum jaundice while 
engaged in duties which exposed them regularly to 
the possibility of accidental parenteral inoculation 
of blood or its derivatives. 


Of tremendous contemporary significance is the 
incidence of staphylococcic infections in hospitals, 
with strains resistant to antibiotic therapy. \^Tiereas 
institutional epidemics in the past have not involved 
the personnel, these virulent organism strains par¬ 
ticularly have produced boils, but without the de¬ 
marcation usually characteristic of these lesions.” 
These epidemics have become sufficiently wide¬ 
spread as to have led to a Conference on Staphylo¬ 
coccus Infections in the Hospital and Community 
sponsored by the American Medical Association, 
held in Cleveland, Nov. 14, 1957, and have been 
described in hospitals in Pennsylvania, Texas, Ohio, 
California, New York, and Massachusetts. A high 
percentage of carriers has been found among hos¬ 
pital workers, and a newly intensified awareness of 
the importance of environmental cleanliness has 
been created. In various hospitals, members of the 
staff demonstrated an incidence of carriage of the 
predominating strains in mass infections from 6.7 to 
17.7%.“ Langmuir, with some conviction, has stated 
that the sources of these infections were to be found 
among the patients and the attendants, including 
the physicians. He adds, “More subtle and perhaps 
equally dangerous is the infected but healthy car¬ 
rier among the attendants.” 

Dermatoses.-Skin reactions to medicaments and 
other contactants in the course of professional work 
have been known for years. With each new material 
introduced, nurses and physicians—but particularly 
the former, as they are more frequently engaged in 
the preparation of the material for the patient—will 
develop a morbid dei-mal response to the agent. 
There have been sensitivities reported to local an¬ 
esthetics and to antibiotics (including penicillin, 
streptomycin, and dilrydrostreptomycin). To cite 
one study made in England,'” 70 local health au¬ 
thorities and 76 chest hospitals and sanatoriums 
were queried as to the presence of sensitivity re¬ 
actions of nursing personnel to antibiotics. Reported 
were 256 workers—a total of 1,470 was at risk- 
including members of the medical staff, the hospital 
nursing staff, district nurses, and hospital dispens¬ 
ers, who had developed reactions to streptomycin, 
penicillin, chloramphenicol, and p-aminosalicylic 
acid. An example of a relatively new agent to be 
added to the list of dermatogenic medications is 
chlorpromazine, a strong cutaneous sensitizer, and 
several case reports have appeared describing the 
contact dermatitis resulting among nurses, dentists, 
and pharmacists. 

Otlier agents have led to contact dermatitis in 
professional persons, such as isoniazid and benzi¬ 
dine. Radiodermatitis is common in physicians, but 
less of this is being encountered in the more re¬ 
cently trained radiologists and dermatologists. 

Radiation.—The introduction of radioisotopes into 
hospital use has added to the radiation sources of 
radium, radon appliances, and x-ray equipment to 
which hospital w'orkers are exposed. Health physics 
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was developed during World War II as a separate 
discipline to guide workers in radiologic protection. 
More particularly should these protective measures 
be extended to hospital personnel other than radiol¬ 
ogists, physicists, radioisotope laboratory technicians, 
arid others who are potentially exposed to ionizing 
radiation. This includes operating room personnel, 
nurses, nurses’ aides who hold or position infants 
for diagnostic radiography, and dental technicians. 
Measurements made of exposures received by sur¬ 
geons and hospital personnel assisting in cysto¬ 
urethrography, cerebral angiography, angiocardiog¬ 
raphy, femoral arteriography, aortography, cardiac 
catheterization, bronchography, and similar studies 
“demonstrated that safety habits were poorly devel¬ 
oped in a majority of non-radiological personnel.” ” 

The preparation and use of radium and the use of 
fluoroscopy afford a much greater risk of over¬ 
exposure to radiologists than diagnostic roentgenog¬ 
raphy. One radiologist was receiving between 0.2 
and 0.5 r per day, and calculations showed that, 
based on his daily work load, he had received 250 
to 500 mr total-body irradiation each day over a 
period of 20 years. A “routine” blood cell count 
revealed leukemic cells in his peripheral blood. 
Barrett,*^ who observed this radiologist, estimated 
that, in the average case of carcinoma of the cervix 
with insertion of radium, the following radiation is 
received: total body, 35 mr; right hand, 150 mr; 
right arm, 80 mr; fingers of right hand, 200 mr; 
fingers of left hand, 150 mr; and left arm, 75 mr. 

In working with patients who have been adminis¬ 
tered radioisotopes, Brucer has cited the following 
exposure values; “The amount of radiation exposure 
to an attendant remaining close to the bed-side of 
high dosage patients is considerable. At approxi¬ 
mately 1 meter from the patient during the entire 
course of intra-cavitary gold therapy, over 10 r of 
400 kv. radiation was calculated. Hence, a nurse 
sitting next to the patient could be expected to 
absorb 1 r of total body exposure in three days. The 
nurse of a patient treated with 100 me. of iodine 
would receive about 1 r of exposure in five days, and 
with 50 me. of gallium, the nurse could be e.xposed 
to 1 r in about two days.” 

Exposures, other than therapeutic, exist when 
pathologists examine the bodies of patients who 
have received radioisotopes, and specific precau¬ 
tionary measures have been prescribed for those 
performing autopsies on such bodies, where there 
may be 5 me. to over 30 me. of activity.’^ Personnel 
monitoring of a dermatology staff in a university 
hospital has been described,*' and, in one member, 
overexposure had been recorded. 

With the public apprehension over radioactive 
fall-out intensifying the concern about exposure to 
the usual radiation sources—and this “public" in¬ 
cludes medical students and hospital workers to a 
surprising degree—every precaution needs to be 


J.A.M.A., Dec. G, 193S 


taken to insure the minimal exposure required for 
screening, diagnostic radiography, or therapy, to 
both personnel and patients. 

Patient Contacts and Trauma.~ln psychiatric hos¬ 
pitals there is an inherent risk in the daily nursing 
care situation involving disturbed patients. In a 
1,200-bed mental hospital which I had visited as a 
consultant, the record of injuries sustained by stafi 
members gave evidence of considerable trauma to 
the personnel. There were 46 injuries in one month 
recorded involving no loss of time, and, of these, 
27 ( 58%) related immediately to the kind of patient 
receiving care. In the terminology of the records, 
these were the notations: struck by disturbed pa¬ 
tient, 6; restraining combative patient, 3; packing 
upset patient, 2; separating fighting -patients, 2; 
struck by patient, 2; struck by resistive patient, 2; 
attempting to quiet patient, 1; disturbed patient 
threw wastebasket, 1; dressing disturbed patient, 1; 
fell when struck by patient, 1; fell while attempting 
to overtake patient, 1; putting cuffs on patient be¬ 
ing held on floor, 1; restraining disturbed patient, 1; 
restraining patient, 1; taking combative patient to 
hydrotherapy, 1; and undressing resistive patient, 
1—a total of 27. 

These were events in an extremely well-run teach¬ 
ing psychiatric hospital—not an establishment redo¬ 
lent of the crudities of bedlam. The statistics re¬ 


leased by the United States Department of Labor 
pointed up the finding that in mental hospitals the 
injury frequency rate (average number of disabling 
injuries per million hours worked) is the highest of 
all hospitals (15.3)—tuberculosis hospitals 11.7,spe¬ 
cial hospitals 11.3, general hospitals 6.5, and aver¬ 
age for all reporting hospitals 8.6. Dr. IVinfleld 
Overholser, Superintendent of St. Elizabeth’s Hos¬ 
pital in Washington, D. C., has commented on tire 
situation in mental institutions: “The safety and 


welfare of its patients and employees are of pri¬ 
mary concern to St. Elizabeth’s and other mental 
hospitals ... a meeting was held at the hospital to 
consider safety measures in the handling of dis¬ 
turbed patients, a small but troublesome fraction of 
any mental hospital’s population. We hope that ad¬ 
ditional meetings will provide an impetus for fur¬ 
ther study and consideration of the problems in¬ 
volved, with more effective means to their solution. 

The injury frequency rate increases with the size 
of the hospital but peaks at 13.5 for hospitals wi 
1,000 to 2,499 employees; in mental hospitals, too, 
the highest frequency rate of 21.0 is encountered m 


institutions with 1,000 or more employees. 

By operating division, the highest injury tte- 
quency is encountered in the plant operation an 
maintenance division {12.7) and die highest spew o 
area within the professional care division for all 
pitals is the nursing service departments (9-1 )•_ 
distribution by occupation shows these frequencies 
(per million hours worked): attendants, 19.1; pw^ 
tical nurses, 8.1; nurses’ aides, 7.5; orderlies, - > 
registered nurses, 6.9; and student nurses, 2.3. 
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Tlic average for this group was 9.1. Tlie greate.st 
number of injuries sustained by nature of injury 
was in the category "strains and sprains’’ (33.4), 
but outstanding was “occupational diseases,” which 
accounted for an injury sc\’crity rate (a\'eragc num¬ 
ber of days lost per disabling injury) of 441, Into 
this group would come occupationallv incurred in¬ 
fectious diseases, for example. The band or finger 
invob’ed the greatest percentage of all disabling 
injuries by body part injured (22.0%). 

Other hazards prodvictive of injuries to hospital 
personnel are these: slippery floors, spilled liquids, 
explosive mixtures from oxygen and the gas or vapor 
of anesthetic agents, improperly marked exits or 
entrances, inadequate venting of cooking equip¬ 
ment, volatile sob'cnts in laboratories and electrical 
repair shops, insertion of glass pipets into corks, 
sterilizers and autocl.aves, lifting of patients, glass 
ampuls, storage of chemicals, and the use of organic 
and inorganic insecticides. 

The fact that most hospitals arc nonprofit organi¬ 
zations has not precluded the administrati\'c prob¬ 
lems of workmen’s compensation insurance, for hos¬ 
pital employees will file claims with the same alac¬ 
rity as any other group. For example, a stenographer 
in a Florida hospital worked in a room where there 
were two exposed metal pipes and an electric outlet 
in the floor. Rainfall from a thunderstorm came 
through the ceiling and settled on the floor. Even 
though her feet were w'et, she continued working, 
and tlien lightning struck. She became “paralyzed” 
and could not remove her hands from the type- 
■vriter. 'There was two months of hospitalization, 
md the claim was allowed, the court ruling that 
2 ven if there were no bodily injury the employee 
Aid suffer severe shock and mental strain.'" 

In anotlier instance, a nurse, after two months’ 
work in a poliomyelitis v'ard. acquired the disease. 
Tire hospital claimed there was no accident, but the 
court held that this contention had no x’alidity and 
that there was a causal connection betv'cen the con¬ 
ditions under which the work was required to be 
performed and the resulting injury claim allowed.” 

The Physically Disabled Employee 

Hospitals have utilized jrhj'sicalh' limited person¬ 
nel and have been encouraged to do so by both 
hospital administrators and those interested in re¬ 
habilitation. A study conducted to demonstrate cur¬ 
rent hospital employment practices regarding dis¬ 
abled persons showed that 86 respondents out of 
102 claimed that if the hospital had a lack of appli¬ 
cants for employment then they would willingly 
hire disabled persons for certain jobs. Responses 
from 35 nongovernment general hospitals without 
religious affiliations showed an average of 9.62 dis¬ 
abled employees per hospital, and in 29 which were 
controlled by religious groups tire average was 7.59. 

Of 1,003 disabled employees in the institutions 
studied, 188 were in clinical services, 163 in the 
housekeeping departments. 111 in the business 


offices, 107 in the dietary departments, and 96 in 
maintenance. By type of disability, among 1,047 
employees, tuberculosis xvas first wuth 41.83%, ortho¬ 
pedic conditions (e.xcluding amputations) 15.09%, 
cardiac conditions 9.93%, impaired hearing 6.77%, 
visual impairments 6.30%, mental disorders 6.21%, 
amputations 3.82%, neurological conditions 2.96%, 
epilepsy 1.53%, and others 5.44%. The tuberculosis 
hospitals had an average of 35 disabled employees 
per hospital, and 867o of these were former tuber¬ 
culosis patients. 

Dr. Howard Rusk has sought the employment of 
disabled individuals by hospitals and has cited 
examples of persons with congenital anomalies, gas¬ 
tric resections, laryngectomies, heart disease, diabe¬ 
tes, and stable tuberculosis, as successfully placed 
in positions, in addition to blind workers. This 
group is helping to resolve the critical shortage of 
hospital personnel. A survey of several Catholic 
hospitals demonstrated that persons with such con¬ 
ditions as amputations, blindness, arthritis, deaf- 
mutism, convulsive disorders, hj'pertension, mental 
retardation, rheumatic fever, and lower extremity 
paralyses had been employed and were working 
capably with “no job adjustment needed.” 

The reason for throwing light on this employment 
segment is to point up the facts that these physically 
marginal persons are filling the job demands, that 
their activities do not impair their health status, and 
that physiological, pathological, or senescent 
changes are appraised and are the functions of an 
employees’ health service. To maintain such a staff 
in optimal health is not an activity' which can be 
delegated to hospital comdor practitioners; a serv¬ 
ice must be established for accurate preplacement 
physical inventories and job adjustment reviews at 
reasonable intervals thereafter. 

Hospitalization Usage 

The experience had by hospitalization insurance 
underwriters in the use of inpatient care facilities 
by hospital employees is difficult to document. 
However, the history of one large hospital group 
which carried this type of coverage for its members 
and their families is positively known. Because of 
e.xcessive use, the benefits were lessened, the equiva¬ 
lent of up-rating the premium. Whereas the average 
number of days jier hospital stay, for the period of 
comparison, for all members of the assured group 
was 6.4, the hospital employees comprising the sub- 
segment utilized half again as many days per stay, 
whether they elected to enter tlieir owm hospital 
(i. e., where they worked) or went to other institu¬ 
tions in the community. 

No explanation is offered for this except that in 
the case of teaching hospitals the stay usually is 
increased. This is mentioned, however, because 
some control over excessive iUness-absence can be 
exercised bj' an energetic health service. As all with¬ 
drawals from tlie work scene are costly, the health 
program, through a good rapport xvith tlie em- 



1860 


HOSPITAL EMPLOYEES-FELTON 


ployees’ physicians, can ofiEer a careful follow-up on 
return to work. This will permit a shortening of the 
absence and a saving in man-hours. 

Labor Tiunover in Hospitals 

Personnel directors in hospitals have been aware 
for years of tlieir elevated turnover rate. This has 
been explained by the low salaries offered, the in¬ 
creased amount of work per individual employee, 
the absence of fringe benefits competitive with in¬ 
dustry, and the use of hospitals as training areas by 
persons new to work before moving elsewhere to 
better paid positions. If one believes in the analytic 
theory of occupational choice, then one feels that a 
person enters a profession, craft, trade, or occupa¬ 
tion because of unconscious motivating forces. The 
activities and satisfactions of the job meet the needs 
—neurotic or otherwise—of the individual, and he 
finds himself happier doing one kind of work than 
another. 

In any event, to develop a more effective recruit¬ 
ing program for one hospital, emphasis was given 
to the reasons for the acceptance of hospital posi¬ 
tions.’® A survey of five hospitals in New York re¬ 
vealed the following data; “Among the younger 
workers responding the average worker spent four 
years in the hospital field compared to seven years 
for the 35 to 49 age group and 10 years for the 
oldest group. . . . However, the average younger 
worker reports having worked in 2.1 hospitals prior 
to accepting his present job. The middle age group 
reports having worked at 3.3 hospitals previously, 
while the older group reports a history of 2.6 hos¬ 
pital affiliations. Approximately 75% of tliis oldest 
group have worked in industry almost 20 years be¬ 
fore working in hospitals. They are the old whom 
industry has discarded.” The study of the turnover 
group showed that the majority' of those leaving 
after short periods had not finished primary school. 

To continue to look into reasons for leaving, tliese 
were the stated causes for separation: poor attitudes 
of supervisors and co-workers, 24.2%; shifts and 
hours of work, 19.4%; number of days of work (five 
and one-half or more), 17.5%; insufficient help, be¬ 
ing overworked, 9.9%; lack of benefits, 8.4%; red 
tape and disorganization, 5.3%; mental work and 
poor working conditions, 4.6%; lack of advancement 
and opportunity, 4.6%; contacts with sick patients, 
3.8%; and frustration when patients die, 2.3%. 

Although low pay allegedly is the reason for 
terminating one’s employment, this item does not 
appear among the 10 given. The purpose of citing 
some of these data is to underscore another indica¬ 
tion for the creation and execution of an employee 
health program. Such an activity, under imaginative 
and full-breadth direction, can work closely with 
the personnel department in resolving the problems 
weighing on employees which will lead to their 
voluntarily leaving. Tlirough personal counseling or 
guidance in the seeking of professional help, psy¬ 
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chotherapeutic or medical, the worker who feeh 
that the only answer lies in new employment mav 
gain sufficient insight to realize the role of conllict 
in his proposed move. He may remain and become 
a more productive and effective staff member. 

A health service focused on symptom-relief solely 
is exercising but a fraction of its therapeutic po¬ 
tential. Through group discussions wth manage¬ 
ment personnel, conferences on the techniques oi 
working with people, and small meetings held in 
democratic fashion and in a permissive milieu, su¬ 
pervisors can be brought to an understanding of the 
relationship of their own personality deficits to em¬ 
ployee dissatisfaction, high turnover rates, and low¬ 
ered efficiency. This is a health service in orbit-not 
a sputtering feeble effort that leaves the launchiug 
pad only to fizzle into limbo. There are programs of 
this quality in industry that should be introduced 
into the hospital scene. 

Essentials of Student Training Programs 

Another strong reason for the establishment oi 
employee health services is to aid the hospital ii 
meeting the health requirements as laid dosvn bj 
the A. M. A. Council on Medical Education and 
Hospitals for the full spectrum of student training 
categories. With a specifically designed sendee 
these obligations can be met. The requirements, as 
listed, follow. 

Internships.—‘The hospital should he concemec 
with the intern’s health during his period of service 
Each intern should be given a thorough physical 
examination including a roentgenogram of the chest 
and routine laboratory studies at die beginning of 
and periodically as might be indicated during his 
internship. A member of the attending staff should 
be assigned the responsibility' of acting as personal 



the attending staff. The hospital should be willing to 
accept a reasonable share of the responsibility for 
the continuing care of long-term illness contracted 
by the intern directly in the discharge of his duties. 

Medical Record Library Science.— Tl^eie are no 
requirements stated regarding health of medica 
record librarians. 

Medical rec/uiofogy.—“Applicants shall he re¬ 
quired to submit evidence of good health and suc¬ 
cessful vaccination, and a report of a medico 
examination should be a part of the students 
records. This examination shall include a roentgM 
examination of the chest. Provisions should be mo o 
for medical care and hospitalization, when neces¬ 
sary, for a reasonable length of time. . - - 
cants should be required to submit a physical nea 
report including record of vaccination. All stude 
should be given a medical examination as soon os 
practicable after admission and this examination 
should include an x-ray of the chest.” 
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Occupational Therapy.~“A\\ applicants should be 
required to submit a physical health report includ¬ 
ing evidence ol successful vaccination. All students 
should be given a medical examination under the 
super\'ision of the official school physician as soon 
as practicable after admission and this examination 
should include a roentgen examination of tlie chest.” 

Physical Therapy.~“lt is desirable that qualitative 
standards with reference to academic performance, 
character, motivation and health be applied to 
candidates for admission.” 

Residencies and Fellowships.—There are no re¬ 
quirements stated regarding health of residents or 
fellows. 

X-ray Tcchno/ogi/.—“Applicants shall be required 
to submit evidence of good health and successful 
vaccination. All students shall be given a medical 
examination, as soon as practicable after admission, 
by a physician designated by the school. This exam¬ 
ination shall include a roentgen examination of the 
chest. There shall be adequate periodic medical 
e.vamination of the student.” 

In the report of the Council on Medical Educa¬ 
tion and Hospitals submitted by members of the 
House of Delegates of the A. M. A., a revision of the 
“Essentials of an Approved Internship” and the 
“Essentials of Approved Residencies and Fellow¬ 
ships” was requested. Tliis will incorporate sections 
on “selection of interns” and “selection of residents,” 
and in the former it states that "there should be 
confidence that the interns appointed have the high 
standards of integrity, motivation, industry, re¬ 
sourcefulness, health and basic medical knowledge 
necessary to take full advantage of tlie further 
educational experience offered.” The same statement 
is made in connection with the selection of residents 
and fellows. From this it can be seen that additional 
emphasis is being given to the healtli status of these 
graduate students who technically are employees 
of the hospital. 

The Ideal Program 

What comprises an effective employee health 
program? All of the component parts given here 
need not be considered mandatory for all installa¬ 
tions—small hospitals and large—but from those 
given a selection can be made which will best fit 
the needs of the institution. These are the elements 
of an ideal health service. 

Estimation of the Work Capacity of Applicants 
for Work.—The following procedures are done in 
the preemployment examination: 1. Preplacement 
medical examination, with taking of medical and 
occupational histories, appraisal of health status by 
physical examination, and performance of special 
examinations. These may include audiometry, visual 
acuity battery by precision instrumentation, chest 
roentgenography (a photofluorogram may be 
taken on all personnel except those previously or 
currently exposed occupationally to ionizing radia¬ 


tion or those with excessive past exposure to diag¬ 
nostic or therapeutic radiation—for these, a 14-by- 
17-in. film should be used), complete blood cell 
count or hematocrit determination and leukocyte 
count, urinalysis, serodiagnostic test for sjqihilis, 
personality inventory or psychological batter}', elec¬ 
trocardiography, feces examination, blood type and 
Rh factor determination, tuberculin testing, Schick 
testing for young employees, and other examinations 
or consultations as indicated. After these are per¬ 
formed, a classification of health status is made as 
follows: 1, physically qualified for any position; 2, 
physically qualified for any position, but has minor 
defects; 3, physically qualified for special employ¬ 
ment only, with one or more specifying restrictions, 
and 4, physically unqualified for position applied 
for. 2. Matching of physical and emotional capac¬ 
ities of applicant with physical and emotional re¬ 
quirements of job. 3. Interpretation of findings to 
applicant. 4. Recommendation made to personnel 
director. 

Medical Preparation of Accepted Applicant for 
Work,—If the applicant is accepted for work, these 
further steps are taken: 1. Completion of subse¬ 
quent or additional examination procedures. 2. In¬ 
terpretation of additional results and need for 
medical obserx’ation or care. 3. Explanation of 
special occupational health hazards and clinical sur¬ 
veillance needed. 4. Orientation to services offered 
by employee health service. 5. Initiation of immuni¬ 
zation program. This may include smallpox vaccina¬ 
tion, poliomyelitis vaccination, typhoid-parat}'phoid 
fever vaccination, tetanus to,xoid immunization, 
diphtheria toxoid immunization (if indicated) for 
young employees, BCG vaccination (if indicated) 
for young employees, and influenza types A and B 
and Asian influenza vaccination. 6. Issuance of 
wallet card providing information on blood type 
and Rh factor, drug sensitiwty status, medical 
radiation exposure record, record of immunizing 
injections, and statement on chronic disease, such as 
diabetes or convulsive disorder. 7. Issuance of 
occupational protective eyewear, as indicated by 
job. 8. Establishment of return visit schedule. 

Maintenance and Improcemenf of Health Status 
of Employees.—The followng procedures are in¬ 
cluded in the health-maintenance program: 1. 
Periodic medical reexaminations. These include post- 
illness, preretirement and prepromotion, reemploy¬ 
ment, and annual or biennial examinations and pre¬ 
entrance examinations, if desired, on students in 
teaching centers. 2. Periodic health inten’iews and 
counseling. 3. Special examinations for certain 
personnel. These are done for executives in tlie 
health service or by a private physician, food 
handlers, radiation workers, laboratory workers e.x- 
posed to volatile solvents or other toxic agents, and 
drivers of motor vehicles. 4. Health education pro¬ 
gram. A program providing for continuing healtli 
education may include meetings with groups of 
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employees; procurement, distribution, placement, 
or showing of health education media (e. g., pam¬ 
phlets, posters, exhibits, and motion picture films); 
and orientation meetings with personnel prior to 
initiation of a new health service activity. 5. Coun¬ 
seling for emotional problems. This may include a 
diagnostic interview and/or referral to psychiatrist, 
clinical psychologist, or psychiatric social worker. 

6. Coxmseling for improved job relationships. This 
may include a diagnostic interview, a conference 
with the employee’s supervisor and the employee, 
as indicated, and referral to the personnel director. 

7. Leading of discussion groups among supervisory 
personnel in the area of human relations, ways of 
rectifying impaired work performance, and tech¬ 
niques of working with people. 8. Meeting with 
groups of managerial personnel for the resolution of 
administrative or personnel problems. 

Medical Supervision of the Work Environment.— 
A healthful work invironment may be maintained as 
follows;!. Conducting of surveys for identification— 
by location, t>'pe, and ingredients—of potentially 
hazardous occupational exposures. Tliis should also 
include determination of inadequacies in the physi¬ 
cal environment, such as impaired illumination and 
dampness. 2. Determination of ingredients of un¬ 
identified but suspected toxic work materials. 3. 
Obtainment of consultant services of industrial 
hygienist. Procurement and measurement of samples 
of work room air often must be done. 4. Preparation 
and submission of recommendations regarding cor¬ 
rective measures or the installation of industrial 
hygiene engineering control devices in the form 
of local exhaust ventilation systems. This is done 
through joint consultation with an industrial hy¬ 
gienist. 5. Survey of sanitary facilities. This includes 
waste disposal facilities, sources of drinking water, 
food preparation areas, and washing facilities for 
employees. Recommendations on the correction of 
areas failing to meet accepted standards are then 
submitted. 6. Consultation with housekeeping de¬ 
partment on insect and rodent control. 7. Super¬ 
vision of ice-making equipment and ice-distributing 
systems. 8. Maintenance of clinical records. These 
should document completely all visits made to the 
employee health service or to clinics, clinical lab¬ 
oratories, the radiology department, and other 
services, on request or through consultation. 9. 
Utilization of clinical records. Statistical summaries 
are made to improve the health status of employees 
as indicated by epidemiologic interpretation. 

Medical Care for Illness and Injury.—Both occu¬ 
pational and nonoccupational illnesses and injuries 
must be taken into consideration: 1. Occupational 
injuries. Complete medical care should be given for 
job-connected injuries, either through the health 
service or via consultation wth specialists on the 
hospital staff. 2. Occupational illnesses. Complete 
medical care is also supplied for job-connected ill¬ 
nesses, again, either through the health service or 
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via consultation with specialists on the hospital 
staflF. 3. Nonoccupational injuries. Limited or emer¬ 
gency care will permit the employee, where possi¬ 
ble, to finish his work shift. Then referral to local 
sources of medical care—of the patient’s choice- 
may be made when the condition requires addi¬ 
tional diagnostic procedures or prolonged therapy, 
4. Nonoccupational illnesses. Again limited care may 
be given to permit the employee to finish his work- 
shift, and referral may be made to local sources ot 
medical care—of the patient’s choice—for conditions 
requiring additional diagnostic procedures or pro¬ 
longed therapy. 

Services to Management.—Consultant service on 
the selection and operation of hospitalization in¬ 
surance or on medical major insurance programs is 
useful. Consultant service on industrial relations 
criteria of efficiency—absenteeism, labor turnover, 
and effective work performance—may also be given. 

Comment 

Obviously, the limited health service of a small 
hospital will not have need for the enriched pro¬ 
gram offered above. All of the major activities, how¬ 
ever, of an energetic service have been given, not 
only for possible inclusion in a new employee healdi 
program but also to familiarize program planners 
witli those activities which are to be found in the 
more productive programs. 

The creation of an employee health program in 
a hospital is a logical step in the provision of a 
fringe benefit to underpaid and frequently aged and 
disabled workers. A well-planned and well-exe¬ 
cuted personnel health program can, through intelli¬ 
gent use of documented clinical records, provide 
information on the healtlr status of Americas hos¬ 
pital employees, including physicians, nurses, 
paramedical personnel, and clerical, maintenane^ 
and custodial workers. This would provide a solid 
body of knowledge in place of the current rather 
thin supply of pertinent information. 

With a properly established health service unit, 
with its own physical facility, its oxvn clinica 
records, and its especially assigned personnel, the 
custom of corridor consultations can be eliminated 
from the hospital scene. Physicians are uncomfor¬ 
table in attempting—apart from emergency or dis¬ 
aster situations—medical care outside the usua 
milieu of a consultation room or treatment room, 
better service will result with the creation ot a 
health service, and many' of the hospital personne 
problems can be resolved when an adequate heal i 
service is extended to the area of interpersonal re 
lations among hospital employees. Health mai” 
tenance of tlie hospital staff is perfectly feasib e, 
and, when medical practice is removed from t 
hallway, the rest room, the doctor’s lounge, an 
the lobby, the employees themselves and tieir 
supervisors will realize the worth of this progres 
sive step. 
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A creditable .service can be rendered by the gen¬ 
eral practitioner interested in executing these func¬ 
tions in small hospital installations. The develop¬ 
ment of a health service for hospital employees is 
urgently recommended for consideration by all 
hospitals, medical research laboratories, medical 
centers (a centralized employee health service can 
serve individual components of a medical center), 
and large outpatient clinics, so that this heretofore 
neglected personnel group can share the advantages 
of progressive contemporary occupational medicine. 

Summary 

The hospital industry of the United States, com¬ 
prising 1,375,000 employees, an annual payroll of 
4 billion dollars, and an annual expenditure of 6 
billion dollars, offers little to its employees in the 
way of preventive medical programs at work. The 
hospital worker—frequentl}' underpaid, older, and 
physically marginal—has not shared in on-the-job 
health services as have employees in American 
manufacturing industry. 

The American Medical Association and tire 
American Hospital Association have outlined guid¬ 
ing principles for health services in hospitals which 
can aid in tlie creation of occupational health pro¬ 
grams. Health services for hospital employees are 
needed and have been provided in some of the larg¬ 
er institutions of the Northeast, some dating back as 
far as 20 years. Programs have been encountered in 
large psychiatric hospitals. Veterans Administration 
facilities, and research establishments where haz¬ 
ardous work exposures exist. 

Tire needs for medical surveillance in tire hospital 
situation are multifold and relate to the built-in 
hazards of the operation of patient care. These 
hazards include infectious disease (tuberculosis, 
Q fever, homologous serum jaundice, staphylococcic 
infections, and other bacterial, viral, rickettsial, 
parasitic, and fungus disorders), contact derma¬ 
toses, ionizing radiation, and patient-induced trau¬ 
ma and other injuries. Occupationally incurred ill¬ 
nesses and injuries have led to the presenting and 
contesting of claims before workmen’s compensation 
boards and commissions. 

The utilization of physically disabled employees 
in hospitals indicates further the need for a health 
service to assure accuracy in their placement and 
job adjustment. There is some evidence to indicate 
that hospital employees overuse hospitalization in¬ 
surance, and a health service could exercise some 
control in this area. 

Because of a high labor turnover in hospitals, an 
imaginative employee health program could study 
the reasons for voluntary separation of employees 
and, through close liaison with the personnel di¬ 
rector and the managerial staff, endeavor to identify 
the causes of excessive turnover. Through group 
discussion or individual counseling, it could lower 
this costly budget item. 


Tire A. M. A. Council on Medical Education and 
Hospitals has outlined specific health requirements 
for interns, medical technologists, occupational 
therapists, physical therapists, and x-ray technicians, 
and the presence of a health service would allow 
compliance wntlr these requirements. 

An ideal program is built in tire general areas of 
(1) estimation of the work capacity of applicants 
for work, (2) medical preparation of accepted ap¬ 
plicants for work, (3) maintenance and improve¬ 
ment of the health status of employees, (4) medical 
supervision of the work environment, (5) medical 
care for illness and injury, and (6) services to 
management. 
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Tlie effect of significant actual trauma on the back 
is not diBBcult to diagnose, and the treatment is well 
standardized, whether medical, surgical, neurolog¬ 
ical, orthopedic, or a combination of these. Tempo¬ 
rary aggravation of preexisting back conditions or 
emotional attitudes is a topic for another essay and 
is purposely omitted. 

Factors in Trauma to the Back 

One example of significant trauma should suffice 
to illustrate this: Suppose a fracture of lumbar trans¬ 
verse processes occurs in which the continuity of the 
bone is disrupted, tlie lumbar muscles and liga¬ 
ments attached thereto are tom and disrupted, and, 
often, a palpable hematoma forms. Here then is se¬ 
vere spinal trauma. 

What is the expected course of tissue repair? It 
progresses steadily toward healing with restoration 
of continuity of bone, muscles, and ligaments. Some 
scar tissue may form to complete tlie restoration of 
continuity. After an injury of this kind, it is possible 
to predict an end to the disability. Here is a severe 
injurj' of the back which does not result in chronic 
traumatic myositis, fibrositis, arthritis, or granulom¬ 
atous inflammation. 

If, in addition, a spinal joint is torn asunder, 
then a traumatic arthritis may, and often docs, re¬ 
sult. It should be pointed out that it takes severe 
and obvious actual trauma to disrupt a spinal joint, 
and it is usually demonstrable by x-ray. Similarly, 
severe trauma is necessary to cause a disruption of a 
healthy normal spinal muscle or ligament, either in 
continuity or from its attachments. The course of 
traumatic arthritis of a disrupted spinal joint is 
toward heafing by bony bridging and ankylosis, not 
toward further deterioration and chronicit)'. 

Let us consider the dogma of “wear and tear,” so- 
called microtrauma, as a cause of osteoarthritis of 
the spine. All normal human beings walk erect and 
use the spine daily in a multiplicity of ways. Tliis 
disease affects women about tlnree times as often as 
men and appears in the latter years of life; it does 
not affect die entire human race, but only about 7 
to 10%. It is not found any more often in one type 
of occupation than in another. The cause is still un¬ 
known, and although it \vill be discovered someday 
it will not be found to be due to microtrauma, or 
wear and tear. No one has ever reproduced it by 
actual mechanical trauma either in experimental 
animals or in man. 

Some of- the more common forms of rheumatic 
diseases which affect die spine during the years of 
emplo>ment are fibrositis, myositis, bursitis, gout, 
and rheumatoid spondyfitis. Even these affect only 
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Pain in fhe back is fbe most common single 
reason given for occupational disability, and 
it is generally ascribed to actual injury to the 
vertebral column. The woricman does not have 
to have any witnesses; be may neglect to re¬ 
port an occurrence to his employer, or he may 
think back to some indefinite date within one 
yeor to establish the basis for o claim of o 
work injury. An individual educated in legal 
and medical matters by such an experience 
may become o repeater, and for some this 
becomes o way of life. None of the rheumatic 
diseases have ever been created fay slight or 
severe mechanical trauma in experimental 
animals or human beings. Many improbable 
medical decisions have been made by lay 
commissions in ignorance or disregard of this 
fact. It is believed that closer study and more 
precise diagnosis of back complaints will alter 
the statistics in this branch of occupational 
medicine. 


a small percentage of the 11 million Americans 
who are afflicted with arthritis and related rheu¬ 
matic diseases. Some of these conditions run a 
course independent of treatment, and some of the 
effects of these diseases are reversible without treat¬ 
ment. Most of them have a tendency to recur at 
more or less frequent intervals. 

Causes of Chronic Back Disorder 

The so-called problem back occurs most often 
when the element of chronicity arises. A case of 
this kind must have its inception with the first visit 
to the physician. The historj^ of the occurrence re¬ 
lated by the patient may sound plausible, and too 
often the physician makes no effort to find out the 
body mechanics and physical effects of the occur¬ 
rence which could have a bearing on the patient s 
complaints. The patient has made his diagnosis 
already on the basis of what he believes happene 
and why he has symptoms in tlie back. Almost m 
the ne.xt breath the physician tells him that he has 
“strained his back,” and if the patient should state 
that he has a pain radiating down one of his legs 
the doctor is quick to add that he “must have ® 
disk.” The conclusions of the patient, and of me 
doctor, are then quickly transferred to a Doctors 
First Report of Work Injury blank and sent to an 
insurance company. No matter what is found in 
tlie future to controvert this original document, i 
is always staring one in the face during the peno 
of litigation. 
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In the absence of a reasonable or provable de¬ 
scription by a patient of a significant traumatic 
incident, after adequate questioning about the phys¬ 
ical and mechanical details of the alleged accident 
or occurrence it is important to know if any similar 
symptoms have been noted by the patient prior to 
this occurrence, if he has received any prior com¬ 
pensation or award of disability for back trouble, 
or if prior treatment for back symptoms has been 
gi^'en. The patient’s work historj', social and eco¬ 
nomic background, and his mental attitude toward 
the incident are important to discover. 

When back symptoms with prolonged disability 
occur, the initial quick diagnosis of “acute back 
strain” becomes suspect. Chronic back complaints 
are most commonly due to disease, structural ab¬ 
normality, environmental conflicts, emotional atti¬ 
tudes, or a combination of one or more of these 
conditions. 

Mfliat, then, does one look for in a patient who 
states he felt a pain in his back while doing work 
in which he has been engaged regularly for months 
or years? It is a human trait to believe that pain 
is caused by some act that is being performed or 
by some act that has been performed in the past 
and thought back to as a likely cause. The patient 
philosophizes that there was never anything the 
matter with his back before, so why should there 
be now, and arrives at bis own diagnosis that it 
must have been caused by the incident. It would 
never occur to him that there could be an intrinsic 
cause for his pain. It is here that the doctor can 
make his first mistake and go on record as sub¬ 
stantiating the patient’s description of the occur¬ 
rence, as well as agreeing with the patient’s diag¬ 
nosis. 

Here we find the primary element of a wrongful 
claim: a quick, totally inadequate history accepted 
without any attempt to determine if any significant 
actual trauma did occur which could cause the 
complaints. 

Some of the most common reasons for this situa¬ 
tion can be as follows: economic factors, in which 
both the patient and his doctor are involved; an¬ 
tagonism, such as belief that the boss does not like 
him; anxiety, or fear of losing his job; laziness, 
with unemployment insurance to fall back on, or 
a wfe who can work or is working; health and 
welfare fund pressure, including actions to keep 
the fund from bearing any expense which can be 
shoved off on to workmen’s compensation carriers; 
antisocial factors, as belief that the economic sys¬ 
tem is against him and, paradoxically, owes him a 
living; psychic factors, such as a true or malinger¬ 
ing hysteria; or desire to appear a hero, as after an 
accident where the patient describes how he helped 
to save other workmen from injury, thereby injur¬ 
ing himself, or saved a piece of valuable machinery 
by injecting himself into the situation in the “nick 
of time,” saving the machine but injming himself. 


Compensation Factors 

During the recent 50 years of the industrial age, 
monetary compensation for disability has been 
broadened progressively to cover any symptom a 
workman may have if he can think of an occur¬ 
rence or exposure. The workman does not have to 
have any witnesses; he may neglect to report an 
occurrence to his employer, or he may think back 
to some indefinite date within one year to establish 
the basis for a claim of a work injury. During this 
industrial era, and before unemployment compen¬ 
sation disability welfare plans and private health 
insurance plans were so widespread, a traumatic 
etiology concerning back symptoms was progres¬ 
sively promulgated by labor management and tacit¬ 
ly supported by a quick medical report without a 
detailed study of the case, with the worker awarded 
compensation by a lay commission. 

There have been so many improbable medical 
decisions made by lay commissions during tliis era 
that now, when almost every workman is covered 
by health and welfare insurance, it is a running 
battle between industrial insurance carriers and 
health and welfare carriers to place the blame for 
the problem back. During the legal delay, the pa¬ 
tient has become confused, is penalized by an un¬ 
justifiable wage loss, suffers a progression of un¬ 
treated diseases, develops personality and social 
disorders, and becomes almost impossible to re¬ 
habilitate. 

When such a case eventually becomes a matter 
for an award of permanent disability, the monetary 
gain does not always effeet a cure. Such an indi¬ 
vidual, after being so well educated in legal and 
medical matters, often becomes a repeater, and, 
for some, this becomes a way of life. One such e.x- 
perience often makes him aware of tire fact that, 
after litigation is all over, he did not have a trau¬ 
matic injury after all and now all he has to do to 
get paid for a few weeks off from work is claim 
his back hurts as a result of some trivial incident 
on the job, regardless of whether he has proof-of 
this oceurrence. Soon he has another claim on the 
way based on recurrence, aggravation, or exacer¬ 
bation of a preexisting disability. 

Summary and Conclusions 

None of the rheumatic diseases—fibrositis, myo¬ 
sitis, bursitis, gout, rheumatoid spondylitis, rheuma¬ 
toid arthritis, and osteoarthritis—have ever been 
created by slight or severe mechanical trauma in 
experimental animals or in human beings. Recent 
surveys reveal that 7 to 10% of tlie population of 
the United States is afflicted with these diseases. 
These diseases are associated with dysfunction of 
the reticuloendothelial system, often with the de¬ 
velopment of granulomatous inflammations in the 
musculoskeletal system in response to specific in¬ 
animate (chemical or physical) agents, the more 
common being collagen, rheumatoid factor, choles¬ 
terol, and uric acid, singly or in mixed lesions. 
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The fact that an alleged accident brings a pa¬ 
tient to the physician and after physical examina¬ 
tion he is found to have one of these diseases 
should not influence the physician to pass up the 
opportunity to do him a worthwhile service by 
making an accurate diagnosis and so informing the 
patient, instead of reporting a claim of an alleged 
occurrence as being the reason for his back com¬ 
plaints and disability. 

If a proper diagnosis of back complaints is made, 
I believe the statistics in regard to back injury in 
California will be altered. At the present time, in 
California, one-fifth of all cases of lost time are 
alleged to be due to back injury. It is the most 
common single cause of disability and loss of pro¬ 
ductive capacity. 


The effect of significant actual trauma on body 
tissue is not a mystery insofar as its course is coii- 
cerned. The course of recovery from a simple bruise 
or a major disruption of body tissue, e.\cept the 
central nervous system, progresses toward healing, 
resulting either in complete restoration of function 
or in some residual impairment of function by de¬ 
formity or scar tissue, but without recurrence. 
Trauma does not produce a persistent stimulative 
effect on the cells of the reticuloendotlielial system, 
The course of the granulomatous inflammation is 
toward chronicity and recurrences. These lesions 
may be reversible, may end in scarring, or may 
cause total progressive dissolution of tissue or total 
destruction of the individual. 

516 Sutter St. (2). 




HAZARDS OF THERAPY IN RESPIRATORY DISEASE 

William B. Sherman, M.D., New York 


Since space permits discussion of only a few as¬ 
pects of respiratory disease, I shall devote it pri¬ 
marily to the hazards involved in the treatment of 
respiratory insufficiency as seen in obstructive pul¬ 
monary emphysema and bronchial asthma. These 
two diseases e.\emplify well some of the problems 
peculiar to the respiratory system. 

Respiratory Insufficiency 

In both asthma and emphysema, the respiratory 
defect is ventilatory; obstruction of the air passages 
and loss of normal elasticity of the lung prevent 
adequate flow of air to and from the alveoli. The 
respiratory insufficiency of emphysema becomes 
acute during respiratory infections, when the in¬ 
creased secretions further block the already inade¬ 
quate airways. In asthma, the obstruction is due in 
part to spasm of bronchial muscle and edema of the 
mucosa, but in those cases that terminate fatally, the 
most obvious pathological lesion is widespread plug¬ 
ging of the smaller bronchi and bronchioles by tena¬ 
cious mucus. 

Under these conditions of disease, the natural 
protective and adaptive mechanisms of the respira¬ 
tory system become inadequate and themselves play 
a large part in the symptoms of the patient. The in¬ 
creased respiratory stimulus as the respiratory cen¬ 
ter strives to compensate for inadequate aeration of 
the blood is manifested as distressing dyspnea, which 
prevents sleep and keeps the patient in a state of 

From the Department of Medicine, Columbia University College of 
Physicians and Surgeons. 

Read in the Panel Discussion on a General Review of the Hazards 
Encountered in the Use of Certain Therapeutic Agents before the Gen¬ 
eral ScientiHc Meetings at the 107th Annual Meeting of the American 
Medical Association. San Francisco, June 2d, 1958. 


In the treatment of obstructive pulmonary 
emphysema and bronchial asthma it is im¬ 
portant to avoid certain procedures that may 
further handicap respiratory mechanisms al¬ 
ready on the verge of exhaustion. Persistent 
respiratory insufficiency is in itself a danger¬ 
ous state. Drugs that reduce anxiety, relieve 
insomnia, and suppress coughing may be 
physiological luxuries which the patient can¬ 
not afford; they must be chosen with care and 
given in small or average, rather than large, 
doses. Profound narcosis with any drug is 
dangerous in severe asthma or in emphysema 
complicated by respiratory infection. For 
cyanosis the rational therapy is oxygen, but 
patients receiving it must be watched closely 
for signs of carbon dioxide narcosis. Violent 
reactions to penicillin or even to such simple 
drugs as aspirin are especially likely in pa¬ 
tients with asthma and may occur in many 
patients with emphysema. Patients with these 
diseases urgently need treatment directed at 
the underlying condition. 


restless anxiety. The cough, less effective because o 
decreased air flow, is unable to dislodge the over¬ 
whelming accumulation of secretions and itse 
often contributes to the dyspnea. , _ 

Persistent respiratory insufficiency due to emph) 
sema complicated by acute infection, or to sta us 
asthmaticus, is a dangerous state. The fact that 
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patient lias previously recovered from similar at 
tacks usually leads all concerned to a false sense of 
security, and rapidly fatal respiratory failure may 
leave the physician surprised and the family un¬ 
aware of the danger. Patients with these diseases 
urgently need treatment directed at the underlying 
condition; measures which merely relieve the symp¬ 
toms often do so at the c.xpense of suppressing the 
already inadequate protective mechanisms and may 
actually increase the danger of respiratory failure. 

Use of Drugs 

Most of these patients require sedatives, particu¬ 
larly when sleep is impossible and restlessness is 
increasing the oxygen need. As an adjunct to more 
fundamental treatment, they are of considerable 
value. However, their use involves two related haz¬ 
ards: (1) the depression of the already fatigued 
respiratory center and (2) the possibility that the 
evliatrsted and sedated patient ma}^ be sufibcated 
by his own secretions. The first risk depends on the 
choice of drugs, the second on the doses used. 

The most effective drug for the relief of dyspnea 
and anxiety is morjrhine. However, its efficacy re¬ 
sults largely from marked depression of the respira¬ 
tory center and partly from a false sense of well¬ 
being. The only local affect on the bronchi is an un¬ 
favorable one of increasing muscle spasm. It is as 
dangerous as it is effective, and, the more serious 
the condition of the patient, the greater is the dan¬ 
ger. No doubt its use in the past has contributed to 
a fatal outcome in many cases of asthma. Several 
authors have suggested that it is the principal cause 
of death in asthma. However, avoidance of its use 
has not solved the problem, and other sedatives are 
not entirely free of risk. 

With the increasing reluctance to use morphine 
in asthma, meperidine (Demerol) hydrochloride 
has become popular as a substitute. Pharmacologi¬ 
cal studies suggest that its use is more rational. The 
depression of the normal respiratory center is con¬ 
siderably less than with morphine, and some relaxa¬ 
tion of spastic bronchi may be expected. In severe 
status asthmaticus, it is occasionally useful, when 
used sparingly in conj'unction with drugs relieving 
bronchial obstruction, but it should not be used as 
the sole treatment. In some cases, two or three doses 
of 50 mg. each in the course of a few hours have pro¬ 
duced serious respiratory depression and, occasion¬ 
ally, apparently contributed to a fatal outcome. 
When such respiratory depression is observed, it 
can usually be combated effectively by intravenous 
injection of nalorphine (Nalline) hydrochloride. 

In acute asthmatic attacks of short duration, 
meperidine can be used with little risk of respira¬ 
tory failure. However, in these milder cases caution 
should be observed because of the danger of habit¬ 
uation. Asthma is important among the diseases in 
which treatment leads to addiction. 

There are many sedatives which can be used in 
ordinary doses without significant risk of respiratory 
depression. The barbiturates and chloral hydrate 


are the most frequently used; paraldehyde, alcohol 
(ethanol), and ether by rectum are relatively safe 
in regard to respiratory depression but are open to 
other objections. The various tranquilizing drugs 
are also valuable and relatively safe. 

Any of these sedatives should be given in small 
or average, rather than large, doses, with adminis¬ 
tration repeated carefully as necessary to produce 
relaxation and light sleep. Profound narcosis with 
any drug is dangerous in severe asthma or in emphy¬ 
sema complicated by respiratory infection. 

Deaths from astlima which follow the use of bar¬ 
biturates are usually due to gross overdosage based 
on a misconception of the nature of the illness. As 
the patient fails to respond to the usual drugs and 
becomes increasingly tense and anxious, the psycho- 
somatically minded physician may become con¬ 
vinced that the emotional state is producing bron- 
chospasm through a neurogenic mechanism and that 
release of tension is the most pressing problem. Be¬ 
cause of the obvious seriousness of the condition, 
large doses of amobarbital (Amytal) sodium or 
phenobarbital (Luminal) sodium are injected in¬ 
travenously in a heroic effort to eliminate the emo¬ 
tional factor. Unfortunately, the patient with this 
type of asthma is suffering more from an accumula¬ 
tion of mucus secretions than from bronchospasm 
and, in his anesthetized state, dies from asphyxia 
without further efforts to e.xpel the obstructing ma¬ 
terial. Like any drowning man, he cannot afford the 
lu.xury of sound sleep until the danger is removed. 

What has been said of general sedatives applies 
to some degree to the inhibition of cough. Mdiile 
frequent cough may be distressing and ineffective 
and may aggravate the dyspnea, it is basically a 
protective mechanism and mitigation with small 
doses of codeine or milder agents is preferable to 
complete suppression. 

Need for Oxygen 

In severe respiratory insufficiency, oxygen is often 
needed for the relief of cyanosis. When the ano.xia 
is severe and of long standing, even this rational 
form of therapy involves some risk, more often in 
emphysema than in asthma. The anoxia in such 
cases is usually associated with carbon dioxide re¬ 
tention. As the condition persists, the respiratory 
center becomes less sensitive to the carbon dioxide 
tension of the blood and the stimulus for respiration 
depends largely on o.xygen lack. As this oxygen de¬ 
ficiency is corrected by therapy, the respiration is 
depressed and the carbon dioxide level continues 
to rise. When tliis level reaches 85-100 vol. %, the 
carbon dioxide has a narcotic affect and coma en¬ 
sues. An already elevated carbon dioxide tension at 
the beginning of treatment gives warning of this 
hazard. If facilities for blood carbon dioxide analy¬ 
sis are not available, patients with severe and pro¬ 
longed ano.xia should be watched carefully when 
oxygen treatment is begun. 

This carbon dioxide narcosis may be prevented or 
corrected by administration of o.xygen with a posi- 



1868 


GASTROINTESTINAL HAZARDS-McHARDY 


tive-pressure respirator, which serves to maintain 
adequate pulmonary ventilation so that carbon di¬ 
oxide is eliminated as oxygen is taken up. 

Comment 

The hazards involved in the use of steroids will 
be discussed elsewhere. In respiratory disease, par¬ 
ticularly bronchial asthma, when the steroids are 
used, for periods of only a week or two the hazards 
have proved to be far less than was feared a few 
years ago. 

In regard to the use of antibiotics, especially peni¬ 
cillin, the hazards are increasingly apparent. The 


J.A.M.A., Dec. 6 ,1955 

incidence of severe anaphylactic reactions to peti. 
cillin is unusually high in allergic and asthmab'c 
patients. Also, the development of this type of sensi¬ 
tization is apparently greater after sporadic in]■e^ 
tions at intervals of weeks or months, which are 
often utilized in the treatment of recurrent asthma 
or bronchitis. 

Finally, it should be remembered that patients 
with asthma and many of those svith emphysema 
are allergic persons who may have violent allergic 
reactions to such simple drugs as aspirin. 

60 E. 58th St. (22). 




GASTROINTESTINAL HAZARDS ENCOUNTERED IN THE USE OF 
CERTAIN THERAPEUTIC AGENTS 

GENERAL REVIEW 


Gordon McHardy; 

The most widely used and probably most effec¬ 
tive therapeutic agents today have been responsible 
for dramatic gastrointestinal reactions that have 
introduced new entities into the medical literature. 
Thiazine-induced cholestatic jaundice,* antibiotic- 
resistant staphylococcic pseudomembranous entero¬ 
colitis,** and steroid-activated or steroid-produced 
peptic ulcer ** have each offered frustrations to the 
therapist whose healing agent boomeranged so as 
to produce another illness. 

The gastrointestinal tract is exceptionally suscep¬ 
tible to untoward reaction to certain therapeutic 
agents.** Often, the drug has a specific gastrointesti¬ 
nal indication; in other instances, the reaction of 
the digestive tract has been used as an index of 
toxicity or of effective dosage, as, for example, in 
the case of digitalis, colchicine, or atropine. The 
present discussion will be limited to the more sig¬ 
nificant and more frequently encountered hazard¬ 
ous gastrointestinal reactions to agents of definitive 
therapeutic value in the field of gastroenterology. 
These agents have been classified according to two' 
gradations of severity. Among the more hazardous 
have been included those agents whose effects 
persist after discontinuance of the therapy arid 
excretion of the drug; these are associated with ap¬ 
preciable illness arid potential death (table 1). The 
less severe reactions have been classified as symp¬ 
tomatic hazards, since the untoward reaction sub- 

From the Browme-McHardy Clinic and the Department of Medicine, 
Louisiana State University School of Medicine. 

Read in the Panel Discussion on a General Review of the Hazards 
Encountered in the. Use of Certain Therapeutic Agents before the Gen¬ 
eral Scientific Meetings at the 107th Annual Meeting of the American 
Medical Association, San Francisco, June 24, 1958. 


M.D., New Orleans 


The gastrointestinal tract is exceptionally 
susceptible to untoward reaction to certain 
therapeutic agents. Considerable evidence 
has been presented to indicate that the 
clinical picture of acute intrahepatic obstruc¬ 
tive jaundice results from certain agents com¬ 
monly used in gastrointestinal dysfunction and 
disease. The inference is that wide usage, 
which condones the risk of hepatotoxicity, is 
unfortunately prevalent. Sfimulafion of the 
appetite by iproniazid does not justify risking 
hazardous dosage. Approximately 76% of 
the population of the United States have been 
treated with antibiotics. The superinfection 
from disturbance of the normal bacterial 
flora permits emergence of pathogenic or¬ 
ganisms. The resultant severe pseudomem¬ 
branous enterocolitis, if not suspected and 
properly managed, is often fatal. Other un¬ 
toward gastrointestinal reactions observed 

include atypical anticholinergic-induced 

achalasia, esophageal obstruction resulting 
from bulk laxatives, esophagitis from anti¬ 
biotics, acid-base imbalance from intensive 
antacid therapy, gastritis from gastric irradia¬ 
tion from duodenal ulcer, and carbohydrate- 
induced dumping syndrome. 


sides on withdrawal or excretion of the drug; i 
ness is minimal, and death is probably never 
direct result (table 2). 
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Severe Gnstrointestinal Therapeutic Hazards 

/fluridicc.—Considerable evidence has been pre¬ 
sented to indicate that the clinical picture of acute 
intraliepatic obstructive jaundice results from two 
agents commonly used in gastrointestinal dysfunc¬ 
tion and disease. Jaundice accompanied by an ele¬ 
vated level of alkaline phosphatase in the serum, 

Taule 1.—Scocrc Tlicraijciitic Gastrointestinal Hazards 


Mnnlfcstutlon Agent indiention 

Jaimdicc. Chlorproiniizlnc Sedation 

Il>roninz!(l Stlimilntion of nppctlte 

Arscnlcnls Amebiasis 

Enterocolitis . Antibiotics Colonic Infections 

Amebiasis 

Preparation of Intestine 

Ulcerogenic disturbances 

Hemorrhage .. ACTH Ulcerative colitis 

Perforation . Adrenal steroids Hepatic disease 

Collagen diseases 

Serum hepatitis. Needle Parenteral therapy 

Blood Replacement of blood 


negative result of serum flocculation tests, and evi¬ 
dence of bile thrombi and lymphocytic infiltration 
of the portal tracts on needle biopsy of the liver is 
considered tlie result of direct to.\ic action of ar¬ 
senic on the intraliepatic biliary ducts—perhaps a 
sensitiiaty reaction to chlorpromazine. The exact 
patliogenesis of the jaundice due to chlorpromazine 
has not been established. Additionally, promazine 
and prochlorperazine have been indicated as ictero- 
genic agents. Reports of iproniazid-induced hepatic 
involvement have added another complexity. 

The agents responsible for this reaction are not 
therapeutically essential. Other amebicides are as 
effective as the arsenicals, which, fortunately, are 
not widely used. Antiemetic agents without the 
thiazine radical are available. Chlorpromazine, 
however, is reputed by its manufacturer to have 
reached over 10 million patients in the United 
States alone, the inference being that such xvide 
usage condones the risk of hepatotoxicity. Stimula¬ 
tion of the appetite by iproniazid (Marsilid) does 
not justify risking hazardous dosage. 

Enteritis.—Approximately 76% of the population 
of the United States has been treated with anti¬ 
biotics, and in 9% a resistant organism has devel- 
oped.'* Enterocolitis ° from antibiotic-induced staph¬ 
ylococci (micrococci) may be manifested merely 
by diarrhea, produced by elaboration of the entero- 
toxins, or it may progress to severe enterocolitis and 
occasionally to fatal fulminating episodes of pseu¬ 
domembranous ulcerative colitis. Bacteriological 
studies have established the presence of staphylo¬ 
cocci resistant to the antibiotic used as the patho¬ 
gen; these have been found after use of almost all 
the antibiotics. The superinfection from disturb¬ 
ance of the normal bacterial flora permits emer¬ 
gence of pathogenic staphylococci. The resultant 
severe pseudomembranous enterocolitis, if not sus¬ 
pected and properly managed, is often fatal. 

This induced illness could be considered a nec¬ 
essary evil if antibiotics were used only when 
adequately indicated. Effort should be expended 


toward its prevention by cautious use, of these 
drugs and by close observation during their admin¬ 
istration to detect resistant organisms before the 
reaction becomes severe. 

Ulcerogenic Agents.-Development or activation 
of peptic ulcer, with its complications of hemor¬ 
rhage and perforation,® has occurred too frequently 
during administration of ACTH, the adrenal ste¬ 
roids, and the Rauwolfia compounds to be consid¬ 
ered merely coincidental.'' This hazard seems 
greater with the steroids. Gastric hypersecretion, 
adrenocortical hyperfunction, and lowered tissue 
resistance have each been incriminated as the 
mechanism, but careful appraisal has failed to 
establish the precise ulcerogenic effect of these 
agents. 

Die exact relationship of the development of 
ulcer to the medication, the mode of pathogenesis, 
and the true frequency as compared to the over-all 
incidence of peptic ulcer are difficult to determine. 
Yet, the prevalence of reported, as well as un¬ 
reported, cases forbids our disregarding the ob¬ 
vious dangers inherent in indiscriminate, unduly 
prolonged, and excessive administration of the ste¬ 
roids. Prophylactic measures to control gastric 
hyperacidity should be used whenever administra¬ 
tion of steroids is indicated. 

Only infrequently, and then with larger doses of 
the Rauwolfia compounds, has significant gastric 
hypersecretion occurred with ulcerogenic possibil- 


Table Z.—Symptomatic Therapeutic Gastrointestinal Hazards 


M&Qlfestation 

Agent 

Indication 

Fungal Infection. 

Antibiotics 

Colonic Infections 

(moniliasis, 


Amebiasis 

stomatitis, 


Preparation of intestine 

esophagitis, 

anoproctitis) 

Salmonellosis activation 

Antibiotics 

Colonic infections 
Amebiasis 



Preparation of intestine 

Gastric hypersecretion.. 

Rauwolfia 

Sedation 


compounds 



ACTH 

Hepatic disease 


Adrenal steroids 

Ulcerative colitis 
Collagen diseases 

Delayed gastric 

emptying . 

Anticholinergics 

Peptic ulcer 

Masked hemorrhage 



and perforation. 

Anticholinergics 

Peptic ulcer 

Paralytic ileus. 

Anticholinergics 

Peptic ulcer 

Constipation . 

Anticholinergics 

Peptic ulcer 

Impaction . 

Barium 

Diverticulosis • 

Vitamin deficiency. 

Bulk preparations 

Constipation 

Antibiotics 

Intestinal infection 



Amebiasis ' • 1 



Preparation of Intestine 

Nausea and vomiting... 

Sulfonamides 

Intestinal infection 

Biliary dyskinesia. 

Opiates 

Pain • 


ities. Rauwolfia-induced hypersecretion ® has been 
attributed to local action, endogenous secretion of 
histamine, md central. suppression of inhibitory 
sympathetic neural impulses. 

Serum Hepatitis.—Viral serum hepatitis is iden¬ 
tified with the syndrome of serum hepatitis that 
develops six weeks to six months after parenteral 
inoculation of virus-contaminated blood or its prod¬ 
ucts or after use of a contaminated needle.® Trans- 
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fusions are frequently given to patients with gas- 
troenterologic complaints in whom acute and 
chronic loss of blood necessitates replacement. 
Every effort should be made to exclude blood do¬ 
nors who represent potential vectors. Unnecessary 
transfusion should be avoided, and parenteral 
equipment should be carefully sterilized. 

Symptomatic Gastrointestinal Therapeutic Hazards 

Fungal Infections.—Still extremely divergent are 
opinions regarding the pathogenicity that usually 
results from organisms indigenous to man wherein 
lowered resistance due to altered bacterial flora by 
antibiotic therapy permits invasion by Candida 
albicans, Aspergillus, Penicillium, Cryptococcus, 
and Geotrichum to result in intensive involvement 
of the tongue, buccal mucosa, pharyngeal esopha¬ 
gus, and perianal area. Nystatin " may be an effec¬ 
tive prophylactic and therapeutic antifungal agent, 
but I have found undecylenic acid, local measures, 
anesthetic agents (procaine), anti-inflammatory so¬ 
lutions (steroids) wth dilute iodine to be more 
efficient. 

Activation of salmonellosis has been reported as 
a complication of die use of tetracycline, to which 
most strains of Salmonella are relatively resistant. 

Gastric Hypersecretion.—Gastric hjqjersecretion 
may occur during excessive, prolonged, or paren¬ 
teral administration of Rauwolfia compounds in the 
sensitive patient.” That hypersecretion ever results 
from administration of ACTH or adrenal steroids 
has been debated.^ In any event, since the use of 
both agents has been associated with hypersecre¬ 
tion they are best avoided in the presence of peptic 
ulcer and its complications. 

Delayed Gastric Emptying.—Delay in gastric- 
emptying, as a result of anticholinergic-induced de¬ 
creased gastric motor activity, may become clini¬ 
cally significant in tire presence of partial pyloric 
obstruction,” wherein retention produces a vicious 
cycle of retention-stimulated gastric secretion. This 
has also been observed with belladonna alkaloids.” 
Judicious use of tliese agents should prevent such 
occurrence. Large doses, however, in the absence 
of pyloric disease, have resulted in retentive phe¬ 
nomena. 

Hemorrhage or Perforation.—Hemorrhage from a 
peptic ulcer may occur during anticholinergic thi r- 
apy and defy recognition. Hemorrhage may be-') 
concealed when the expected vasomotor response.'^’ 
to the vagal-acting drug is misinterpreted but i?^ 
actually the result of loss of blood. Perforation may 
also ensue, but the pain may be eliminated asp 
premonitory sign of tliis complication. Althoirgh 
unusual, these complications occasionally develop. 
Furthermore, protracted bleeding has been ob¬ 
served after continued use of anticholinergics dur¬ 
ing bleeding episodes. 

Paralytic Ileus.—The paralytic ileus, accentuated 
by administration of anticholinergics during treat¬ 
ment of acute pancreatitis, may inhibit motility to 
a disturbing degree in the preoperative and post¬ 


operative periods. This disturbance, with associated 
curtailment of motility and inhibition of gastrocolic 
and defecation reflexes, has produced a significant 
degree of constipation and, at times, severe imp 3 ^ 
tion. 

Vitamin Deficiency.—Vitamin deficiencies are 
most likely to occur in patients who have received 
prolonged antibiotic or sulfonamide treatment, 
which reduces intestinal bacteria that normally 
produce vitamin K and several members of the 
vitamin B-complex group. Significant hypopro- ' 
thrombinemia may be a true hazard should the 
chemotherapy be a preoperative measure for 
colonic resection. 

Nausea and Vomiting.—Nausea and, occasion¬ 
ally, vomiting have resulted from administration o! 
sulfonamides.” Abdominal pain as the result of 
administration of chlorpromazine has also been 
reported.” 

Biliary Dyskinesia.—Duxing administration of 
opiates, biliary dyskinesia and suppression of 
hepatic function, with delayed metabolism of opi¬ 
ates by a diseased liver, are often overlooked haz¬ 
ards of these drugs in the preoperative and post¬ 
operative periods in the patient with jaundice. 

Other Hazards.—Other untoward gastrointestinal 
reactions observed include atypical anticholinergic- 
induced achalasia, esophageal obstruction resulting 
from bulk laxatives, esophagitis from antibiotics, 
acid-base imbalance from intensive antacid ther¬ 
apy, gastritis from gastric irradiation for duodenal 
ulcer, and carbohydrate-induced dumping syn¬ 
drome. Dietary carotenemia probably has little sig¬ 
nificance if not erroneously diagnosed as jaundice. 
Diarrhea is not an unusual consequence of most 
antihelminthic measures. Obstruction as a result of 
energetic treatment for ascariasis is a severe and, at 
times, fatal reaction. 

Such diuretic aids as the various carbonic anhy- 
drase inhibitors, tire ammonium resins, and am¬ 
monium itself are hazardous in impending hepatic 
coma, as are efforts to enforce a high-protein diet. 
Development of pancreatitis during administration 
of adrenocortical hormones has been an objection 
to steroid treatment of pancreatitis. Diverticulitis 
has also been observed as a fairly frequent compli¬ 
cation of antibiotic therapy. Mineral oil has been 
said to affect absorption of vitamin A. 

Therapeutic procedures, such as indwelling m»- 
denal tubes, have resulted in erosive esophagitis; 
the Sengstaken-Blakemore tube has precipitate 
esophageal ulceration; and the Miller-Abbott tube, 
improperly inflated, has caused pressure necrmis, 
svith perforation, in tlie small intestine. The 
esophageal dilator has sometimes perforated the 
esophagus. 

Summary 

The high efficacy of many gastroenterological^ 
applicable therapeutic agents is marred by 
Adequate evaluation of therapeutic demand shou 
precede the use of agents recognized as hazardous 
so as to preclude the indictment of doing 
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harm than good. Knowledge of such side-effects 
and the ability to recognize and cope with them 
intelligently are as essential as recognition of indi¬ 
cation, mode of administration, and dosage. 

3636 St. Cluulc.s Avc. (15). 
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ESOPHAGEAL CYTOLOGY BY A GAUZE-SPONGE SMEAR TECHNIQUE 

Lee M. Hershensoii, M.D., Virginia Lerch, M.A. 

< and 

Morris A. Hershenson, M.D., Pittsburgh 


Cytological methods of examination have well- 
established value in the confirmation of clinically 
or radiologically suspected malignancy of the esoph¬ 
agus. They are safer and more convenient than 
biopsy through the esophagoscope and have in 
some instances even a greater accuracy. Not always, 
however, is adequate cellular material obtained by 
the usual lavage procedure. A technique that is 
consistently productive of more well-preserved mu¬ 
cosal cells should increase the reliability of this 
important diagnostic tool. 

Earliest attempts at cytological diagnosis of 
esophageal lesions were made with smears of secre¬ 
tions aspirated at esophagoscopy, but frequently 
these gave only scanty or degenerated cells. The 
technique now most widely used consists of intro¬ 
ducing a Levin tube through the nose or mouth 
until the tip just passes the esophagogastric junc¬ 
tion or encounters an obstruction, then having the 
patient swallow several hundred milliliters of saline 
solution while aspirating at the same time from the 

From the departments of medicine and pathology, the University of 
Pit|sburgh School of Medicine and the Presbyterian and Woman's 
hospitals. 


For cytological examination of the esopha¬ 
gus, o small piece of gauze is rubbed past 
a suspected lesion by means of an esophageal 
dilator introduced over a rubber-tipped guide 
wire. Smears made from the material thus 
obtained contain large numbers of well-pre¬ 
served cells. This facilitates accurate differen¬ 
tiation of benign from malignant lesions, since 
' . the probability of finding tumor cells in a case 
^ of cancer depends on the total number of cells 
h'; sampled and correct identification requires, 
f cells in a well-preserved state. Except where 
t-.^ psophageal varices are suspected, this method 
appears to be safe. No complications were 
encountered, and diagnostic accuracy was 
high. 


tube, and making smears from the centrifuged sedi¬ 
ment of the wash solution thus recovered. ^Vith this 
method several investigators ’ have reported near- 
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■perfect accuracy in small groups of cases, and in 
another study “ 50 of 53 cases of esophageal cancer 
were correctly diagnosed. In the largest series of 
patients examined by this method, a positive drag' 
nosis of malignancy was made in 103 of 148 cases 
(69.6%) of primary esophageal neoplasms.'* These 
latter authors emphasized that in most cases the 
malignant cells were few, to be found only after 
laborious screening of the slides, and that the ab' 
sence or extreme scarcity of tumor cells was the 
usual cause of incorrect negative interpretations. 
They found, on the other hand, three false-positive 
diagnoses in 135 benign cases. 

Several methods for improving the quality of the 
cytological material have been proposed. Smears 
have been made from secretions wiped off esoph¬ 
ageal bougies after their use for therapeutic 
dilatation and from bits of gauze tied around the 
end of a Levin tube and passed down the entire 
length of the esophagus or to the point of obstruc¬ 
tion."’ A foam-rubber swab attached to a wire han- 


! 



Fig. 1.—Top, esophageal bougie used for cytology, con¬ 
sisting of rubber-tipped wire guide, flexible spiral, and olive 
dilators. Bottom, detail showing rubber tip, gauze square 
threaded on wire, and olive attached to .spiral. 

die has been devised and found to give much better 
material than the lavage technique.” Good results 
have been reported with smears made from cotton 
or gauze swabs rubbed over a lesion under direct 
observation through tlie esophagoscope.® That pro¬ 
cedure sacrifices convenience, but the specimens 
obtained are said to contain abundant cellular ele¬ 
ments, frequently well-preserved sheets or massps 
of cells with histological detail intact. " 

Method 

The method used in our present study combines 
the effectiveness of the gauze swab in obtaining 
cellular material with the convenience of a bedside 
or office procedmre. An esophageal bougie of orig¬ 
inal design is used to push a small piece of gauze 
tlirough the length of the esophagus, even past a 
stenotic lesion. The instrument (fig. 1) consists of 
two parts: (1) a stainless steel piano-wire guide. 


110 cm. long, with a flexible woven-rubber tip;6cip 
long and 3 mm. in diameter, fixed at one end anl 
(2) a steel spiral, 65 cm. long and 2 mm. in diam¬ 
eter, which slides over the piano-wire guide sd 
has at one end a rounded collar 3 mm. in diaraeie 
and at the other end a thread onto which can ie 
screw'ed olive dilators ranging in diameter from f 
to 12 mm. (19 to 37 F.). The procedure for ohtaininn 
cytological specimens is carried out with the patient 
sitting up and with no preparation other than over¬ 
night fasting. This is necessary so that the esoph¬ 
agus, if partially obstructed, does not contain food 
residue that would make the specimen unsatisfao 
tory. First, the guide wire is introduced by leading 
its flexible rubber tip into the hypopharynx wit! 
the index finger. This guide is then gently advand 
until its tip is in the stomach, at which point siigb 
resistance is easily felt. If an obstructing lesion i 
encountered in the esophagus, the wire is ease! 
lightly back and forth and at the same time rotatc^ 
until its soft tip finds the lumen in the esophagm 
and slides past the lesion without forcing. Withth 
guide in place, a piece of fine-mesh gauze approri 
mately 1.5 cm. square is placed on the wire, fol 
lowed by the spiral with a 6 mm. (19 F.) olive at 
tached, and this is pushed down the full length o 
the esophagus, carrying the gauze before it, until i 
meets the tip of the wire in the stomach, and ihei 
the entire assembly is withdrawn as a unit. Tb 
whole procedure takes less than a minute, The ti] 
of the guide wire and the olive are then separate 
slightly (fig. 1, bottom), and from the gauze hf 
tween them smears are made, carefully transfeiiini 
as much material as possible to slides and immc 
diately fixing them by immersion in alcohol-etbe 
mixture. The procedure then is carried out a secoai 
time. 

It is important to note that if the passage of tii 
olive dilator is hindered by a partially obstructia; 
lesion, it is quite safe to e.xert a moderate amora 
of pressure in an effort to force the gauze past t 
lesion, since the previously inserted guide ® 
viates the danger of perforation. If the smallei 
olive cannot pass a stenotic area, then the repra 
procedure is carried out with the spiral reverjt 
using the small rounded collar at its other en 
push the gauze down the esophagus. On the o £ 
hand, if no resistance is met the first time, then 
second time a slightly' larger gauze square an 
larger diameter olive are employed. The ob]ec i 
in any case is to have the gauze rub the invo ve 
esophageal mucosa, gently abrading from 
sion enough cells to give the cytologist unequivo ^ 
evidence. ± 

In this study the slides were stained by a mo ^ 
fied hematoxylin-eosin method devised 
us ("V. L.). The simplicity and rapidity of this s 
ing procedure are advantageous for any 
study. After die smears have been in ffio ^ co 
ether fixative for a minimum of five minutw, 
are removed, air-dried, and immersed in Ha 
hemato.xylin for one minute. Then they are was 
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■ briefly in tap water, dipped l\\'o or three times in 
! very dilute (approximately 1.07o) hydrochloric acid 
: solution, and washed again in tap water. Next, the 
slides are placed for 10 to 12 seconds in dilute 
(0.5%) cosin solution, then dehydrated in two 
changes of 95% alcohol and two changes of absolute 
alcohol, cleared in xylene and mounted with Per- 
niount. The entire staining procedure can be ac¬ 
complished easily in less than 10 minutes. 

The cytological criteria in i^reparations stained 
by this technique are essentially similar to those 
with the Papanicolaou stain.' Size, shape, staining, 
and arrangement of the cells are important in de¬ 
termining whether they are benign, malignant, or 
atj'pical. Most significant of all is nuclear detail. 
Regardless of size, shape, or staining of cells, the 
presence of irregular nuclear borders, dense chro¬ 
matin, and prominent nucleoli is more diagnostic 
of tumor cells than a combination of the previously 
mentioned factors. No single characteristic, such as 
unusual size or hyperchromaticity, is worthy evi¬ 
dence of a malignancy. The diagnosis should be 
based on the occurrence of several abnormal char¬ 
acteristics, found not just in one cell but in many 
cells. 

An important difference between tlie method for 
obtaining cellular material described here and the 
lavage method is that we often obtain tiny bits of 
tissue, up to 1 mm. in size and grossly visible. Al¬ 
though it would be feasible to fix, imbed, and sec¬ 
tion tiiese tissue fragments by standard histological 
practice, it has been more convenient to make “im¬ 
print” or “touch” preparations, as performed xxdth 
comparable material in bone marrow aspirates. This 
is done by lightly touching the tissue fragment re¬ 
peatedly between a pair of slides, thus leaving on 
each slide “prints” of a layer of cells. Such material 
presents masses of perfectly preserved cells that 
permit unequivocal differentiation of benign and 
malignant tissue (fig. 2). 

Results of Esophageal Cytology 

Cytological 

Interpretation 

Negative Positive 

(No (Tumor 

Cases, Tumor Doubt- Cells 
No. Cells) lul Present) 

Benign esophageal diseases. 23 23 0 0 

Carcinoma, epidermoid, 

o{ esophagus. 13 0 0 13 

Adenocarcinoma, involving 

esophagus, primary in stomach.... 8 3 2 3 

Technical failure. 5 

Results 

The results that we obtained by our technique in 
44 cases are shown in the table. The group of be¬ 
nign diseases comprised nine cases of cardiospasm 
(achalasia), eight of esophagitis, four of stricture, 
and two cases of diffuse esophagospasm. The diag¬ 
nosis was confirmed in 2 of these 23 cases at opera¬ 
tion. In the others, the impression of benignity was 
supported by all other chnical evidence and by 
subsequent progressive improvement during a fol¬ 


low-up period of 6 months minimum and 14 months 
average for the whole group. The 21 cases of car¬ 
cinoma were proved by biopsy, surgery, or autopsy. 
The squamous cell tumors were primary in the 
esophagus, while the group of adenocarcinomas 
were growths involving both tlie lower end of tlie 
esophagus and the cardia of the stomach, which 
presumably was the site of their origin. An addi¬ 
tional group listed in the table, the technical fail- 



Fig. 2.—“Touch” preparations from tissue fragments ob¬ 
tained by gauze-sponge. Top, normal squamous epithelium. 
Bottom, epidermoid carcinoma. 


ures, consisted of patients having such a high de¬ 
gree of obstruction that the 3-mm. (10 F.) rubber 
tip of the piano-wire guide could not be passed 
through the area of obstruction, and therefore the 
lesion could not be wiped with the gauze. The sig¬ 
nificance of this group wifi, be discussed later. 

These data indicate that a positive report of find¬ 
ing tumor cells by this technique was reliable, with¬ 
out exception in this series. There were no false¬ 
positive diagnoses in the benign cases. Neither were 
there any instances of failure to find mahgnant 
cells, leading to mistaken negative diagnoses, in the 
'cases of primary epidermoid (squamous cell) car- 
'fcinoma of the esophagus. It is informative also to 
analyze the results further according to the location 
of the lesion. Eleven of the benign lesions and 12 
of the primary esophageal cancers were seen by 
x-ray to be situated above the esophagogastric junc¬ 
tion. In the ■ differential diagnosis of such lesions, 
which did not afford the possibility of being gastric 
in origin, the cytological method was consistently 
trustworthy in this series. On the other hand, the 
21 patients xvith lesions demonstrated by roentgeno- 
graphic examination to be located at the esophago¬ 
gastric junction presented a problem, since a lesion 
of the lower end of the esophagus may be produced 
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by extension of carcinoma of the cardiac end of 
the stomach. Eight such cases occurred in this se¬ 
ries, with the gastric origin of the growth being 
suspected by x-ray in half of them. Esophagoscopy 
in six revealed no visible tumor, the esophagus ap¬ 
parently being involved extrinsically, \vitli no mu¬ 
cosal lesion seen in the lumen. It is not surprising, 
therefore, that the diagnostic accuracy in these 
eight cases was as disappointing as with other cy- 
tological methods in carcinoma of the stomach. 

Failure to accomplish properly this technique of 
cytological study, which occurred in five cases, gave 
a group in which the diagnosis by cytology was in¬ 
determinate. The significance of these technical 
failures must be assessed with reference to their 
recognition and their effect on the management of 
the patient. With the method described here, tech¬ 
nical failure cannot occur without being recognized. 
One usually can tell when the tip of the guide wire 
has reached the stomach by sensing the slight re¬ 
sistance and observing how far the guide has been 
introduced, and one cannot fail to feel with cer¬ 
tainty whether or not the olive-tippe^d dilator has 
pushed the gauze past a partially obstructing lesion. 
If it has not, one can anticipate that the cellular 
material will be inadequate. Thus, a technical fail¬ 
ure will not be mistaken for a valid negative cytol¬ 
ogy. These failures, in our experience, are of no 
consequence in the management of the patient. 
Lesions producing such a degree of narrowing of 
the lumen that the tip of the guide cannot pass are 
lesions that, even if benign, are too far advanced 
to be treatable by bougienage. In such cases, nearly 
complete obstruction itself has proved to be an 
indication for resection, without regard for the dif¬ 
ferential diagnosis of the nature of the lesion. 

Comment 

In the 44 cases in which this technique was per¬ 
formed properly, interpretation of the smears was 
made not only with accuracy but also with ease. 
Cells were present in large numbers, often in sheets 
or clumps. There were no instances of doubtful 
interpretation due to inadequacy of the cellular ma¬ 
terial, the type of case that presents the most diffi¬ 
cult problem to the cytologist. Theoretically, a diag¬ 
nosis of malignancy may be based on identification 
of a single typical tumor cell. From the practical 
standpoint, few cytologists are willing to let such 
a grave decision rest on one cell. This is particu¬ 
larly true because in most cases of malignant neo¬ 
plasm every exfoliated tumor cell does not exhibit 
all the diagnostic criteria of cancer. Diagnosis de¬ 
pends rather on synthesizing, from a number of 
cells observed, a composite picture that is charac¬ 
teristic of malignancy. The more cells present, the 
clearer this picture may be and the more reliable 
the interpretation. Accuracy of diagnosis depends 
also on obtaining cells in a well-preserved state. 


I.A.M.A., Dec. 0, 195 $ 

The method used here does this consistently, pn 
vided the material rubbed from the lesion by tl 
gauze is smeared on slides as soon as the gauze i 
withdrawn from the esophagus and that the slidf 
are at once immersed in fixative. 

Another consideration bearing on the accuracv ( 
cytological methods that must he emphasized 
that they are in fact sampling processes subject t 
statistical laws. The probability of identifying tumc 
cells in a case of cancer therefore depends on tl 
total number of cells sampled. Any technique th: 
puts more cells on the slide will inevitably giv 
greater diagnostic accuracy. I 

The evaluation of any new technique requires 
careful scrutiny of its possible hazards. We believe 
that the method presented here should not be used 
where esophageal varices are suspected because of 
the potential risk of inducing hemorrhage. Varices 
usually can be differentiated from carcinoma by 
roentgenographic examination. In the occasional 
case where this leaves some doubt, esophagoscopy 
is conclusively diagnostic. With this possible ex¬ 
ception, the technique appears to carry no risk of 
hemorrhage. Although the gauze frequently was 
blood-stained after rubbing past a lesion, significant 
bleeding did not occur in any of our cases. The po¬ 
tential risk of perforation is eliminated by exer- i 
cising gentleness and discretion in advancing the 
rubber-tipped guide wire. Once it is in place, it 
unfailingly leads tlie dilator through the lumen with 
no danger. An esophageal diverticulum, which none 
of the patients in this series presented, xvould re¬ 
quire particular care in the introduction of the 
guide. We have used this guide wire and the olive- 
tipped bougies for therapeutic dilatation several 
hundred times in the past seven years without ac¬ 
cident. 

Summary and Conclusions 

A new method for obtaining material from the 
esophagus for use in cytological examination is car¬ 
ried out by the pushing of a small piece of gauzo 
past a suspected lesion by means of an esophageal 
dilator introduced over a rubber-tipped guide xvire. 
Smears made from the material thus obtained con¬ 
tain large numbers of well-preserved cells, facilitat¬ 
ing accurate differentiation of benign from malig¬ 
nant lesions. 

With the use of this technique in 44 patients, cor 
rect negative diagnoses were made in all of 23 cases 
of benign esophageal disease, and correct 
diagnoses of malignancy were made in all or 
cases of epidermoid (squamous cell) carcinoma- 
No errors were made in the differentiation of c ^ 
sions located above the esophagogastric junction- 
Lesions situated at the esophagogastric junction 
may present difficulty, since this method frequcn ) 
may give a negative result with a tumor at this site 
that is a gastric neoplasm rather than a primaq 
esophageal carcinoma. The results suggest that 
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teclinique should give ii higher pereentage of cor¬ 
rect cytological diagnoses than lavage methods and 
that it may permit more early detection of cancer 
of the esophagus. 

3700 Fifth Ave. (13) (Dr. Hcr.shcnson), 
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HAZARDS OF ANTIBIOTIC THERAPY 

Wallace E. Herrell, M.D., Lexington, Ky. 


Some may feel that the topic of the hazards of 
antibiotic therapy has been overlabored. It is my 
conviction, however, tliat a discussion of this sub¬ 
ject is more important today than it has been at any 
time since the introduction of antibiotics almost 20 
years ago. Sir Alexander Flemings life was largely 
devoted to studying microbes and their behavior. 
In 1918, he became interested in wound infections, 
and it was in 1929, while he was studying the be¬ 
havior of staphylococci, that the famous contami¬ 
nation of his culture occurred. Fleming, if he were 
here today, would be vitally interested in the prob¬ 
lems that confront those of us who are occupied 
with the use of antibiotic agents in the treatment 
of infectious diseases. 

The topic I am to discuss is the hazards of anti¬ 
biotic therapy. Space does not permit detailed dis¬ 
cussion of the nearly 20 antibiotics that are clini¬ 
cally available. I shall comment on the reactions of 
toxicity that, may be encountered after the admin¬ 
istration of the most commonly used antibiotics, 
classifying them as minor (non-life-endangering) 
or major (life-endangering and fatal) hazards. 

Minor hazards of antibiotic therapy are drug 
rash (with or without pyrexia), angioneurotic edema 
and urticaria, serum sickness-like reaction, intestinal 
reactions (including diarrhea, nausea, and flatu¬ 
lence), superimposed infections (such as id reac¬ 
tions and infections due to Candida), certain neuro- 
toxic reactions, and renal irritation. Major hazards 
of antibiotic therapy are anaphylactic reactions. 


From the Section on Medicine, Lexington Clinic. 

Read in the Panel Discussion on a General Review of the Hazards 
Encountered in the Use of Certain Therapeutic Agents before the Gen¬ 
eral Scientific Meetings at the 107th Annual Meeting of the American 
Medical Association, San Francisco, June 24, 1958. 


The indiscriminate use of antibiotics has 
created serious problems. Two episodes here 
given illustrate the misuse of penicillin. Pa¬ 
tients for whom it is ordered should be ques¬ 
tioned as to evidence of sensitivity, and after 
an injection they should be watched by a 
physician or nurse for 30 minutes. Reactions, 
if they occur, should be treated not with oxy¬ 
gen but with epinephrine or with steroids in¬ 
travenously. The use of streptomycin is rarely 
followed by major complications, but its minor 
side-effects include contoct dermatitis, and 
its toxic effects on the eighth cranial nerve, 
though not life-endangering, are distressing. 
Preliminary studies indicate that dihydro- 
desoxystreptamycin is less toxic. The fact that 
the tetracyclines are highly effective and can 
be given by mouth has resulted in widespread 
misuse. They can cause blood dyscrasia and 
anaphylactic reactions, but the most serious 
mojor hazard is superimposed staphylococcic 
enterocolitis and wound infections. There is 
a definite association between chlorampheni¬ 
col and aplastic anemia. The rational use of 
antibiotics in the future depends on a return 
to strict aseptic technique in hospitals. The 
occasional temporary exclusion of one or 
more antibiotics from the hospital, long 
enough for the common pathogens to regain 
their sensitivity to it, would greatly improve 
the effectiveness and increase the safety of 
antibiotic medication. 




1876 


ANTIBIOTIC THERAPY-HERRELL 


superimposed staphyloeoccic infections (including 
staphylococcic enterocolitis and staphylococcic sep¬ 
ticemia), blood dyscrasia, and exfoliative dermatitis. 

Penicillin 

Penicilhn possesses a low degree of toxicity. 
However, its widespread and indiscriminate use 
has created serious problems. The average yearly 
production of penicillin for human use at present 
is approximately 200 tons, which is equivalent to 
more than 2 billion average daily doses of 300,000 
units each. It is not surprising, therefore, tliat prob¬ 
lems have arisen. 

The most commonly encountered minor reactions 
to penicillin include drug rash (with or without 
pyrexia); angioneurotic edema and urticaria; serum 
sickness-like reaction; and id reactions. These re¬ 
actions are troublesome to be sure, but their man¬ 
agement poses no great problem. 

The major hazards of penicillin tlierapy today are 
anaphylactic reactions and superimposed staphy¬ 
lococcic infections. Welch and associates,’ in a 
recent survey, reported a mortality of approxi¬ 
mately 10% in 793 cases of anaphylaxis due to 
penicillin over a three-year period. This reaction 
occurs with about equal frequency in both sexes. 
I would like to emphasize, however, that it oc¬ 
curs less frequently in individuals less than 1.2 
years of age. It is also evident that anaphylactic 
reactions to penicillin usually occur after the intra¬ 
muscular administration of procaine penicillin G. 
The figure of 793 cases in a three-year period may 
well be conservative, since many reactions of this 
type are not reported. My own experience, how¬ 
ever, agrees closely with the quoted mortality of 
approximately 10%. I believe that early recognition 
and immediate treatment of anaphylactic reactions 
to penicillin would lower the mortality. The follow¬ 
ing case report is a typical example of the hazard 
under discussion. 

A 48-year-old, previously robust and healthy man was ad¬ 
mitted to the hospital at 6 p.m., because of cough, fever, and 
chills of six days’ duration. He had received symptomatic 
treatment for three days. There were physical signs of pneu¬ 
monia in the left upper lung, and roentgenographic studies 
revealed pneumonia in that lobe. Laboratory study results 
were negative, except for a leukocyte count of 23,600 per 
cubic millimeter. There is no record that the patient was 
questioned concerning any previous sensitivity to penicillin. 
The resident ordered 1 million units of procaine penicillin G 
to be administered by the intramuscular route. This was done 
by the nurse, who then returned to her station. Twenty min¬ 
utes later the patient was found dead. Postmorten e.\amina- 
tion revealed pneumonia in tire left upper lobe and edema in 
the remaining lung tissue. No other significant cause for the 
patient’s death was found. 

'Tliis report of a case from a hospital is, I fear, an 
e.xample of an anaphylactic cause of death that 
might have been prevented. The conspicuous de¬ 
ficiencies in the management of this case were that 
no attempt was made to elicit the history of pre¬ 
vious sensitivity to penicillin and that the patient 
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was left alone after injection of the antibiotic. Since 
experience has shown that anaphylactic reactions 
to penicillin occur within 30 minutes after its ad¬ 
ministration, a physician or a nurse should remain 
with the patient during that time. 

The following report, with the headline “Penicil¬ 
lin Reaction Kills Woman,” appeared in a leadin" 
newspaper in a metropolitan city in March, 1958; 

(Name of city).—(Name of woman), 34, 705 N. W. Second 

St., died Friday night in-Hospital as the result c! a 

reaction to penicillin administered for contusions she sd- 

fered in a beating. Dr.-, county medical examiner, said. 

A penicillin reaction severe enough to cause death is “rare,” 

he added. Police Officer-, called to the hospital when 

the woman was admitted for treatment, said the drug was 

given by a nurse. The nurse called Dr.-as soon as the 

reaction set in and tlie injured woman’s breathing became 

difficult, according to-(the police officer). Dr. — 

placed the woman in an oxygen tent, but she died about 20 

minutes later. (The police officer)-said the woman told 

him after the reaction set in that she had been similarly af¬ 
fected before. He said her injuries were not serious. 


I believe that several principles of antibiotic 
therapy were violated in this case. The antibiotic 
was administered for contusions, in the absence oi 
any demonstrable infection. The history of previous 
sensitivity to penicillin was not elicited before its 
administration. Treatment was carried out without 
a physician in attendance. When the reaction oc¬ 
curred, oxygen was administered, instead of epi¬ 
nephrine or steroids intravenously. Finally, tk 
newspaper report states that this type of death is 
rare, which, unfortunately, is untrue. 

Superimposed staphylococcic enterocolitis and 
septicemia, major hazards of antibiotic therapy, do 
occur occasionally after tire administration of peni¬ 
cillin. From my omi e.xperience and that reported 
by others, I would estimate their incidence is prob¬ 
ably no greater than 1%. I therefore propose to 
discuss these hazards later. Likewise, blood dys¬ 
crasia is quite uncommon after penicillin therapy- 
Fatal exfoliative dermatitis is a rare reaction but is 
a serious problem when it does occur. It is a major 
threat in an individual who is sensitive to penicillui 
and who receives long-acting penicillin, such 
benzathine preparations. For this reason, I rarely 
use such preparations. 


Streptomycin and Dihydrodesoxystreptomycin 

Streptomycin.—Several minor hazards may be en¬ 
countered after tire administration of streptomyem- 
Drug rash, although not common, sometimes 
curs. Perhaps the most troublesome cutaneous two 
reaction to streptomycin is contact dermatitis, 
most serious minor hazard of streptomycin therap) 
is toxicity for the eighth nerve. It is well 
that disturbance of the vestibular branch or ^ 
eighth nerve occurs more often when the strep 
tomycin base is used, while impairment or 
auditory branch of the nerve is a more 
occurrence after the administration of drliy 
streptomycin. Circuiiioral paresthesia is a not u 
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common reaction to either form of streptomycin. It 
slioulcl be cinphasizecl that, although neuroto.xic 
reactions may he distressing to tlic individual who 
experiences them, they arc, for the purpose of this 
discussion, classified as minor (non-life-endanger¬ 
ing) hazards. 

Major hazards, such as anaphylactic reactions, 
superimposed staphylococcic infections, and blood 
dyscrasia, rarely have occurred after the adminis¬ 
tration of streptomycin. 

Dihyclrodcsoxijstrcptomycin.—Dihydrodcsoxy- 
streptomycin sulfate is a chemical analog of strep¬ 
tomycin developed h\' Ikcda and associatesat the 
Scientific Research Institute in Tokyo. Tlieir studies 
suggested that this preparation was as active as, or 
slightly more active than, the parent compound and 
was less toxic. For the past six months my col¬ 
leagues and I have carried out some clinical studies 
on this antibiotic. To date we have used it in the 
treatment of 51 patients. Twenty-six of these pa¬ 
tients xvere suffering with a variety of severe, acute 
infections. The average daily dose of dihydro- 
desoxystreptomycin was 1 to 2 Gm., given in di- 
Wded doses everx' 12 hours by the intramuscular 
route. We have administered as much as 2 Gm. of 
the antibiotic daily for 14 days. If continued longer, 
the dosage was reduced to 1 Gm. daily. We have 
successfully administered dihydrodesoxystreptomy- 
cin by the intrathecal route, also. The recommended 
dose is 100 mg. per injection. Twenty-five patients 
with culturally proved pulmonary tuberculosis also 
have been treated with dihydrodesoxystreptomycin. 
This study was carried out in collaboration with 
Dr. James T. Gilboy at the Julius Marks Sanatorium 
in Lexington, Ky. In tlie treatment of tuberculosis, 
the antibiotic was administered in doses of 1 Gm. 
twice weekly. Our studies to date, although pre¬ 
liminary', permit us to make the following state¬ 
ment: ildien compared witli other forms of strep¬ 
tomycin, dihydrodesoxystreptomycin causes less 
pain at the site of injection, a lower incidence of 
paresthesias of tire face and mouth, and less neuro¬ 
to.xic reactions. For example, transient impairment 
of hearing has been reported in only one case and 
dizziness or evidence of vestibular disturbance in 
none. These studies will be reported in detail else¬ 
where. If further experience confirms that to date, 
use of streptomycin in this form may greatly reduce 
the minor hazards encountered after administration 
of this antibiotic. 

Tetracyclines 

The tetracyclines are highly useful antibiotics. It 
is my conviction, however, that their use is at¬ 
tended by some of tire major hazards of antibiotic 
therapy. The fact that these antibiotics can be ad¬ 
ministered effectively by the oral route has re¬ 
sulted in their widespread and indiscriminate use. 
Minor hazards that may follow administration of 
the tetracyclines include drug rash (which is not 


common), urticaria, and mild gastrointestinal dis¬ 
turbances. Superimposed infections due to Can¬ 
dida, which are of a local character, constitute 
another frequently encoimtered problem. 

Major hazards, such as blood dyscrasia, exfolia¬ 
tive dermatitis, and anaphylactie reactions, rarely 
occur after the administration of the tetraeycline 
antibiotics. Superimposed staphylococcic infection 
is, in my opinion, the most serious major hazard of 
antibiotic therapy in hospitals today. There is 
strong evidence to support the statement that the 
widespread and indiscriminate use of the tetra¬ 
cyclines is the chief factor involved. The two most 
serious superimposed staphylococcic infections are 
staphylococcic enterocolitis and severe wound in¬ 
fections with sepsis. 

Staphylococcic EnterocoZifis.—Staphylococcic en¬ 
terocolitis is an important problem. I would like to 
draw attention again to the mortality of one of the 
major hazards of antibiotic therapy, namely, ana¬ 
phylactic reactions to penicillin, which is approxi¬ 
mately 10%, Available published material and my 
own experience lead me to conclude that tlie mor¬ 
tality of staphylococcic enterocolitis is in the order 
of 40%. This high rate undoubtedly is due to two 
factors: lack of recognition of the disease and 
inadequate treatment. The following case is an 
example. 

Tlie patient, a 37-year-old woman, previously had been in 
excellent health. Thirty-six hours before her admission to the 
hospital she experienced epigastric pain, which later shifted' 
to die right lower quadrant of the abdomen. A diagnosis of 
acute appendicitis was made, and appendectomy was per¬ 
formed. The appendix was found to be acutely inflamed and 
gangrenous. There was a slight amount of peritoneal soiling. 
The patient received 400,000 units of penicillin and 0.5 Gm. 
of streptomycin postoperatively and again 12 hours later. On 
the second postoperative day, because of slight fever (101 F 
[38.3 C]), oral administration of tetracycline (Achromycin) 
was begun in a dosage of 250 mg. four times daily. On the 
third postoperative day her temperature was 103 F (39,4 C) 
and pulse rate 110 beats per minute. The tetracycline therapy 
was continued. There was considerable abdominal distention, 
and peritonitis was suspected. On the fourtli postoperative 
day the possibility of staphylococcic infection was first con¬ 
sidered, and swabs from the rectal secretions were made. 
Gram's stains revealed many clusters of a gram-positive 
cocci, which later, on culture, was identified as coagulase- 
positive Staphylococcus (Micrococcus) pyogenes var. aureus. 
On the fifth postoperative day tetracycline therapy was dis¬ 
continued and the surgical resident ordered erytliromycin 
administered by the intravenous route. Shortly thereafter, the 
patient, whose temperature had risen to 105 F (40.5 G), 
died. Autopsy revealed extensive staphylococcic enteritis, 
limited to the small intestine. 

The significant points illustrated by this case are 
as follows: 1. It is doubtful that prophylactic use of 
the antibiotic was indicated. 2. The clinical picture 
of distention and shock was interpreted as possible 
peritonitis rather than ileitis. 3. Diarrhea was ab¬ 
sent, as, is often the case when the disease is lim¬ 
ited to the ileum. 4. The patient’s clinical course 
prompted the clinician to continue the administra¬ 
tion of the broad-spectrum antibiotic by the oral 
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route. 5. late in the course of the illness, 

erythromycin therapy was begun, the antibiotic 
was administered by the intravenous route, al¬ 
though it would have been far more effective had 
it been given through the nasal catlreter and every 
effort made to get it directly into the intestinal 
tract. 

Severely Infected Wounds with Sepsis.—1 believe 
that the ^videspread, indiscriminate use of broad- 
spectrum antibiotics eliminates sensitive strains of 
micrococci from patients soon after their admission 
to hospital wards, leaving them vulnerable to at¬ 
tack by the resistant miero-organisms they encoun¬ 
ter if they remain more than a few days in the hos¬ 
pital. This accounts for the marked increase in the 
wound infection rate, which results in increased 
morbidity and, often, serious complications, includ¬ 
ing staphylococcic septicemia. 

Chloramphenicol 

The minor hazards of antibiotic therapy are rela¬ 
tively insignificant in connection with chloramphen¬ 
icol. Likewise, some of the major hazards—namely, 
anaphylactic reactions, exfoliative dermatitis, and 
superimposed staphylococcic infections—rarely oc¬ 
cur after the administration of chloramphenicol. 
There can be no mistake, however, concerning the 
possibility of serious and fatal blood dyscrasia after 
the use of this antibiotic, alone or in combination 
with other antibiotics. The blood dyscrasia may 
take the form of aplastic anemia, agranulocytope- 
nia, or thrombocytopenic purpura. By far the most 
common is aplastic anemia, which, unfortunately, 
is almost always fatal. The chance of successful 
treatment of blood dyscrasia is far less than that of 
anaphylactic reaction (10% mortality) and super¬ 
imposed staphylococcic enterocolitis (40% mortal¬ 
ity). Individuals in the younger age groups are 
particularly susceptible to blood dyscrasia after the 
administration of chloramphenicol, in contrast to 
the low incidence of anaphylactic reactions to peni¬ 
cillin in that age group. Almost 50% of cases of 
aplastic anemia to date have occurred in the 
younger age group, predominantly in white fe¬ 
males. The following report of a case is a fairly 
typical example of the major hazard under dis¬ 
cussion. 

The patient, a 7-year-old girl, was admitted to the medical 
service of a hospital on Dec. 6, 1957. She had had measles 
and chicken pox. For two years she had had frequent respira¬ 
tory infections and mild asthma. On Nov. 1, 1957, she had 
been hospitalized because of bronchopneumonia and treated 
with a suspension of chloramphenicol for 11 days with good 
response. On Dec. 2, characteristic lesions of purpura were 
noted on the child’s ankles and she was found to be very 
anemic. She received 500 cc. of blood. On admission to the 
hematology service, her erythrocyte count was 3,500,000 per 
cubic millimeter, hemoglobin concentration 11.1 Gm. per 
100 cc., platelet count 25,000, and leukocyte count 2,100 per 
cubic millimeter. The differential count was as follows: 
neutrophils 8%, lymphocytes 89%, monocytes 1%, and eosino¬ 
phils 2%. Bone marrow aspiration revealed only a few normal 


J.A.M.A., Dec. 6,1955 

elements; most of the cells identified were plasma cells ail 
mature lymphocytes. Findings in the remainder of the lah- 
oratory and roentgenographic studies were negative. Tie 
patient was dismissed three days later. On Dec. 25, she was 
readmitted because of epistaxis and a perirectal infectioa 
Her temperature became extremely high and spiking, ail 
there was bleeding from her gums. Blood cultures were posi¬ 
tive for Escherichia coli. The patient died on Jan. 2, 1955, 
Autopsy findings confirmed the clinical diagnosis of aplastic 
anemia. 

I have pointed out repeatedly in the past tlie 
definite association between the administration ot 
chloramphenicol and the development of aplastic 
anemia. It seems to me die problem is clear-cut. 
Chloramphenicol is the drug of choice in the treat¬ 
ment of typhoid and salmonellosis. It is also effec¬ 
tive against some infections due to strains of Staph, 
pyogenes var. aureus that are resistant to other 
antibiotics. Therein lies its usefulness. There seems 
little justification for using chloramphenicol in pref¬ 
erence to other available agents in the treatment of 
pneumococcic and streptococcic infections, particu¬ 
larly in the younger age group. 

Erythromycin 

Erythromycin is an antibiotic that has been 
widely used. Minor hazards that have been en¬ 
countered after its administration are drug rash 
(rare) and, on occasion, flatulence and diarrhea 
(ivhich usually occur when the dosage of erythro¬ 
mycin exceeds 300 mg. every six hours). Erythromy¬ 
cin is by far the least toxic of the commonly use3 
antibiotics. I am unaware of any major or life- 
endangering hazard that has resulted from its use. 

Miscellaneous Antibiotics 

Neomycin.—Toxic effects on the eighth cranial 
nerve and renal irritation are the two most trouble¬ 
some reactions that may occur after the administra¬ 
tion of neomycin. 

Bncitrflcin.-Impairment of renal function may 
result when bacitracin is administered in doses m 
excess of 10,000 units four times daily. 

Polymyxin.-Severe pain at the site of injection 
and neurotoxic effects, such as paresthesias and 
cerebellar ataxia, are common reactions to pol)- 
myxin. 

Novobiocin.—There is a high incidence of cuta¬ 
neous toxic reactions, with or witliout fever, after 
administration of novobiocin. In my experience, tie 
incidence of this reaction is in the order of - '• 

Vancomycin.—Vancomycin, a new antibiotic, is 
active against strains of Staph, pyogenes var. 
aureus that are resistant to many other antibiotic- 
impairment of function of the eighth nerve after i 
administration has been reported. This toxic e ec^ 
is greatly increased if vancomycin is admin^tere^ 
in the presence of impaired renal function. byP 
pyrexia, drug rash, and severe phlebitis at ^ 
of injection also have been reported to fo o 
vancomycin therapy. 



Vol. IGS, No. 14 


ANTIBIOTIC TIIERAPY-HERRELL 


1879 


Amphotericin C.—Tliis antibiolic show.s promise 
in the healmcnt of certain systemic mycoses. In 
my experience with it, wliich is limited, there ap¬ 
pears to be a wide variation in difi'erent persons’ 
ability to tolerate this drug. Chills and hyperpy¬ 
rexia are the most troublesome reactions when the 
dose of amphotericin B is in excess of the patient’s 
tolerance. Transient azotemia also has been ob¬ 
served after administration of this antibiotic. 

R/siocefin.—Definite but transient leukopenia has 
been reported after ristocetin therapy. 

Comment 

It is my opinion that the three major hazards of 
antibiotic therapy are anaphylactic reactions, super¬ 
imposed staphylococcic infections, and blood 
dyscrasia. Although many of the antibiotics have 
been incriminated in all of these hazards, the 
evidence suggests that serious and often fatal 
anaphylactic reactions are most common after the 
administration of procaine penicillin G by the intra¬ 
muscular route; serious and often fatal superim¬ 
posed staphylococcic infections, largely a problem 
in hospitalized patients, are due at least in part to 
the widespread use of the broad-spectrum anti¬ 
biotics; and serious and often fatal blood dyscrasia 
occurs most frequently after the administration of 
chloramphenicol. A discussion of the hazards of 
antibiotic therapy would fail in its purpose if rec¬ 
ommendations were not made for curtailing and 
controlling them. Therefore, tire following recom¬ 
mendations are made. 

Anaphylactic Reaction.—Discourage and discon¬ 
tinue the indiscriminate use of penicillin. Never 
administer procaine penicillin G by the intramuscu¬ 
lar route to patients with a history of previous 
sensitivity to this antibiotic or repeated allergic 
manifestations, including asthma. Keep any patient 
to whom procaine penicillin G is administered 
intramuscularly under observation for at least 30 
minutes after the injection. When an anaphylactic 
reaction occurs, immediately administer epinephrine 
hypodermically or steroids intravenously or, in some 
instances, both. 

Superimposed Staphylococcic Infections.—Ahdlish 
the routine prophylactic use of all antibiotics in 
patients with uninfected surgical wounds of all 


types. Insist on a return to strict aseptic technique 
in the surgical suites and in the dressing of all 
wounds. Immediately obtain a culture of all wounds 
suspected of being infected and study the micro¬ 
organisms, especially Staph, pyogenes var. aureus, 
by means of sensitivity tests and bacteriophage 
typing. Isolate eveiy patient in the hospital witli a 
staphylococcic infection. If necessary, reopen the 
isolation wards formerly inhabited by patients suf¬ 
fering with common contagious diseases. Make 
cultures periodically of the nasopharynx of person¬ 
nel in hospitals, particularly those in so-called key 
areas. Treat or remove these individuals when tliey 
are found to harbor antibiotic-resistant micro¬ 
organisms. Do not hesitate to manipulate the anti¬ 
biotics. For example, exclude from use in the hos¬ 
pital one or more of the antibiotics for a long period 
of time and then readmit them if the common 
pathogens regain their sensitivity. Return to a well- 
documented method of preventing surgical com¬ 
plications in certain abdominal procedures, namely, 
the installation of 5 Gm. of sulfathiazole in the 
peritoneum at the time of abdominal surgery when 
there is evidence of soiling of the peritoneum. 

Blood Dyscrasia.—We must accept the available 
evidence that strongly suggests die connection be¬ 
tween the use of chloramphenicol and die develop¬ 
ment of blood dyscrasia. Restrict use of this anti¬ 
biotic to the treatment of typhoid,' salmonellosis, 
and the occasional infection caused by Staph, 
pyogenes var. aureus that is resistant to other 
available antibiotics. Condemn the use of chloram¬ 
phenicol in the b'eatment of mild, non-life-en- 
dangering infections of all kinds. Do not admin¬ 
ister this antibiotic to patients in the younger age 
group (under 12 years of age), with the possible 
e.xception of those suffering with typhoid or 
salmonellosis. 

1221 S. Broadway. 
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D IETARY APPROACH TO ATHEROSCLEROSIS.—Atherosclerosis is the 
Number One public health problem. Many factors have been implicated in 
the pathogenesis of this disease. Prominent among these factors is the amount 
and kind of fat in the diet. The evidence now appears to be conclusive that sufficient 
quantities of polyunsaturated fat in the diet, with proportional decrease in saturated 
fat, will result in major decrease in blood lipid. Some evidence indicates that such 
blood lipid lowering produces a desirable effect upon existing atherosclerosis. Much 
additional time and work will be required to clarify the prophylactic and therapeutic 
value of this type of dietary approach.—Harr>’ Balch, M.D., Stanford Splitter, M.D., 
Paul Flynn, M.D., and L. 'W. Kinsell, M.D., The Relationship of Dietary Fat to 
Atherosclerotic Disease, California Medicine, September, 1958. 
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TREATMENT OF POLYCYTHEMIA VERA WITH BUSULFAN (MYLERAN) 

John Louis, M.D., Chicago 


Busulfan (Myleran) has been an effective agent 
for the treatment of chronic granulocytic leukemia; 
however, it has been reported to be of little thera¬ 
peutic value in other myeloproliferative diseases. 
Currently there are three methods for the treatment 
of polycythemia vera; they include the use of vene¬ 
section, radioactive phosphorus and triethy¬ 

lene melamine. Each method has a disadvantage. 
Venesection, though it decreases the red blood cell 
mass, has little effect on the leukocytes and throm¬ 
bocytes, so that many of the complications associ¬ 
ated with increase in these elements continue to be 
manifested. Repeated venesection, in addition, leads 
to an unphysiological state of iron deficiency. Ther¬ 
apy with radioactive phosphorus produces a more 
nearly normal state, since all of the marrow elements 
are suppressed. However, certain hematologists are 
of the opinion that this form of therapy is associated 
with a greater incidence of leukemia. Though this 
objection has not been conclusively documented, 
the possibility of such side-effects has tempered en¬ 
thusiasm for the use of this agent in the treatment 
of polycythemia vera. 

These objections to current methods of therapy 
made it desirable to investigate the relative merits 
of other marrow-suppressing agents. During the past 
eight years we have evaluated such agents. At the 
suggestion of Dr. J. H. Burchenal we studied the 
effect of busulfan in the control of the polycythemic 
state.' The present report deals with one and one- 
half years experience in the treatment of polycythe¬ 
mia vera with busulfan. 

Methods and Results 

Eighteen patients with polycythemia vera were 
treated with busulfan for 4 to 76 weeks (mean 38 
weeks). There were 8 women and 10 men, with 
ages ranging from 50 to 71 years (mean 62.8 years). 
The diagnosis of i7olycythemia vera was established 
by the usual hematological techniques. The known 
dm-ation of illness ranged from two months to 10 
years. All except three patients had received prior 
therapy. Seven patients had been previously treated 
with combinations of radioactive phosphorus, trie¬ 
thylene melamine, and venesection. Eight patients 
had received intermittent courses of therapy with 
triethylene melamine and venesection. 

Hematocrit readings at the onset of therapy 
ranged from 47 to 70% in the men and from 50 to 
55% in the women. Three of the men were not poly¬ 
cythemic at the onset of therapy and were, there¬ 
fore, given maintenance doses of busulfan. The ini- 
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Polycythemia vera was treated in 18 pa¬ 
tients in whom the disease bad existed for pe¬ 
riods ranging from two months to 10 years. 
Most of the patients had been treated previ¬ 
ously by various means, and three were in 
o state of partial remission (having normal 
hematocrit readings! at the time of the study. 
All were treated with busulfan (Myleran) by 
mouth. Initial dosages ranged from 2 fo 10 
mg. daily; maintenance dosages ranged from 
8 mg. per day to 2 mg. per week. In seven 
patients this treatment was supplemented 
with venesection. Complete remission fnormal 
hemograms with absence of signs and symp¬ 
toms of polycythemia vera) was obtained in 
11 patients,- incomplete remission (normal 
hemograms with persistence of one or more 
signs or symptoms of the disease) was ob¬ 
tained in 6; partial remission occurred in one 
case. Hematocrit values, which ran as high as 
70 in some male patients, returned in every 
case to normal levels (less than 54 % for men). 
Leukocyte counts were lowered in every case 
and fell to leukopenic levels (less than 3,500 
cells per cubic millimeter) in three. Two pa¬ 
tients, whose case histories are given, devel¬ 
oped anemia and thrombocytopenia in addi¬ 
tion to leukopenia. Close supervision of the 
patients receiving busulfan therapy is neces¬ 
sary if excessive depression of the bone mar¬ 
row is to be avoided. The ultimate place of 
this drug in the treatment of polycythemia 
vera remains to be determined. 


tial dose of busulfan varied from 2 to 10 mg- 
day for intervals of 1 to 12 weeks. The mean dose 
per day of the initial treatment period ranged from 
2 to 4 mg. per day (mean 3.0 mg.; median 3.0 mg-, 
95% limits 1.5 to 6.5 mg.). The median of theinida 
treatment period, from the beginning of therap) 
with busulfan to the onset of remission, range 
from 1 to 57 weeks (mean 19 weeks; median 10- 
weeks; 95% limits 1 to 80.6 weeks). This therap) 
lowered hematocrit values to normal (males < 
females < 48%) in all of the patients treate 
and represented reductions of 2 to 19% (n'ea^ 
7.2%). In seven of the patients venesection "as 
done in conjunction with busulfan therapy: h'O, 
500 ml.; one, 1,000 ml.; three, 1,500 ml; and one, 
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5,000 ml. An obvious correlation between the dos- 
age of bnsnlfan and the degree of hematocrit re¬ 
duction was not apparent. 

Leukocyte counts were lowered in each instance. 
Nine patients bad leukocyte counts greater than 
12,500 cells per cubic millimeter (range 16,000 to 
54,000). In these patients the leukocyte count be- 
came normal in all except two, after 1 to 50 weeks 
>. of therapy (mean 16.3 weeks). Two patients whose 
? , counts were still elevated at the time of this analysis 
had counts of 13,000 and 19,000 cells per cubic 
'’f millimeter after 3 to 21 weeks of therapy. Reduc- 
■; tion in the leukocyte count either preceded, con- 
curred with, or, most frequently, followed the de- 

- crease in the hematocrit readings. The changes in 
the leukocyte count, therefore, did not necessarily 

- parallel reductions in the hematocrit readings. 

For the purpose of analysis in this report, a com- 
' plete remission refers to attainment of a state with 
■ a normal hemogram and the absence of signs and 
V sjTnptoms referable to polycythemia vera. An in- 
complete remission is attainment of a state with a 
" normal hemogram but with persistent abnormalities 
" in the signs and/or symptoms. Partial remission is 
attainment of a state with normal hematocrit read¬ 
ing but with abnormalities in the other formed ele¬ 
ments in the blood. No response is failure of any 
' change to occur. 

The hematocrit readings were normalized in all 
of the patients treated. Eleven patients attained 
complete remission, six incomplete remission, and 
one a partial remission. Two patients reverted to 
their polycythemic state after complete remissions 
of 22 and 48 weeks. Both have responded to second 
courses of therapy. The remaining patients are in 
their initial remission, ranging from 4 to 58.7 weeks 
(median 17 weeks). All but two patients received 
maintenance therapy. The maintenance dose ranged 
from2 to 18 mg. per week (mean 9.5 mg.) for in¬ 
tervals of 4 to 58.7 weeks (mean 24.6 weeks). The 
size of the maintenance dose was governed by 
changes in the peripheral hemogram. During the 
initial period of therapy patients were observed at 
weekly intervals until a remission was obtained. 
Subsequent to correction of the polycythemic state 
and stabilization of the hemogram, patients were 
observed at monthly intervals. 

Spleens were palpably enlarged before the ad¬ 
ministration of busulfan in six patients. During re¬ 
mission the spleen could not be palpated in one; the 
size was decreased in four, unchanged in one, and 
enlarged in another patient whose spleen was not 
palpable prior to therapy. The liver was palpably 
enlarged in four patients prior to therapy xvith bu¬ 
sulfan. During remission the liver appeared larger 
in two, was no longer palpable in the other, and 


was not altered in size in the fourth patient. Leu¬ 
kopenia (leukocyte counts < 3,500 cells per cubic 
millimeter) occurred in tliree patients. In one the 
leukocyte count decreased to 3,100 cells per cubic 
millimeter but subsequently became normal after 
therapy was discontinued for one month. 

Report of Cases 

Two patients developed anemia and thrombo¬ 
cytopenia in addition to leukopenia. 

Case 1.—A 55-year-old male had had polycythemia vera 
for three years prior to receiving busulfan. He had been 
previously treated with triethylene melamine and venesec¬ 
tion. His last dose of triethylene melamine had been given 
four months prior to busulfan therapy. Maintenance therapy 
was instituted consisting of 2 mg. per day of busulfan for 
seven weeks. With the patient on this dosage the hematocrit 
reading rose from 48 to 56 mm. The dosage was then in¬ 
creased to 4 mg. per day for 16 weeks, with resulting de¬ 
crease in the hematocrit reading to 54% and the leukocyte 
count to 6,600 cells per cubic millimeter. Tlie dosage of 
busulfan was then reduced to 2 mg. per day for sL\ weeks. 
Therapy was then discontinued because of a reduction in 
the leukocyte count to 2,800 cells per cubic millimeter. 
Subsequently the pancytopenia developed and progressed 
until five weeks after cessation of therapy when the leuko¬ 
cyte count was 1,900 cells per cubic millimeter, hematocrit 
reading 21%, and platelet count 19,520 cells per cubic 
millimeter. This state has persisted until tlie present time (20 
weeks after cessation of therapy). The bone marrow con¬ 
tained normal cellularity of all the hematopoietic elements. 
Clinically, except for moderate weakness, the patient is 
asymptomatic and able to continue xvith his occupation. 

Case 2.—Pancytopenia developed in a second patient re¬ 
ceiving busulfan—a 55-year-old woman with polycythemia 
of four years’ duration. Initially she received 4 mg. per day 
for two weeks. Her dosage was increased to 8 mg. per day 
for four weeks since the hematocrit reading increased from 
52 to 54%. This reduced tlie hematocrit reading to 53%, 
but therapy was discontinued because of a drop in the leuko¬ 
cyte count from 15,300 to 4,500 cells per cubic millimeter. 
The ensuing pancytopenia progressed to its maximum inten¬ 
sity 13 weeks after therapy was stopped. At this time the 
hematocrit reading was 25%, leukocyte count 1,400 cells 
per cubic millimeter, and platelet count 30,000 cells per 
cubic millimeter. The patient was given a transfusion of 500 
ml. of blood because of the onset of weakness, palpitation, 
and anginal p.ain. Bone marrow was adequate in cellularity 
for all the hematopoietic elements. The polycythemic state 
subsequently reappeared 48.5 weeks after cessation of ther¬ 
apy. 

Comment 

In this series of patients busulfan effectively alle¬ 
viated the polycythemic state. The wide variation 
in dosage, however, necessitates frequent patient 
visits and'makes the use of this agent more cumber¬ 
some than other forms of therapy. In 2 of 18 pa¬ 
tients the development of unheralded pancjdopenia 
further emphasizes the importance of close super¬ 
vision of patients receiving this therapy. This prob¬ 
lem further adds to the difficulty of establishing 
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safe maintenance dosage. Venesection concomitant 
with busulfan therapy appeared to minimize this 
problem in the seven patients so treated. The delay 
in the manifestation of the marrow-suppressing 
effects from drug therapy appeared reduced by 
this procedure since smaller doses of busulfan were 
required. By this method, therapy is aimed at pre¬ 
venting elevation of the hematocrit reading to poly¬ 
cythemic levels rather than at effecting a reduction. 
Other side-effects from busulfan therapy have not 
been observed in this series to date. 

Therapy with busulfan did not consistently re¬ 
duce the size of the liver and spleen in polycythe¬ 
mia vera as in chronic granulocyte leukemia. ° Fur¬ 
ther evaluation of this agent in the treatment of 
polycythemia vera will be required before its ulti¬ 
mate place in the therapy of this disease can be es¬ 
tablished. 

Summary 

Eighteen patients with polycythemia vera were 
treated with busulfan (Myleran). In seven of these 
venesection was used concomitantly. The hemato¬ 
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crit readings were reduced to normal in all of the 
15 patients with elevated readings. Three patienls 
maintained normal readings after receiving mainte¬ 
nance therapy. Initial dosage of husulfan was vari¬ 
able, ranging from 2 to 10 mg. per day for 1 to 12 
weeks. Remissions lasted up to 65 weeks. All but 
two patients received maintenance therapy ranging 
from 8 mg. per day to 2 mg. per week. Transient 
leukopenia occurred in one and pancytopenia in 
two others. Close supervision of polycythemic pa¬ 
tients receiving busulfan therapy is necessary tc 
prevent excessive marrow suppression. 

840 S. Wood St. 

This study was supported by a research grant from th 
National Cancer Institute of the National Institutes of Hrallli 
Public Hc.ilth Scrs’icc. 
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CLINICAL NOTES 


ALCOHOL-INDUCED PAIN IN HODGKIN’S DISEASE 

William E. Braun, A.B. 
and 

Bruce I. Shnider, M.D., Washington, D. C. 


Ethyl alcohol, when ingested by patients with 
certain systemic diseases, may give rise to severe 
pain in the organ or organs involved by the disease 
ptrocess. At first, alcohol-induced pain was reported 
only in patients with Hodgkin’s disease, and as a 
result was considered to be specific for this condi¬ 
tion.’ The most definitive statement supporting this 
phenomenon appeared in the Annotations of the 
British Medical Journal ” and is quoted as follows: 
“Enough evidence has now accumulated to show 
that alcohol-induced pain in Hodgkin’s disease is 
not just another of those clinical curiosities of little 
importance in the practical management of patients. 
So far this symptom has been reported only in 
Hodgkin’s disease; it does not seem to occur in 
other types, of malignant lymphomata or other 
neoplastic conditions.” 

From the Georgetown Medic.'il Division, District of Columbi .1 Gen¬ 
eral Hospital, and the Department of Medicine, Georgetown University 
School of Medicine. Mr. Braun is a Student Fellow of the National 
Foundation for Infantile Paralysis. 


Recently, reports of similar jiain in conditior 
other than Hodgkin’s disease have become moi 
prominent in the medical literature " and have CK 
doubt on the specificity of this phenomenon. 
1953 Alexander reported tlie jiresence of alcolio 
induced pain in two instances of hone disease, 
personally experienced this type of pain m 
Brodie’s abscess of his tibia and also alluded to 
Lieutenant Colonel Graham who “suffered fmi 
a pyogenic infection of bone and had experiencett 
a similar alcohol-induced pain.” Joske ■'* in discuss 
ing etiological factors in pancreatitis reported tvo 
cases in whom ingestion of only small amounts o 
alcohol resulted in severe pancreatic pain. 

Not until 1957 did more extensive reports of tie 
nonspecificity of this type of pain appear. JaniK 
and co-workers reported two patients with carci^ 
noma who had alcohol-induced pain at the site o 
their lesion and who as a result were given mis Wo 
noses of Hodgkin’s disease. The first of these t\'|> 
patients noticed spontaneous relief from alcoi 
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induced pain despite the fact that by x-ray her 
mediastinal mass had enlarged. The mediastinal 
mass was resected, and histological sections re¬ 
vealed a thymic carcinoma. The second patient at 
autopsy showed adenocarcinoma and necrosis of the 
pancreas, a similar growth in the lung, and a small 
adenocarcinoma in one kidney. Allowing for the 
possibility that in the first case the thymic carci¬ 
noma was a localized precursor of Hodgkin’s dis¬ 
ease and that in the second case the pancreatic 
lesion represented acute irancreatitis triggered im¬ 
mediately by alcohol ingestion, James and co-work¬ 
ers conclude: “With these resen'ations, our experi¬ 
ences suggest that alcohol-induced pain is not spe¬ 
cific to Hodgkin’s disease, but that it may occur in 
otlier malignant conditions, and that it may be tlie 
first indication of tlieir presence. Had we known 
tliis, case one (tlij’mic carcinoma) might have been 
explored while tlie tumour was still removable.’’ 

Another study by Conn and co-workers reported 
alcohol-induced pain in 4 of 98 patients tested. Two 
of tlrese four had Hodgkin’s disease, one a frac¬ 
tured hip, and one acute lymphangitis and sarcoido¬ 
sis. In addition, histories of alcohol-induced pain 
were obtained in one case of giant follicular lym¬ 
phoma, one case of Hodgkin’s disease, and one case 
of an apparently normal male physician who was 
thoroughly checked for any evidence of Hodgkin’s 
disease. 

When alcohol-induced pain is present, symptoms 
may appear immediately after the ingestion of alco¬ 
hol or after a latent period of 10 to 20 minutes. It 
usually continues for 15 minutes to three hours. 
Occasionally it may last a few seconds or a few 
days. Very small amounts of an alcoholic beverage, 
even a swallow of beer or a sip of sherry, can cause 
this pain, which may on occasion require morphine 
for rehef. Characteristically, it is located at tire site 
of the lesion, primarily bony or lymphatic, and at 
times more than one site may be involved. 

In our series of 48 cases (see table), four patients 
xvith diseases other than Hodgkin’s disease experi¬ 
enced alcohol-induced pain indistinguishable from 
that experienced by two of the patients with Hodg¬ 
kin’s disease. 

Materials and Methods 

A total of 48 patients were tested for alcohol- 
induced pain. Of these 48 patients 9 had Hodgkin’s 
disease, one a lymphosarcoma, 15 bone and joint 
lesions, 12 had a miscellaneous group of malig¬ 
nancies with generalized metastases, and 11 had 
other diseases with associated lymphadenopathy 
(see table). 


The ethyl alcohol was administered as an oral 
preparation in the form of vodka. The vodka used 
was 100-proof and calculated to be the equivalent 
of a 50% ethyl alcohol solution. Each patient was 
given 30 cc. of vodka mixed with an equal amount 
of orange juice. Tlie clinical status and symptoma¬ 
tology of die patient to be tested were recorded. 
After the oral administration of die alcohol solution, 
any change in the patient’s condition or symptoma¬ 
tology was noted. When pain did occur, personal 
observation was continued until the pain ceased. If 
no change occurred vatliin 30 minutes, resident 
physicians continued observing the patient. 

In all instances die preparation was given to the 
patients without their being aware that they were 
receiving alcohol, and when positive results were 
obtained these were checked by the administration 
of the orange juice alone. 


Table 1.—Diseases Evaluated for Alcohol-Induced Pain 


Patients 

Diseases Tested, Xo. 

Lymphomas 

Hodgkin’s . 9 

Lymphosarcoma . 1 

Bone and joint lesions 

Multiple myeloma . 4 

Osteomyelitis . 4 

Traumatic fractures . 5 

Osteoarthritis . 2 


MoUgnoDcles with metastases 
Carcinoma of the breast ... 
Carcinoma of the lung. 


Carcinoma of the tonsil. 2 

Carcinoma of the esophagus. 1 

Melanoma . 5 

Other diseases with lymphadenopathy 

Pulmonary tuberculosis. 6 

Sarcoidosis . 4 

Konspcciflc . 1 

Total no. of cases tested. 

Total no. of positive results. 


No. of positive results in Hodgkin’s disease. 

No. of positive results in other diseases. 


Positive 
Bcsults, No. 


0 

0 

1 

2 

0 

1 

0 

0 

0 

0 

0 

0 

0 

.... 48 
.... 6 

2 

.... 4 


Results 

In die nine cases of Hodgkin’s disease, two posi¬ 
tive responses were obtained. The first patient was 
a 29-year-old female who had e.xtensive involvement 
of her mediastinal, cervical, axillary, and inguinal 
lymph nodes. She had noted for several years that 
the ingestion of a cocktail or any other alcoholic 
beverage would produce pain in the supraclavicular 
area. At the time of admission she was found to 
have, in addition to the lymphadenopathy de¬ 
scribed, involvement of the supraclavicular nodes 
and a bony defect in the upper portion of the 
sternum. The ingestion of alcohol would produce a 
severe sharp pain in the region of the bony defect 
and in the supraclavicular lymph nodes after a 
latent period of about 10 minutes. This would last 
for approximately 5 to 10 minutes. It could be re- 
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produced repeatedly by the administration of alco¬ 
hol. There was no radiation and it remained local¬ 
ized to these areas witliout being manifest in the 
cervical, axillary, or mediastinal regions. 

The second case was that of a 29-year-old male 
who had extensive involvement with Hodgkin’s dis¬ 
ease. Ten minutes after the ingestion of alcohol, this 
man became aware of the gradual onset of a dull 
aching pain over the cervical and axillary lymph 
nodes. This gradually increased in intensity, lasted 
for a period of 15 minutes, and then gradually dis¬ 
appeared. Again this symptom could be reproduced 
by the administration of alcohol at repeated inter¬ 
vals. 

The next two cases demonstrated a similar type of 
pain produced in two patients who had traumatic 
fractures and were admitted to the orthopedic 
service. The first of these was a 46-year-old female 
who had a traumatic fracture of the right humerus. 
This patient noted tlie gradual onset of a dull throb¬ 
bing pain at the site of fracture approximately 20 
minutes after the ingestion of alcohol. This would 
gradually increase in severity over the next 20 min¬ 
utes and then diminish and disappear. The usual 
duration of this symptom was about 30 minutes. The 
second case was that of a 29-year-old male who 
would develop a sudden severe pain at the site of 
his fracture 10 minutes after the ingestion of alco¬ 
hol. This was excruciating in nature, would last for 
5 or 10 minutes at this intensity, and would then 
gradually diminish. The duration of symptoms in 
this instance was 20 minutes. 

Another case was that of a 43-year-old female 
with staphylococcic osteomyelitis involving the left 
hip, right tibia, and fibula. She demonstrated the 
sudden development of a severe sharp pain in the 
involved areas which would last 10 to 15 minutes 
and abruptly disappear. 

The last case was that of a 44-year-old female 
who had extensive metastases from a carcinoma of 
the breast. This patient would note a stinging or at 
times a burning sensation in an axillary node which 
was invaded by an inflammatory metastatic process. 
This sensation would develop about one minute 
after the ingestion of alcohol and was of e.xtremely 
short duration. However, it would be reproduced 
by repeated administration of the preparation used 
in this study. The administration of orange juice 
alone failed to reproduce this symptom. 

Comment 

Several theories have been proposed to explain 
the phenomenon of alcohol-induced pain. Hoster 
suggests that edema of the site involved may be re¬ 
sponsible for the pain. However, de Winter re¬ 
ports a patient with an osseous lesion of Hodgkin’s 
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disease in the sacrococcygeal region who had relid 
of pain with hot baths. Since heat increases blooc 
flow and causes vasodilatation, it might be aspcdec 
on the basis of this theory to cause pain rather As 
to relieve it. Bichel and Bastrup-Madsentester 
seven vasodilators in patients svith Hodgkin’s dis 
ease and alcohol-induced pain. None of these vaso 
dilators (including glyceryl trinitrate ointment,to 
tamine, and nicotinic acid) could reproduce tbi 
symptom. Release of histamine at the site of Ai 
lesion has been suggested as a possible mechanisn 
by Burchell,'’ however, histamine failed to produo 
pain in the studies by Bichel and Bastrup-Madsa 
Gros " was able to alleviate the pain with antihista 
mines. This tends to support Justin’s " theor}' tba 
vasomotor changes of an allergic nature are respon 
sible. Dawe ■* points out that in many cases of A 
granulomatous type of Hodgkin’s disease the lesion 
show deposits of hyaline fibrous material aroun 
smaller arteries and nerves. Swelling, induced b 
alcohol, in this material or in the nen'e itself ma 
produce pain. It may be possible that alcohol ca 
induce swelling which heat alone cannot. Conn anu 
co-workers propose tliat the irritating effect of Ae 
alcohol itself may cause the pain. It is obvious Aat 
the mechanism is not clear. 

Clinical studies have demonstrated that this phe¬ 
nomenon is not specific for Hodgkin’s disease. Pa¬ 
tients with other malignancies or bone diseases may 
experience pain which is indistinguishable from 
that seen in Hodgkin’s disease after the ingestion 
or infusion of alcohol. 

At times tliis finding of alcohol-induced pain may 
be of clinical value. Reliable clinical reports have 
confirmed its presence in patients with Hodgkins 
disease, traumatic fracture, osteomj'elitis, carcinoma 
of the breast, thymus, and pancreas, acute pancre¬ 
atitis, acute lymphangitis, and sarcoidosis and by 
history (witliout confirmatory testing) in a caseo 
giant follicular lymphoma and in a patient svitb no 
demonstrable pathology.^' The basic examinationo 
such a patient should be directed to evaluate o 
presence or absence of these particular diseases- 

Hoster,^” de Winter,’" and Godden and co-work¬ 
ers have suggested that in patients with alco o 
induced pain as a result of Hodgkin’s disease t o 
relief of this symptom might be used as an in 
tion of successful palliative dierapy. In addition, ^ 
appearance of pain at a new site in such an indm 
ual after the ingestion of alcohol may indicate ne« 
areas of involvement not yet clinically 
the physician should be alerted to this possi <t)- 

In spite of these clinical implications, ° 
induced pain must be considered a nonspeciuc p 
nomenon occurring in a variety of diseases, 
of which may not yet be reported. 
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Summary 

Forty-eight cases of various lyi^es of lymphade- 
' nopathy, bony lesions, and malignancy have been 
studied for the presence of alcohol-induced pain. 
After tlie oral ingestion of alcohol, in two cases of 
• Hodgkin’s disease, three cases of bone disease, and 
- one case of metastatic carcinoma, this symptom was 
: I present. This demonstrates that this phenomenon is 
found in other diseases and that it is indistinguish¬ 
able from that seen in patients with Hodgkin’s dis- 
' ease. It should therefore not be used as a diagnostic 
aid for this condition. 

It does, however, have some clinical value in 
directing the physician to a consideration of the 
various diseases in which it has been reported. In 
patients with Hodgkin’s disease, this symptom when 
present may be of value in focusing early attention 
on new areas of involvement. 

3611 R St. N. W. (7) (Mr. Braun). 

This study was made under flie Cancer Chemotherapy 
Rese.areh Program, Dr. Bnice I. Slinider, Director, supported 
by a grant from the National Cancer Institute, National In¬ 
stitutes of Health, Public Health Service, Department of 
Health, Education, and M'elfarc. 
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I IPIDS IN THE BLOOD.—The lipids are for the most part insoluble in.water, 
. and in the blood they do not occur in tlie free state but are associated with 
^ each other and with proteins as complex water-soluble molecules (lipoproteins) 
and as emulsion particles (chylomicrons). In the post-absorptive state (a term used 
to define a state when neither absorption from the gut nor mobilization from the fat 
depots is occurring), tlie lipids in the plasma—fatty acids, triglycerides, phospholipids 
and cholesterol and its esters—are found in one or other of the two classes of lipopro¬ 
tein complexes known as the and Wipoproteins. These are maintained at a more 
or less steady concentration by processes which occur predominantly in the liver. 
Wlien absorption of a fatty meal occurs, additional lipid, almost entirely in the form 
of chylomicrons, enters the blood stream from tlie thoracic duct and causes a tran¬ 
sient increase in the concentration of total lipid. The chylomicrons consist predom¬ 
inantly of triglyceride, but they also contain a small proportion of cholesterol and 
phospholipid, and in the blood they are apparently stabilized by a surface layer of 
protein (Frazer, 1949; Robinson, 1955). The form in which fat is mobilized from 
the depots is less well defined; it may be partly as triglyceride in lipoproteins and 
chylomicrons or as unesterified fatty acid. The latter occurs in the blood as a soluble 
complex with the plasma albumin. In general, the removal of lipids from the blood 
is determined by the permeability of the blood capillary membrane to the various 
lipid complexes or to their lipid components. However, at certain sites, cells in con¬ 
tact with the blood, such as reticulo-endothelial cells or possibly hepatic parenchymal 
cells, may be able to take up lipids directly.—J. E. French, D.M., D.Phil., B. Morris, 
B.V.Sc., D.Phil., and D. S. Robinson, M.A., Ph.D., Removal of Lipids from the Blood 
Stream, British Medical Bulletin, September, 1958. 
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LOW-SODIUM DIETS-PHYSIOLOGICAL ADAPTATION AND CLINICAL 

USEFULNESS 

Thaddeus S. Danowski, M.D., Pittsburgh 


Meneely' and others have pointed out tliat the 
practice of adding sodium chloride to our diet is 
largely and perhaps entirely based on an acquired 
taste. It has been suggested that the use of salt as 
a condiment began after its introduction as a pre¬ 
servative of meats and other perishables. In the 
history of man, tliis event appears to have co¬ 
incided with the establishment of semipermanent 
abodes in contrast to the previous nomadic exist¬ 
ence. The evidence in support of this view is in¬ 
ferential and is based largely on the fact that the 
word for salt does not appear in the language of 
any tribe prior to the establishment of settlements. 
On the other hand, it should be pointed out that 
animals seek out springs which contain this salt. In 
the adult animal, at least, this may be presumed to 
be a matter of taste. 

Adjustments to Sodium Restriction 

Irrespective of whether man’s taste for sodium 
chloride meets a fundamental physiological need or 
is acquired, the fact remains that mammals possess 
an effective means of conserving sodium and chlo¬ 
ride during periods of total deprivation of these 
electrolytes. Thus, the institution of a sodium-free 
regimen promptly evokes a marked reduction in the 
renal output of this ion in die urine to levels ap¬ 
proximating zero ° and reduces the sodium content 
of sweat and saliva.'* These levels can then be em¬ 
ployed as a measure of the efficacy of sodium re¬ 
striction. This restriction even augments the already 
high tendency to absorb sodium from the portions 
of the gastrointestinal tract caudad to the stomach.'* 
This conservation is mediated largely and perhaps 
entirely through the adrenal cortex and particularly 
through the most potent of the sodium-conserving 
steroids, aldosterone. Other adrenocortical steroids 
may, however, play a role. Higher centers probably 
participate in this regulation in view of the demon¬ 
stration that some unidentified portion of the brain 
influences aldosterone output,” that, in occasional 
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cerebral disorders, sodium wastage occurs, and that 
antidiuretic hormone, under certain circumstances, 
exerts a natriuretic and chloruretic effect.” This 
last point is controversial, however, and requires 
various qualifications that are too extensive for 
inclusion in this review. 

Only a few observations concerning the effects 
of sodium restriction on body composition are avail¬ 
able, and their value is compromised by the usual 
limitations in such measurements and by the fact 
tliat the prolonged studies have been conducted 
only on ill patients.^ Under these conditions, a 
slight decrease in extracellular sodium and a dimi¬ 
nution of the extracellular space and the plasma 
volume usually occur. Many patients on a sodium- 
restricted regimen, and especially those on a rice 
diet, lose weight. This weight loss represents a de¬ 
crease in extracellular volume, a loss of body fat, 
and, at least in the initial phases of the use of such 
diets limited in protein, a loss of body protein. 

Clinical Use of Sodium-Restricted Regimens 

In Congestive Heart Failure.—For at least a half- 
century,® the recognition of a diminished ability to 
excrete ingested sodium in congestive heart failure 
has provided a natural basis for sodium restriction 
in the prevention and treatment of edema. The 
once lively controversy as to whether such limita¬ 
tions in sodium output are the result of diminished 
filtration or increased tubular reabsorption of so¬ 
dium has quieted down with the demonstration 
that both factors may be operative,® and it is now 
succinctly summarized in the phrase “glomerular- 
tubular imbalance.” The practical issue remains. 
When and to what degree must sodium restriction 
be practiced? It seems wise to institute a diet lo'V 
in sodium in all cases of congestive heart failure, 
prophylactically if for no other reason, even 
effective control of edema may be achieved } 
diminishing physical activity, by administering mS' 
italis and diuretics, and by related measures tba 
correct the fundamental defect in congestive fa 
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lire, that is, the disparity between tlie needs of the 
tissues and the ability of the bcart and circulation 
to meet these needs. The degree of restriction can 
be modified in time, however, in accord with the 
effectiveness of the other variables in the treatment 
program. In some patients a diet containing 800 
mg. of sodium may suffice. In others, rigid restric¬ 
tion to 30 or 50 mg. of sodium fails to control or 
correct an increasing edema. 

Ill Cirrhosis iciih Ascites with or without Edema. 
—Similarly, in cirrhosis with ascites and peripheral 
edema, the degree of sodium interdiction that is 
necessary is determined by the effectiveness of 
other measures designed to improve the renal out¬ 
put of this ion. Thus, replenishment of circulat¬ 
ing colloid by plasma, human serum albumin, or 
plasma substitutes may induce a diuresis. Relief of 
increased intra-abdominal pressure by abdominal 
paracentesis or diuretics can diminish the tendency 
to reaccumulate sodium excesses in some patients. 
In others, none of these measures proves effective 
unless improvement in the underlying hepatic dis¬ 
order is achieved.’" 

Ill Renal Diseases loith Edenm.—Whenever 
weight gain, pitting edema, or hypertension are 
present in acute glomerulonephritis, it is wise to 
restrict sodium as much as irossible. The need for 
absolute interdiction appears less clear in the 
milder attacks when it is remembered that patients 
can pass through the entire episode without recog¬ 
nizable symptoms or signs. However, since the 
dangers of unrestricted sodium intake are definite 
in certain patients (hypertension, convulsions, ac¬ 
tual or simulated congestive failure, and pulmonary 
edema"), it is best to practice salt restriction in 
all patients, irrespective of the severity of the 
attack. 

In subacute glomerulonephritis characterized by 
a nephrotic syndrome witli anasarca, only a minor¬ 
ity of the patients control their edema on sodium 
restriction alone, but if restriction is not practiced 
routinely, the degree of edema increases. In some 
of these patients, however, cancellation of the low 
serum albumin values alone may produce a 
diuresis.’" 

In chronic nephritis, most patients show no clini¬ 
cally significant ability to dispose of sodium loads.” 
In view of this fact, the question of sodium re¬ 
striction as a prophylactic measure in all cases of 
chronic nephritis is difficult to answer categorically. 
Opinions vary concerning the possible adverse 
effects of sodium restriction upon renal function. It 
is true that decreases in effective renal blood flow, 
in glomerular filtration, and in maximum tubular 
function are often recorded during the low-sodium 
and protein-adequate regimens, but, in the experi¬ 
ence of Page and Corcoran ’■* and of others, these 
are usually not of clinical significance. It is our 
custom to advise patients with chronic renal dis¬ 
ease who have no edema to decrease sodium intake 


by avoiding high-salt foods and to employ salt 
substitutes as condiments. In some patients udth 
severe hypertension, more rigid sodium restriction 
is prescribed, in the hope that the course of the 
vascular component of the disease xvill be re¬ 
tarded.’'* If the renal failure is accentuated, the 
patient is returned to a more liberal ration of 
sodium. The rare, true sodium-waster should, 
however, be kept in mind in limiting sodium intake 
in any patient with renal disease. Once edema 
appears, salt-losing nephritis can be discarded as 
a jiossibility. 

In Treatment of Hypertension.—The advent of 
effective antihypertensive drugs has decreased tire 
interest in, and the use of, low-sodium regimens in 
the therapy of hypertension. However, in a minority 
of patients with blood pressure elevations, restric¬ 
tion of tlie sodium intake to 200 mg. per day or 
less is followed by a decrease in readings toward or 
to normal.'■* The program should be followed for 
four to six weeks before deciding that the patient 
will not respond. 

In Toxemia of Pregnoncy.—Though detailed ob¬ 
servations on body fluid changes in normal preg¬ 
nancy and in toxemia that are based on the newer 
techniques are just beginning to accumulate, they 
support the rationale of the time-honored restriction 
of sodium in any pregnant woman who develops 
hypertension, proteinuria, or edema. Irrespective of 
whether tliese clinical manifestations in a particular 
patient represent toxemia or some other incidental 
form of cardiovascular-renal disease such as glomer¬ 
ulonephritis, a low-sodium diet is proper therapy. 
General application of this view undoubtedly 
played a major role in decreasing the incidence of 
to.xemia of pregnancy. 

In Low-Salt Syndromes.—Some comments are in 
order concerning particularly troublesome forms of 
the low-salt syndrome, that is, the presence of con¬ 
gestive heart failure, cirrhosis, or renal disease in 
the hyponatremic edematous patient. The whole 
subject of low-sodium syndromes and their rela¬ 
tion to sodium restriction has been discussed else¬ 
where,’" and at this time it will suffice to point out 
that these patients are usually not sodium-depleted. 
Their total sodium stores are actually increased, 
and sodium administration fails to restore the con¬ 
centrations of sodium in the blood to normal and 
ultimately only aggravates the edema. Occasionally, 
an element of sodium depletion may be superim¬ 
posed upon this form of hyponatremia. Tliis seem¬ 
ing contradiction is resolved if it is recalled that 
these instances of hyponatremia fall into the so- 
called new steady state category. Alterations in the 
volume, composition, and distribution of water and 
sodium, either as a result of the underlying disease 
or possibly the therapy, are perpetuated by a new 
setting or a relative inefficiency of the homeostatic 
mechanisms. Sodium restriction, except as a measure 
that prevents further accumulations, is invariably 
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ineffective. The verj’ low concentrations of sodium 
in the urine, even before the institution of sodium 
restriction, are in keeping wth the high output of 
“sodium retaining factor” that is largely or entirely 
aldosterone.'® Even if the entire intake of sodium 
is cut off, a diuresis does not occur. Occasionally a 

Table 1.—Sample Diet'' Containing SO Mg. of Sodium 


Breakfast 
Orange juice 
Oatmeal 
Toast, unsalted 
Butter, imsalted 
Sodium-free milk 
Casec 

Subtotal 
Dinner 
Potatoes 
Green beans 
Bread 
Butter 

Sodium-free milk 
Coca-cola 
Tomato salad 
Orange 
Canned peach 
Casec 

Subtotal 
Supper 
Bean soup 
Macaroni 
Bread 
Butter 

Sodium-free milk 
Coca-cola 
Green peppers 

Cuawnber 
Banana 
Pears, raw 
Casec 

Subtotal 

Total 

mEq. 


A- Pro- 
mount, tein. Fat, 
Gm. Gm. Gm. 


100 



100 

0 


25 

2 


10 


10 

240 

S 

10 

15 

13.2 

0.3 


25.2 

20.3 

300 

6 


100 

1 


25 

o 


30 


30 

aio 

s 

10 

120 



50 



100 



100 



15 

13.2 

0.3 


S0.2 

40.3 

300 

5 


300 

19.5 

1.9 

2o 

2 


10 


10 

240 

S 

10 

120 



ns 

desired 



50 



100 



100 



15 

13.2 

0.3 


47.7 

22.2 


103.1 

82.8 


Car¬ 

bohy¬ 

drate, 

Gm. 

So¬ 

dium, 

Mg. 

Potas- 

shun. 

Mg. 

10 

0.5 

100 

15 

2.0 

170 

15 

1.0 

18 


0.5 

0.4 

12 

6.0 

320 


3.0 


52 

12.0 

69S.4 

45 

2.4 

1,230 

3 

0.9 

300 

15 

1.0 

18 


1.5 

1.2 

12 

6.0 

320 

U.4 

1.2 

C2 


1.5 

115 

10 

0.3 

170 

20 

5.0 

31 


3.0 


110.4 

22.8 

2 247.2 

15 

1.0 

1,300 

114 

1.5 

240 

15 

1,0 

18 


0.5 

0.4 

12 

C.O 

320 

11.4 

1.2 

62 


0.5 

115 

20 

0.5 

420 

15.S 

2.0 

JOO 


3.0 


203.2 

17.2 

2,575.4 

371.0 

52.0 

2,2 

5.521 

141,5 


Supplemented with iron and vitamins and containing 2,(H4 calories. 


patient will respond to expansion of the plasma 
volume uddr colloids, and it has been suggested 
that restriction of water intake is beneficial. All 
attempts should be made to correct the underlying 
disease of the heart, liver, or kidney. No great 
amount of hope in sodium restriction is justified, 
and the prognosis for these patients as a group is 
-poor; in our experience one-third to one-half die.'® 
During Adrenocortical Steroid Therapy.—Diets 
extremely low in sodium (30 to 50 mg.) are com¬ 
pletely effectir'e in preventing the sodium accumu¬ 
lation that accompanies the use of corticotropin 
(ACTH), cortisone, and hydrocortisone.'^ As a 
matter of fact, in preWously edematous patients a 
diuresis may occur during the course of such treat¬ 
ment. In our e.xperience, such diets are well toler¬ 
ated by children, and hospitalized adults abide by 
the regimen wthout undue distress for months. 
Such marked sodium restriction does not prevent 
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the steroid-induced rise in blood pressure obsen’ed 
in some three-quarters of such patients, nor does 
it cancel the tendency to hypokalemia and alblo- 
sis.® Potassium supplementation is usually not neces¬ 
sary, since the low-sodium diets already contain 
some 150 mEq. of this ion. 

Practicalities and Hazards of Low-Sodium Diets 

Tables 1, 2, 3, and 4 indicate constituents that 
may be included in diets containing 30, 50, and 
200 mg. of sodium.® Though expressed as sodium 
chloride, the actual chloride content of these diets 
is not known. Tire acceptability of such diets is 
largely dependent on the benefits they confer on 
the patient, on tire ingenuit)' of the dietitian or 
housewife, and on the use of sodium chloride sub¬ 
stitutes. A number of useful volumes on low-sodium 
cookery are available for this purpose. If salt 
substitutes are used in conjunction with diets 
limited in sodium, their composition should be 
scrutinized when potassium restriction is also neces¬ 
sary. Iron and vitamins must be included in ail 
these regimens if low-sodium diets are to be used 
for more tlran a few days. 

The rice diet introduced by Kempner" or a 
low-sodium, dialyzed milk formula fortified witli 
carbohydrate may also be used for purposes of 
sodium restriction.® The rice diet is low in protein 
(25 Gm.), but this quantity permits attainment of 
nitrogen balance. Monotony, however, is a major 
problem with both of tliese regimens. 

In some patients, the sodium content of the diet 
may be liberalized somewhat by intermittent use 
of diuretics and by prescribing tlie acidifying 


Table 2,-~Other Constituents Used in a Diet,® Conifli'iifip 
50 Mg. of Sodium 

Beverage.Coca-cola, fmit juices, ?odium-freo dialyzed inilL 

water 

fCooked: Cream of wheat (plain), corn meal, oah 


Fruit 


Dry: 

Fresh: 

Canned: 


Cereal.{ (rolled), Ral.‘?ton, 'Wheatena 

Puffed rice, puffed wheat, shredded ffheai 
Any fresh fmit except cantaloupe 
Applesauce, apricots, cherries, greFN 
peaches, pears, pineapple, pnines, oscf-, 
figs (raw or canned), lemon juice 

Vegetable .Asparagus (fresh or frozen), beans (dry, 

or frozen green, fresh lima, soy), com on coo ures 
cranberries, cucumbers, eggplant, lentils, lettuce, u 
ions, pens (fresh), peppers (green), potntoe>. torn 
toes, rice 

Miscellaneous....Bread (unsalted), butter (unsalted), casec.ctoj®?® ’ 
cloves, cocoa (American process), coconut . 
unsalted). cornstarch, flour, honey, jelly, ma . 
roni, mustard, Necco wafers, nuts (unsalted), P 
butter (unsalted), pepper (black), popped com ( 
salted), vinegar, spaghetti, Spry, sugar 

•Variety has been added to diet by use of readily 
tary handbooks describing use of protein supplements mouineu, 
necessary, by eliminating those ingredients that would 
content of diet above 50 mg. All foods to be cooked without ao 
of salt. Diet must be supplemented with iron and vitamins. 


forms of the cation exchange resins. The latter 
should be given in dosages of 40 to 60 Gm. each 
day for several days at a time, the potassium- 
containing form should be avoided if potassium 
accumulation is a problem.'® The ammonium typ®) 
should not be employed in patients on the verge o 
hepatic coma. 
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Tile chief luizarcl of .sodium-re.striclcd dict.s is 
the depletion of the sodium ion. Depletion may 
occur abruptly as a consequence of cxtrarenal losses 
of this ion in diarrhea, vomiting, other gastrointesti¬ 
nal drainage, or sweating. Circulatory collapse or 
water into.vication with convulsions may then re¬ 
sult. Under such circumstances, the regimen should 
be discontinued immediatclj’ and sodium salts and 
plasma or plasma substitutes administered. In addi¬ 
tion, patients on e.xchange resins may develop 
potassium depletion and deficits of multivalent 
cations sucb as calcium and iron.'® This can be 
avoided by interrupted programs of administration. 

Summary and Conclusions 

In any patient with edema, the therapeutic goal 
is the attainment of a negative balance of sodium 
chloride and xs'ater. Regimens restricted in sodium 
either in the form of the rice diet, dialyzed milk 
formulas, or diets containing 30, .50, 200, or 800 mg. 
of sodium chloride often result in a diuresis in 
patients with congestive heart failure, cirrhosis, 
renal failure, or toxemia of pregnancy. In prolonged 
usage, sodium-restricted diets are monotonous and 
prove burdensome. It should be remembered that 
some patients respond to slight or moderate sodium- 
restricted diets, especially if the underlying cause 
can be corrected. Cation exchange resins in the 
appropriate cycle and diuretics may prove to be 
effective adjuvants in such patients. 


Table 3.—Diet" Containing 200 Mg. of Sodium 


Beverage,.... 

Bread.. 

Cereal.. 

Fat. 

Fruit. 

Meat or 
alternate t.. 

Potato or 
alternate.... 
Seasoning... 

Soup. 

Dessert...... 

Sweets. 

Vegetable... 


.Low'sodium inllk (2 cups), tea, fruit juice. Coca-cola, 
cocoa (American process) made with low-sodium milk 
or water 

.Yenst bread or rolls made without .«alt or milk, as 
desired 

.Cooked, without salt, as desired; pufTcd wheat, puffed 
rice, shredded wheat 
.Any unsnltcd fat, ns tlc.'siretl 

.As desired (limit cantaloupe and dried flgs to 1 serv¬ 
ing) 

• Kgg (limit to 1 a day), meat or fish (.> oz. cooked 
weight), any fresh meat (except kidney, liver), any 
fowl, any fresh fl&h, oystor.s 

.As desired 
.Any except salt 

• Cream soups, made from allowed foods 

.Made from allowed foods, such as unsaltcd fruit pic, 
fruit tapioca, cornstarch pudding 
•Jam, jelly, honey, maple siruj), white sugar, as de¬ 
sired 

.1 cup of fresh or frozen or canned without salt; u*^- 
paragus, green beans, wax beans, lima licans (fresh),J 
navy beans, peas (fresh),t tomatoes, soy beans, broc¬ 
coli, Brussels sprouts, cabbage, carrots, cauliflower, 
rutabagas, turnips, parsley, cowpeas, eggplant, en¬ 
dive, lentils (dry), squash, corn, lettuce, parsnips 


* No salt, soda, or baking powder used in the preparation of any 
foods. 

t No meat juices, broths, or gravies are to l)e used. 

♦ Frozen limn beans and peas are salted. 


There exists, however, a group of edematous 
patients with low levels of sodium in tlieir serum 
in whom none of these measures proves effective. 
In these forms of the low-salt syndrome, the mech¬ 
anisms regulating die concentration, volume, and 
distribution of body fluids are operating at new 


settings, or homeostasis is disturbed. These have 
been called “new steady states.” The edema does 
not respond to sodium restriction, because the renal 
conservation of filtered sodium is virtually complete 
as a result of increased amounts of sodium-retaining 


Table 4.—Sample Diet" Containing 30 Mg. of Sodium 



A- 

Pro¬ 


Car¬ 

bohy¬ 

So¬ 

Potas¬ 


mount, 

tein, 

Fat, 

drate, 

dium, 

sium, 


(4m. 

Gm. 

Gm. 

Gm. 

Mg. 

Mg. 

Hrvakfuiit 

Orange juice 

00 



.5 

0.25 

o.> 

Oatmeal 

00 

1 


7.5 

0.5 

So 

Toast, unsalted 

12.5 

1 


7.5 

0.5 

9 

Butter, tmsalted 

.5 


5 


0.25 

0.2 

8o<lium-{rec milk 

140 

4 

.0 

G 

.1.0 

160 

C’ascc 

10 

8.S 

0.2 


1.0 


Subtotal 


It 8 

10.2 

2G.0 

5.50 

340.2 

Dinner 

Potatoes 

ino 

2 


15 

0.8 

410 

Green beans 

50 

1 


1.5 

0.45 

150 

Bread 

25 

2 


15.0 

1.0 

18 

Butter 

20 


20 


1.0 

0.8 

Sodium-free milk 

240 

8 

10 

12.0 

6.0 

320 

Coca-cola 

120 



11.4 

1.2 

52 

Tomato salad 

50 


... 


1.5 

115 

Orange 

100 

... 


10.0 

0.3 

170 

Cascc 

5 

4.4 

0.1 


1.0 


Subtotal 


17.4 

30.1 

Oi.o 

13.25 

1.245.8 

Supper 

Bean soup 

100 

1.2 


5 

0.3 

433 

Macaroni 

100 

9.S 

0.8 

57 

0.7 

120 

Bread 

25 

2.0 


15 

1.0 

18 

Butter 

10 


ID 


0.5 

0.4 

Sodium-free milk 

120 

4 

5 

(! 

3.0 

100 

Coca-cola 

CO 



5.7 

O.G 

31 

Green peppers 

as 

ric.^ired 





... 

Cucumbe) 

50 




0.5 

115 

Pears, raw 

50 



7.0 

2.0 

100 

Cascc 

10 

8.8 

0.2 


2.0 


Subtotal 


25.8 

IC.O 

tiG.C 

ID.C 

ott!! 

Total 

inEq. 


5S.0 

5*).3 

187.5 

29.35 

1.3 

2.572.4 

C6 


* Supplemented with iron and vitamins and containing 1,490 calorie^. 


factors that consist largely or entirely of die 
mineral-regulating adrenocortical steroid, aldo¬ 
sterone. In such padents, the concentration of 
sodium cannot be returned to normal by sodium 
administration. The chief therapeutic attack should 
be directed at the underlying disease of the heart, 
liver, or kidney. In some patients, however, ex¬ 
pansion of the plasma volume may control the 
edema, and it has been suggested that water re¬ 
striction may be of benefit. 

Rigidly restricted diets may prove beneficial in 
the control of hypertension, though antiliyperten- 
sive drugs are more effective in diis regard. Sodium- 
restricted diets are also beneficial as a prophylaxis 
in patients prone to develop edema, as in pregnancy 
or in those receiving adrenocortical steroids or 
other agents that lead to sodium retention. 

The hazards of sodium restriction are those of 
sodium depletion, usually via extrarenal routes, 
with circulatory collapse, renal failure, and a tend¬ 
ency to convulsions resulting from the attendant 
hyponatremia. The clinician must be alert to the 
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premonitory signs of the salt depletion type of low- 
salt sjmdrome. These may consist of mental changes 
such as confusion, decreases in urine output, or 
a rising level of blood nonprotein nitrogen or blood 
urea nitrogen. 

The effectiveness of a sodium-restricted regimen 
may be judged by the patient’s responses, such as 
diuresis, weight loss, decrease in edema, or im¬ 
provement in clinical status; however, the failure 
to observe any of these changes does not necessarily 
mean the patient is not following the diet 
assiduously. Measurements of urinary sodium out¬ 
put may detect incomplete adherence in those pa¬ 
tients in whom secondary aldosteronism is not pro¬ 
nounced. The use of low-sodium diets requires a 
definition of the mechanisms operative in any 
particular instance of edema, an appropriate degree 
of sodium restriction, the use of adjuvants such as 
exchange resins and diuretics, and an awareness of 
the adverse effects of sodium depletion. 
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T he CAROTID SINUS.—Tire carotid sinus is a bulbous dilation of the first 
portion of the internal carotid artery. The tunica adventitia of the sinus is 
thicker than the tunica adventitia of the rest of the artery, and contains spe¬ 
cial nerve cells or "nerve receptors” situated between the layers of collagen. Pres¬ 
sure-sensitive fibers of the glossopharyngeal ("nerve of Hering”), hypoglossal, vagal, 
and cervical sympathetic nerves are generally believed to carry afferent impulses to 
the vasomotor and cardio-inhibitory centers in the reticular formation of the medulla. 
From here the impulse traverses the centra] synapses and, after crossing, passes 
contralaterally as a motor impulse toward the periphery through widespread auto¬ 
nomic nerve pathways, namely the vagus, the sympathetics, and the cental motor 
pathways. The type of response, therefore, depends primarily on the direction of 
the motor responses induced. Normally, the carotid sinus is concerned with regula¬ 
tion of blood pressure and cardiac rate, and mechanical pressure will cause slight 
slowing of pulse with concomitant slight fall in blood pressure. In patients in whom 
the carotid sinus refle.x mechanism is abnormally sensitive, however, mechanical 
stimulation produces marked symptoms—R. E. Roscoe, M.D., C. P. Faller, M.D., 
and K. E. Quickel, M.D., The Treatment of the Carotid Sinus Syndrome, The Amer¬ 
ican Journal of Cardiology, September, 1958. 
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MEDICINE 
AT WORK 



• Doctors Aid Book-Learning 

• 5 Health Groups with 1 Aim 

• Planning Indigent Care 

• Case of the Vanishing Rent 

• Christmas Giving Via AMEF 

• Quiz 10,000 Lawyers 

• Study Mobile Health Units 


Coffins, Costs, and Cave 

“I think one reason hospital costs 
are going up and have gone up is 
tliat the patient now conies out on 
his own two feet, instead of in a 
coffin.” 

That is the opinion of U. S. Con¬ 
gressman Tliomas B. Curtis of Mis¬ 
souri. He goes on to say, “People 
get an awful lot more for one dol¬ 
lar of medical and hospital care 
today than they ever got before.” 
Curtis heliexes that the increased 
cost of living today indicates, in 
many cases, an increase in the qual¬ 
ity and standard of living. Among 
these increases are better medical 
care and longer life. 

These same years of added life, 
however, are levying a tax of infla¬ 
tion on America’s older citizens, 
thus creati]ig an economic problem, 
the Congressman said. His sug¬ 
gested solution; Modern nursing 
homes which can care for the aged 
• at a reduced rate. 

Government, Curtis said, will 
always play an active role in solving 
social-problems, but he stresses the 
individual’s role in bringing about 
improvements and he urges medi¬ 
cine to take an interest in govern¬ 
mental activities at the “grass roots” 
level. 

In a final word of advice to phy¬ 
sicians assembled at the A. M. A.’s 
recent PR Institute, Curtis said: 
“Keep a broad outlook, get the 
word out on specific issues, and 
give Congressmen the benefit of 
your beliefs and honest debate.” 


Doctors Start Acting to Foster 
Scholarship Among Teenagers 

Academic achievement has become a national resource—and physicians 
of at least one county medical society are putting those words into action. 

Within a few weeks, thanks to leadership by members of die Adams 
County Medical Society at Quincy, 111., another incentive to improved high 
school scholarship in that community will be established. The first annual 
cash awards of $100 each and engraved gold keys will be presented to 
the boy and the girl who earned the highest grades—with emphasis on aca¬ 
demic subjects—during the past year in the sLx high schools of Quincy 
and Adams county. 

This so-c,alled Doctor’s Plan of awards, made possible by an anonymous 
Quincy physician, is the latest of several steps taken under medical society 
initiative in recent years to counteract a public school tendency of pro¬ 
moting sports and extracurricular activities at the expense of book learn¬ 
ing. The growing movement in Illinois was inspired by a group of Fort 
Dodge, Iowa, physicians who launched a campaign in 1954 "to promote 
and popularize scholarships as the principal objective of schools." Those 
doctors created the Fort Dodge Foundation for Academic Achievement, 
which honors top scholars of the community’s two high schools at a ban¬ 
quet each spring. 

Two years after the successful Fort Dodge effort began, the Kiwanis 
Club of Quincy (which has nine physician members) and the club’s Swan- 
berg Kiwanis Foundation (brain child of Dr. Harold Swanberg, a radiol¬ 
ogist in die community) organized the Quincy Major Learning Program— 
“dedicated to a college education for every talented high school graduate 
of Quincy and Adams county.” The president of the foundation is Dr. 
Warren F. Pearce, an internist. 

Through the spoken and tlie written word, tliat program is hammering 
home the point that a "crisis in education” (see box) could cause this 
nation to lose “the cold war of the classrooms.” Physicians, teachers, 
businessmen, parents, local government officials, Kiwanis Club members 
in many fields of endeavor—all have been intent upon doing everything 
possible to identify superior and talented high school students and to 
guide and motivate them to secure a college education. All have been 
emphasizing the fact that presently half of this nation’s brightest high 
school students do not go to college. Those were the words and aims in 
Quincy. So far, these are the actions, too: 

—Tlie Adams County Medical Society has established annual awards 
of certificates for up to 10% of the boys and 10% of the girls of local high 



Fig. 1.—These students, competing for college scholarships in Illinois, per¬ 
sonify the successful efforts of many individuals and groups—including physi¬ 
cians and their medical societies—to promote academic achievement as a higher 
priority goal for teenagers. 
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What Others Say About Our “Crisis in Education” 

“In [Soviet] education the spirit is a race for knowledge, for supremacy in a way of life and world 
leadership. They are convinced that time is on their side and they can win world supremacy through 
education and hard work. We as a nation cannot afford to disregard the challenge imposed upon us 
by the Russian race for knowledge.” _Dr. Lawrence G. Derthick, U. S. Commissioner of Education 

“There is no substitute, in preparatory education, for the rigorous study of fundamentals in mathe¬ 
matics, English, a foreign language, science, history and social studies.” 

—Dr. Milton Eisenhower, President of Johns Hopkins University 

“Every [high school] student must take four years of English, four years of social studies, hvo 
years of mathematics, two years of science.” 

—Dr. James B. Conant, former President of Harvard UniversiW 

“English, foreign languages, science, mathematics, and history are the things that every high school 
student needs. All of us have to live in a modern world where things are fundamental. All are citi¬ 
zens and must use intelligence in making decisions, otherwise the nation is headed for disaster.” 

—Dr. Arthur Bestor, Professor of History, University of Illinois 


school graduating classes who achieve highest 
grades (with emphasis on performance in academic 
subjects). The certificates are presented at joint 
luncheon meetings given by the medical society 
and the Kiwanis Club. 

—Last summer 82 local high school teachers at¬ 
tended workshop sessions on guidance counselling, 
conducted by Western Illinois University and fi¬ 
nanced by grants from the Quincy Board of Educa¬ 
tion and the Swanberg Collegiate Educational 
Fund of the American Medical Writers’ Association. 

—Scholarship opportunities, particularly tliose of¬ 
fered by the State of Illinois (fig. 1) have been 
publicized broadly in the Quincy area as added 
incentives to academic achievement. Last month 
the Quincy Major Learning Program scheduled 
four television, school, and luncheon meeting talks 
in Quincy for the associate director of the Illinois 
State Scholarship Commission. 

—Literature on scholastic incentives and current 
scholarship opportunities is being sent free of 
charge to parents in Adams county and to high 
school students. 

—Local high school seniors who score high in 
National Merit Scholarship tests are praised in 
published items, such as one distributed last month 
under the headline “Quincy Is Proud of Four 
Quincy Senior High School Seniors.” 

—A program is under way to acquaint other 
county medical societies and community organiza¬ 
tions with the great public service potential of proj¬ 
ects similar to the ones in Fort Dodge and Quincy. 
Under this program, for example. Dr. Swanberg is 
scheduled to address a group of community lead¬ 
ers in KirksviUe, Mo., later this month (Dec. 18). 
In addition, an exhibit of the Quincy Major Learn¬ 
ing Program has been shown before several local 


and national Kiwanis groups, the Illinois State 
Medical Society, the Mississippi Valley Medical 
Society, the American Medical Writers’ Association, 
and other organizations. 

The Broader Picttire 


Already, these activities sparked by physicians in 
Iowa and Illinois are being reinforced on a national 
scale. Last March, for e,\ample, the Commission on 
Research and Service of the accrediting North Cen¬ 
tral Association of Colleges and Secondary Schools 
received a grant of $174,000 from the Carnegie 
Corporation of New York to conduct a two-year 
research project whose purpose is identical to that 
of the pioneering medical society efforts: “To find, 
develop, and implement procedures and programs 
in secondary schools which will identify, guide, and 
motivate as many' as possible of the superior and 
talented students in all fields of learning to desire^ 
plan for, and acquire a thorough college education. 

Meanwhile, phy'sician concern generally in pub¬ 
lic school education is rising on an individual basis 
throughout the nation. This is shown in the latest 
biennial survey report of the A. M. A. Council on 
Medical Service, which indicates that more and 
more physicians are serving on their local school 
boards. Such community service, of course, is both 
typical and traditional for the medical profession 
(see Medicine at Work, The Joubnal, March 16. 
1957). 

All this is gratifying to Dr. Swanberg. He says. 
“What a wonderful achievement it would be for 
the nation if county medical societies all over the 
country would give high school academic scholar¬ 
ship awards. How well we succeed in educating 
each child to the maximum of his inherent poten¬ 
tial will ultimately determine his fate and our osvn. 
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Committee on Indigent Care 
Plans Study of State Programs 

How well are tlie personal health needs of the 
■ indigent and medically indigent being met in your 
state? Is there an adequate plan for provision of 
indigent care, or does it depend in great measure 
on the charitable impulses of pln'sicians? 

These are the kinds of questions the A. M. A. 
Committee on Indigent Care of tlie Council on 
' Medical Service will be asking eonstituent soeieties 
early next year in an effort to up-date its continuing 
study of indigent medical care plans begun in 1951. 
Di.icussion of the proposed questionnaire took place 
at a Committee meeting in Chicago Nov. 2. In 1955, 
the Committee published case studies of indigent 
care operations in IS communities selected to indi¬ 
cate variations in approach and medical society 
participation. 

In 1956, the House of Delegates adopted the 
Committee’s “Guides for Medical Societies in De¬ 
veloping Plans for Tax-Supported Personal Health 
Services for the Needy.” How well these guides 
are understood and how widely they are being 
used are two areas the new study will cover. 

First recipients of the questionnaire will be 
Committee members who expect to gain insight 
into the problem by studying the situation in their 
own states. Field studies of selected areas may 
begin next spring. 

Bill for Indigent Care Anyway? 

“Physicians should always bill for indigent care 
services, even if they do not exjiect payment, be¬ 
cause not to do so is .to give public agencies sup¬ 
porting such services an untrue picture of the cost 
of such care.” 

This opinion ^^'as expressed recently by a par¬ 
ticipant at a meeting of the A. M. A. Committee on 
Indigent Care. “Agencies charged with providing 
medical care for the indigent balk at the cost of 
providing Blue Cross, Blue Shield, or other kinds 
of prepayment plans on the ground that present 
methods of providing medical care are cheaper,” he 
said. “They aren’t really cheaper, they just appear 
to be because many physicians do not bill for serv¬ 
ices they perform for indigent patients.” 

Cliainnan of the Committee on Indigent Care of tlie 
Council on Medical Service is Dr. John F. Burton of 
Oklahoma City. Other members are Drs. A. J. Bowles 
of Seattle; I. Jay Brightinan of Albany, N. Y.; E. P. 
Coleman of Canton, Ill.; Wesley W. Hall of Reno, 
Nev.; E. A. Ockuly of Toledo, Ohio; and Dean W. 
Roberts of Chicago. Consultants are Mr. R. M. Hilliard 
of Chicago and Mr. Nelson B. Neff of Reno. Mr. 
George W. Cooley is Staff Secretary. 
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Five U. S. population centers are known to 
have central information and referral services for 
the chronically ill, and the Committee on Indigent 
Care plans to publish a report on their history, 
administration, operation, and services later this 
winter. 

The five are located in Chicago, Milwaukee, 
Cleveland, San Francisco, and Essex County, N. J. 
These organizations assemble, study, and make 
available information on existing resources and 
facilities for the chronically ill. They also have 
the potential for determining unmet needs, devel¬ 
oping coordinated programs, and assisting others 
in planning facilities and programs. 


Planning for Indigent Care Is 
Obligation of Local Societies 

“The medical profession should guide the de¬ 
velopment and operation of the medical aspects of 
[indigent care] programs to assure their remaining 
within proper bounds,” the Committee on Indigent 
Care stated this week in its annual report submitted 
at the Clinical Meeting in Minneapolis. 

To accomplish this, the Committee again urges 
that state and county medical societies take an ac¬ 
tive part in the planning and operation of such 
programs. Its report states: “The Committee plans 
to gear its future activities to the needs of the vari¬ 
ous states, providing them with necessary informa¬ 
tion on laws end existing programs, advice, and 
consultation when requested.” 

The Committee is planning more meetings, simi¬ 
lar to those offered in the past, at which representa¬ 
tives of state societies will gather to compare and 
perhaps work out their problems together with the 
Committee and federal bureau help. Several state 
associations, according to the Committee, have 
taken an active part “not only in planning indigent 
medical care programs, but even in stimulating 
legislatures and governmental officials to undertake 
the study of state needs and facilities, preparatory 
to such programs.” 

“The Committee feels that there will be a con¬ 
tinually increasing interest in medical services in 
welfare programs,” the report continues. “It be¬ 
hooves medicine to work with welfare agencies and 
to see to it that proper and adequate programs are 
developed. 

“This recommendation does not apply only to 
those areas where the medical profession receives 
payment from public funds. Even when the physi¬ 
cians’ services are provided through the charity of 
the individual physician in his office or while he is 
on staff service at the local hospital, the medical 
society should still maintain an active interest in 
the goals, the methods, and the operation of the 
over-all medical care program.” 




Five Health Groups with One 
Aim—Improve Patient Care 

\^''hat are some of the problems which arise when 
a New Yorker is moved from a hospital to a con¬ 
valescent home? How might properly-worded book¬ 
lets help disturbed patients in South Dakota adjust 
themselves to hospital routines? How many Rhode 
Island patients will benefit from knowledge gained 
by physicians, nurses, and hospital administrators 
at joint conferences on infections and on rehabilita¬ 
tion techniques? 

These and related questions are being answered 
daily through the activities of special committees 
in hundreds of hospitals throughout the nation. A 
pioneer in this movement is the lO-year-old Na¬ 
tional Joint Commission for the Improvement of 
the Care of the Patient, which met several weeks 
ago in New York City to review achievements of 
similar commissions in 25 states, to elect officers, 
and to discuss such matters as development of hos¬ 
pital administrators, legal liability in hospitals, and 
medical house staff orientation. Named chairman 
for the coming year was Rev. John J. Flanagan, 
S. J., executive director of the Catholic Hospital 
Association. Elected as A. M. A. representative to 
the commission’s executive committee was Dr. 
Cleon Nafe of Indianapolis, a member of the 
A. M. A. Board of Trustees. Miss Margaret Giffin, 
director of hospital nursing for the National League 
For Nursing, was reelected secretary. 

The National Joint Commission was created in 
1948 as the result of an A. M. A. House of Dele¬ 
gates report. It is organized on the belief that pro¬ 
fessional people whose work is interrelated and 
mutually dependent can serve the patient more 
effectively when there is opportunity for coopera¬ 
tive planning, free discussion of problems, and 
evaluation of eoordinated activities. These joint 
groups at the national, state, and hospital levels are 
designed to be advisory only—neither legislative nor 
setting policy for the parent organization. Members 
of the National Joint Commission represent the 
American Hospital Association, the American Medi¬ 
cal Association, the American Nurses’ Association, 
the National League for Nursing, and tlie National 
Federation of Licensed Practical Nurses. (The New 
York session last Oct. 24 and 25 was preceded by a 
meeting of the A. M. A. Committee on Nursing.) 

Following are sample activities of the state com¬ 
missions as reviewed at the National Joint Com¬ 
mission conference: 

Arizonfl— “Gave assistance with legislation per¬ 
taining to Nurs"' Practice Act and intravenous 
therapy.’’ 

Connecticut-' education costs; 
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legislating for nursing scholarships; developing a 
licensed practical nurse program. 

Kfljjsfls—“Acquainting” Blue Cross and Blue 
Shield with nursing iieeds and resources. 

Nebraska—Presenting programs on rehabilitation 
and nursing homes. 

New York—Promoting regional conferences pat¬ 
terned on the Governor’s Conference on Problems 
of Aging; studying use of intensive care units (see 
Medicine at Work, The Journal, April 26,1958). 

South Dflkotfl—Sponsoring workshops on disaster 
planning, diversional therapy and control of visitors 
to hospitals; compiling booklet for patients on the 
“why’s” of hospital procedures (see Medicine at 
Work, The Journal, Dec. 1, 1956). 

Te.Tf/s—Publishing a health careers booklet, “Deep 
in the Health of Texas.” 

IPflsliington—Recommending a permanent ad¬ 
visory committee on drugs and therapeutics. 

Extension of the National Joint Commission’s 
aims to state and hospital units was begun five 
years ago. A similar step was taken this year when 
the A. M. A. Board of Trustees and the A. H. A. 
Board of Trustees endorsed a recommendation that 
every hospital create a Joint Conference Committee 
made up of representatives from its medical and 
governing groups “in order that there be a mu¬ 
tual understanding of each other’s activities and 
problems” (see Organization Section, The Jouknai, 
Nov, 1, 1958). That recommendation now is being 
adopted in hospitals the country over. It, too, in¬ 
evitably will serve to improve the care of the 
patient as the health professions keep pace Mth 
modern needs. 

For, as Peter B. Terenzio, director of the Roose¬ 
velt Hospital in New York City, remarked to the 
National Joint Commission at its October meeting; 
“Originally, hospitals were places to die, not to 
get well. They were places for the poor sick, not 
for sick people generally. Today’s hospital is for the 
care of the patient—everything else is secondaq’. 

Two Minnesota Societies Aim at 
Home Care for the Clironically ffl 

Medical societies in two rural Minnesota counties 
have joined with other groups in programs to pro¬ 
vide chronically ill and disabled patients with home 
nursing and rehabilitation services. , 

Wright County’s medical society joined a citizens 
committee which is cooperating in turn with ths 
state medical association’s committee on chronic 
disease and with the state health department to 
conduct a house-to-house survey. By late summer, 
the combined volunteers had recorded 155 persons 
confined to their homes by chronic illness, 49 o 
whom were previously unknown to county author¬ 
ities. More than two-thirds of the number were 



65 or older. Forty per cent were suffering from 
diseases of the heart or blood vessels. 

Other groups with representation on the eiti- 
zens’ committee include the board of public health 
nursing and the county welfare board. 

Wright County has already begun a layman’s 
course in nursing care for the homebound. Other 
recommendations growing out of the survey in¬ 
clude: 

—Establishing rehabilitation nursing as a service 
of the county public health program. 

—Offering outpatient physical therapy at the 
community hospital. 

—Encouraging a handicraft and recreation center 
for the aged and tlie handicapped. 

—Assembling a roster of persons qualified to offer 
home nursing care. 

—Establishing evaluation techniques on patient 
rehabilitation potential. 

Seventy miles away, in Steele County, the board 
of commissioners, cooperating with the county 
medical society and the public healtli nursing board, 
has established a pilot home nursing care program 
for the homebound ill or disabled. 

A licensed practical nurse gives supervised care 
to patients under a doctor’s care. Cost of the visits— 
up to $3—depends on ability to pay. The program 
is partially subsidized by the Minnesota department 
of health. 

Query 313 on Medical Care Ideas 

The question: Taking everything into account, 
who do you think is likely to get better medical care 
—the person in a medical plan in which he chooses 
the doctor, or the person in a medical plan in which 
the plan chooses the doctor? 

The answer: Seventy-six per cent of the 313 per¬ 
sons interviewed in a national survey said they felt 
that better care would result if the patient, rather 
than the medical plan, selected the physician. 

Those figures are reported as results of a repre¬ 
sentative sample of the adult population by Opinion 
Research Corporation for the American Medical 
Association. 

The results, according to the Opinion Research 
Corporation, also indicated that a majority of those 
interviewed: 

—Said they felt continuity in a doctor-patient re¬ 
lationship was an important factor in good medical 
care. 

—Said they preferred to choose their own physi¬ 
cian even if it meant paying part of their own medi¬ 
cal costs. 

Detailed reports on the findings were published 
in two issues (Oct. 20 and Nov. 3) of The A. M. A. 
News. 


New Facilities Being Used in 
Fight Against Alcoholism 

Two new facilities to aid those struggling to 
defeat alcoholism (see Medicine at Work, The 
Journal, July 19, 1958) have come into being in 
recent months. In New York City, three men with 
$4 and a personal knowledge of the horrors of alco¬ 
holic addiction opened Fellowship Center in an 
88th Street hotel. And in Birmingham, the Alabama 
Commission on Alcoholism opened the doors of 
its first outpatient clinic. 

The aim in New York is “to bridge the gap be¬ 
tween the attainment of sobriety and a full, useful 
life.” Alabama’s stated objective is “to assist (tire 
patient) to regain, not only sobriety, but better 
health and greater happiness by means of a more 
ideally adjusted personality.” 

The Fellowship Center is an outgrowth of one 
man’s self-dedication at a time when he was in a 
New York jail, a despairing alcoholic. It took five 
years, but last January, Buford Peterson and two 
other men who had known similar suffering pooled 
their petty funds and their impressive faith to 
rent 14,000 feet of space in a small hotel. 

With use of money lent or contributed to the 
work, Fellowship Center functions primarily to 
rehabilitate the alcoholic u'hose home life has been 
shattered and whose addiction has frequently led 
to his being imprisoned. Peterson, an alcoholic for 
20 years, says: “Sobriety, when first gained, leaves 
one in a state of weakness, confusion, indecision. 
Without a helping hand, a lapse looms danger¬ 
ously.” 

The Center offers immediate physical necessities, 
bolsters “sick” morale, helps find work, e.xplains the 
victim’s plight to his family, and pools the wisdom 
of representatives of public and private agencies. 


Alcohol and its influence on personal well-being 
is being approached on two other levels. 

—A seminar on counseling the alcoholic was 
presented for area clergymen Oct. 24 by the 
Chicago Committee on Alcoholism. Speakers in¬ 
cluded Dr. Patrick Israel, psychiatrist and psychi¬ 
atric director of the committee, and Granger West- 
berg, professor of religion and health at the Uni¬ 
versity of Chicago. 

—In February, an organization to discourage 
drinking by adolescents—Allied Youtli, Inc.—will 
ask physicians in the U. S., through local chap¬ 
ters, to provide expert discussion leadership at 
meetings of teenagers. The high school-aged 
youngsters are encouraged to learn the nature of 
alcohol with the idea that this will encourage 
abstention. 
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Dr. R. C. Boyer, medical director of the New 
York City Department of Correction, is a member 
of the board of directors. Other board members 
and advisors include religious leaders, judges, so¬ 
cial workers, and parole ofiBcers. 

Alabama’s estabbshment of an outpatient clinic— 
as reported in the Journal of the Medical Associa¬ 
tion of Alabama—marks a change in policy. In 1945, 
the state created a Commission on Education with 
Respect to Alcoholism, emphasizing the educational 
approach. Last year, however, the legislature gave 
the commission an annual appropriation of $150,000 
and called for the estabbshment of outpatient 
clinics. 

Staffed by a team that uses tlie multidiscipbnary 
approach found effective in other states, the first 
cbnic accepts patients on self-referral or those who 
come at the suggestion of physicians, family, 
friends, clerg^unen, social agencies, or Alcoholics 
Anonjunous. 

Director of the cbnic and senior physician is 
Dr. Edmn M. Fuchs, resident psychiatrist since 
1955 at the Philadelphia General Hospital. He is 
assisted by a part-time internist, a part-time psy¬ 
chologist, and two full-time psychiatric social 
workers. 


New Look in Christmas Gifts 

A novel approach to the idea of Christmas giv¬ 
ing has been taken by the Arizona Medical Asso¬ 
ciation. It recently approved a resolution asking 
that the usual donors of small holiday gifts to 
physicians replace them with contributions to the 
American Medical Education Foundation. A new 
AMEF newsletter, “The Foundation,” reports that 
such donations would be expected to replace pro¬ 
motional calendars, desk sets, pens, and other 
items ordinarily sent to doctors. 

The newsletter also reported: 

—A gift of $1,000 from the Alaska Territorial 
Medical Association shortly after statehood was 
approved for the Territory this year. 

—Two gifts from medical societies representing 
proceeds of polio vaccination programs carried 
out on a public-service basis. A donation of $2,708 
was received from the Nashville Academy of 
Medicine and the Davidson County Medical So¬ 
ciety of Tennessee. Another $1,750 came from the 
Pueblo County Medical Society of Colorado. 

—Plans for the eighth aimual meeting of AMEF 
state chairmen to be held Jan. 24-25 in Chicago. 

In the seven years since its founding under 
AMEF auspices, the AMEF has disbursed to 
medical schools more than 7 miUion dollars con¬ 
tributed by physicians and other donors (see 
Medicine at Work, The Joubnal, April 20, 1957). 


Case of the Disappearing Rental 
Illustrates Question in Ethics 

The Case of the Druggist and the Disappearing 
Rental is not a new Whodunit, but it forms an ex¬ 
ample of the type of ethical problem the A. M. A, 
Judicial Council feels should be handled by the 
county society. 

The case, cited as part of the Council’s annual 
report submitted this week at the Clinical Meeting 
in Minneapolis, involved a proposed contract for 
office rental sent to the Council by an unnamed 
physician. The ofiBce space was owned by a drug¬ 
gist and located in the same building as his oxra 
drugstore. Rental was to be $1,000 a month, but 
would be reduced on a sliding scale, depending on 
the number of prescriptions filled for the doctor’s 
patients. 

The Council’s report said: “If the physician sent 
the druggist an average of 10 prescriptions a day 
the rent would be $900 a month; if he sent 20 a day, 
rent would be $800. With each daily increase of 10 
prescriptions by the physician, the druggist agreed 
to reduce the monthly rental by $100 until the rental 
would be $1 a month if the physician sent the 
druggist an average of 100 prescriptions a day.” 

Is this unethical? It certainly is according to the 
report, which also stated: “The component society 
is an autonomous group and as such one of its prin¬ 
cipal duties is to apply ethical princ iples. Apparent¬ 
ly this obligation is not recognized ... or is, at best, 
not accepted as a prineipal obligation. The Council 
has noted a failure on the part of physicians to turn 
to their eounty societies concerning the application 
of ethieal principles and the failure of county so¬ 
cieties to be more aggressive in developing a sound 
program of etliics.” 

The Council receives numerous letters contaui- 
ing statements similar to tliis: “One of the doctors 
on the staff of our hospital is in doubt concerning 
an ethical problem. Will you please advise me so I 
can teU the doctor what his conduct should be? 

“Why should a doctor go to a hospital administra¬ 
tor with a question of ethics?” the report asks. Why 
should the hospital administrator accept the re¬ 
sponsibility? How often do hospital personnel.. • 
resolve or attempt to resolve questions of ethics?” 

The Council believes that “if medical societies 
fail to accept and discharge their obligations m 
matters of ethics others will assume these obliga¬ 
tions by default.” 

The report mges “county and state societies to 
adopt a critical attitude toward their programs to 
‘uphold the honor and dignity’ of the profession of 
medicine. ’These programs must be based on a 
sound knowledge and understanding of ethica 
principles.” To aid societies in this regard the Coun- 
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;!; cil has distributed this past year representative opin- 
ions and interpretations of the “Principles of Medi- 
7 cal Ethics,” so that members now have a “collection 
'■ of precedents to which they may turn when it be- 
comes necessary to evaluate the ethical propriety of 
particular conduct.” 

Medical Leadership in 
Time of Disaster 

“I know of no profession or group that is more 
dedicated to the cause of civil defense than is the 
; American Medical Association. It is a good tiring 
for all of us that you are, for it is with you, and all 
others so strategically situated, that our civil de¬ 
fense effort will succeed, or fail.” 

With these words, Leo A. Hoegh, Director of the 
Office of Civil and Defense Mobilization, keynoted 
the ninth County Medical Societies Civil Defense 
Conference ■ in Chicago early last month. Attended 
by more than 200 persons representing 31 states, 
the conference offered speakers on such subjects as 
federal and local CD planning, biological and 
chemical warfare, public healtb disaster problems, 
the role of paramedical services, and reports on 
tlrree disaster exercises. In addition, workshop ses¬ 
sions were held to discuss specific problems in mass 
casualty care. 

Selected comments by speakers at the two-day 
conference—sponsored by the A. M. A. Committee 
on Civil Defense, Council on National Defense— 
include: 

Dr. Carroll P. Hungate, member. Council on 
National Defense—“To properly handle the medical 
effects of nuclear weapons was, long ago, recog¬ 
nized as the greatest organizational challenge to 
American medicine in the 20th century. We are 
meeting this challenge, and our results are reflected 
in tile better handling of natural disasters, new 
awareness of the effects of radiation in industry, 
medicine, research, and from atomic sources.” 

Col. Ingalls H. Simmons, Director, Department 
of Preventive Medicine, Army Medical Service 
School—T{ you are out walking in the street when 
a bomb goes off, fall flat, face doivn, immediately. 
This is going to be a big American problem, be¬ 
cause we are just too curious. Curiosity pays divi¬ 
dends in some ways, but at the time of a tliermo- 
nuclear bomb, it certainly will not pay you to look 
around to see what is happening.” 

Russell W. Bunting, DDS, Dental Consultant, 
OCDM—“For the past seven years, the dentists of 
this country have been placed in an equivocal 
position. They have been told that their basic medi¬ 
cal training, their experience witli handling patients 
in severe pain, and their cooperation with medicine 
in the care of their patients makes them high pri¬ 
ority professional personnel. But, as yet, organized 
medicine has made no official statement to sanction 
or support . . . allied professional training.” 


“Every home and eating place, as well as many 
office buildings, have several sources of emergency 
water supply which might well be forgotten in the 
confusion of a disaster,” Col. Ingalls H. Simmons 
told tliose attending the ninth County Medical 
Societies Civil Defense Conference in Chicago last 
month. 

Water heaters, die flush tanks of toilets, ice 
cube trays, water bottles, and canned fruits and 
vegetables paeked in water are all safe and pro¬ 
tected sources for tlie seven gallons per person 
that is the minimum weekly ration, he said. Col. 
Simmons is the Director of tire Department of 
Preventive Medicine of the Army Medical Ser\’ice 
School at Fort Sam Houston in Texas. 


Dr. Gtinnar Gundersen, president, American 
Medical Association—“1 believe tliat every physician 
has a responsibility to prepare himself, and to par¬ 
ticipate in disaster planning in his community. 
Nurses, paramedical i^ersonnel, hospital clerical 
personnel, ambulance drivers, rescue workers, and 
others will look to the physician for guidance in 
performance of duties in the disaster situation. It 
is the physician who must coordinate the activity 
of these persons.” 

Dr. Paul S. Parrino, Director, Biophysical and 
Medical Sciences Office, OCDM—Tt is necessary to 
e.xplore the biological, physiological, and psycholog¬ 
ical factors involved in living in shelters. This is 
necessary to know tlie vital and immediate medical 
problems that might arise. We need to know the 
effects of group living in close space for long peri¬ 
ods of time.” 

Disaster Plan Developed for 
Metropolitan Kansas City Area 

A comprehensive disaster plan for tlie metropoli¬ 
tan Kansas City area is now ready for use. In re¬ 
porting this fact Sept. 13 to the A. M. A. Committee 
on Civil Defense and regional medical representa¬ 
tives in Boston, Dr. Carroll P. Hungate, a member 
of the committee, said that workability of the plan 
depends on whether satellite communities accept 
the Kansas City mayor as head of the program and 
community officials as his deputies. The mayor’s 
role in the plan had been recommended by the 
governor of Kansas. 

The plan visualizes fire stations as centers for tlie 
organization of disaster units, which would include 
physicians and other health and medical personnel. 

To implement its planning, Kansas City in Sep¬ 
tember began a Light Rescue course open to men 
and women at 25 fire stations. Instruction ivill be 
headed by fire captains specially trained in the 
work. Other courses, planned for later dates, will 
include such subjects as first aid and sunival. 
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Douhle-Diity Ambulance 

An ambulance, like an insurance policy, is pur¬ 
chased an eye toward the emergency situa¬ 
tion, but it can be made to sen,'e more than 
double duty. Proof is the eight-patient vehicle 
designed by Dr. Thomas F. Nevins Jr., plant phy¬ 
sician of the Linden, N. J., refiner\' of Esso Stand¬ 
ard Oil Company. 

Built on a five-ton truck chassis, the ambulance 
has ever\’ emergency facility but is used also for 
mass inoculations, a safety eyeglass program, and 
as a mobile first aid station for the company’s 
occupational health program. 

In addition to the standard ambulance equip¬ 
ment, Dr. Nevins’ brain child includes a 110-volt 
generator, a recording and PA system, gas and 
oxN'gen masks, a built-in oxygen supply, and a 
portable resuscitation unit with remote controls. 

Perhaps best of all, the unit cost only about 
816,000. “A regular one-patient station wagon 
type costs at least $12,000,” Dr. Newns says. 
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Committee Studying Mobile Units 
in Employee Health Programs 

The role of mobile units in employee health pro¬ 
grams and the range of sertdces tliey provide are 
being studied by the A. M. A. Committee on Medical 
Care for Industrial Workers, according to the Com¬ 
mittee's annual report submitted this week at the 
Clinical Meeting in Minneapolis, Units have been 
broadly categorized by the Committee on the basis 
of tile following service arrangements and owmer- 
ship: 

—Those operated by a labor union as a fringe 
benefit resulting from collective bargaining for 
members located in numerous small plants vuthin a 
state. They are staffed by a medical case worker and 
a cUnical laboratory technician who perform tests 
evaluated by the physician in charge of the pro¬ 
gram. General nature of the findings is reported to 
the person examined and a report is usually sent to 
liis personal physician. Companies serviced by tliese 
units have no occupational health programs of 
their own. 

—Units which are a part of a management-spon¬ 
sored program that tour company installations in 
several states where no plant physicians are em¬ 
ployed. An e.xamining physician and a technician 
conduct a variety of tests and immunizations. Find¬ 
ings are reported to the family physician and to the 
company’s central medical office. 

—Those operated by a physician-owned service 
and offered to industry on a contractual basis. 
Screening examinations are done by local physicians 
hired for the pmrpose. 

—Units operated by a nonprofit organization 
formed jointly by management, labor, and profes¬ 


sional groups to serv'e a geographic area. Industi)' 
pays a fixed amount per employee for annual multi- 
phasic examinations. If tests reveal need for medical 
care, the employee is referred to his own .physician. 

According to the annual report, the Committee 
plans to study mobile units in greater detail “par¬ 
ticularly in determining to what extent is the screen¬ 
ing of employees for the express purpose of detect¬ 
ing nonoccupational diseases properly a part of an 
occupational health program." 


Chaimian of the Committee on Medical Care for 
Industrial Workers is Dr. Frank J. Holroyd of Prince¬ 
ton, W. Va. Otlier members are Drs. Leo Price of 
New York City; Edwin P. Jordan of Charlottesville, 
Va.; M'illiam A. Sawyer of Rochester, N. Y.; Clyde 
Sparks of Ashland, Ky.; Frederick Slobe of Chicago; 
Tliomas J. Danaher of Torrington, Conn.; and kfelrin 
N. Newquist of New York City. Staff rese.irch asso¬ 
ciate is Mr. Murray Klutch of Chicago. 


CIH Works on Immunization Guide 

Defining the role of industrial medical depart¬ 
ments in the matter of immunizatioii has posed an 
increasing problem in recent years—a problem for 
which an A. M. A. committee hopes to have an 
answer soon. The Committee on Industrial Health 
Emergencies of the Council on Industrial Health is 
working on a “Guide for Industrial Immunization 
Programs,” it was reported at a meeting of the 
Council held Sept. 4-7 in Portland, Ore. 

The Council also heard; 

—That its Committee on Industrial Health Emen 
gencies xvill poll 69 selected industrial health 
departments asking details on their handling of 
employee immunization during last year’s Asian 
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'' innucnzil cpiclcinic. The .survey is being made at 
f the request of the A. M. A. Special Committee on 
i Influenza as a part of the development of a standby 
i program for use in future mass immunizations. 

' —Vice Chairman Robert A. Kehoe warn that the 
% Council must soon be prepared to offer a statement 
! on the principles of undergraduate training in occu¬ 
pational medicine. 

—A discussion of plans for the 19th Annual 
Congress on Industrial Health to be beld in Cin- 
' cinnati Feb. 16-18. Theme of the congress will be 
“Occupational Medicine—Education, Research, and 
, Practice.” 


Chairman of the A.M.A. Council on Industrial 
Health is Dr. W'illiam P. Shepard of New York. Vice 
Chainnan is Dr. Robert A. Kehoe of Cincinnati. Other 
members are Drs. V. C. Baird of Houston; lohn N. 
Gallivan of East Hartford, Conn.; Rutherford T. Johns¬ 
tone of Los Angeles; E. S. Jones of Hammond, Ind.; 
Lemuel C. McGee of Wilmington, Del.; Melvin N. 
Newquist of New York City; Paul S. Richards of Salt 
Lake City; O.scar A. Sander of Milwaukee; Charles F. 
Shook of Toledo; and James H. Sterner of Rochester, 
N. Y. Dr. B. Dixon Holland is Staff Secretary. 


Opinions of 10,000 Lawyers 
Sought in Medicolegal Study 

When the A. M. A. Legal Department surveys 
10,000 attorneys this winter on matters of mutual 
interest, it will be the second phase of a long-range 
study of medical professional liability. The first 
phase polled some 7,500 physicians on their experi¬ 
ences in the area of malpractice. Both studies illus¬ 
trate the increasingly close relationship of law and 
medicine (see Medicine at Work, The Journal, 
Dec. 15,1956). 

Questions will be in the areas of interprofessional 
relations, medical professional liability, and expert 
medical testimony. Realizing that attorneys’ pro¬ 
fessional contacts with physicians vary widely, the 
questionnaire will also include a section to deter¬ 
mine the individual experience that lauq'ers have 
had with doctors in their work. 

Experiences and common goals relating to medi¬ 
cine and law led to the formation, in 1957, of a 
joint national medicolegal committee composed of 
representatives from both the A. M. A. and the 
American Bar Association. That committee drafted 
a National Interprofessional Code for Physicians 
and Attorneys, a guide for relationships between 
the two professions in legal procedures. 

The Code was adopted by both the A. M. A. and 
the A. B. A. at their annual meetings this year. Call¬ 
ing for implementation at local levels (see Organi¬ 
zation Section, The Journal, Aug. 23, 1958), the 
Code lays down suggested procedures in such areas 
as subpoenas, pretrial medical reports, court ap¬ 
pearances, fees, and complaints. 
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Research and Specialism Will 
Highlight Education Congress 

Nothing out of its place is good and nothing in its 
place is bad. —W'alt Whitman 

The origin of all science is in the desire to know 
causes; and the origin of all false science and impos¬ 
ture is in the desire to accept false causes rather than 
none; or, which is the same thing, in the unwillingness 
to'acknowledge our own ignorance. —William Hazlitt 

Those two quotations—the first signifying special¬ 
ization and the second research—have been cited as 
keynotes for the 55th Annual Congress on Medical 
Education and Licensure when it convenes at the 
Palmer House in Chicago next Feb. 7 through 10. 
The Congress is sponsored by the A. M. A. Council 
on Medical Education and Hospitals in cooperation 
with the Association of American Medical Colleges, 
the Advisory Board for Medical Specialties, and the 
Federation of State Medical Boards of the United 
States. In carrying the themes of “Specialization in 
Medicine” and “the Role of Research in the Educa¬ 
tion of all Physicians,” presentations and workshop 
sessions will e.xplore such topics as; 

—Specialism in relation to modern society, medi¬ 
cine, the pursuit of excellence, and the various 
phases of graduate medical education. 

—General educational values inherent in the ex¬ 
perimental method. 

—The role of research in educational objectives of 
clinical and basic medical sciences and in graduate 
medical education. 

—Research orientation relating to teachers and 
practitioners of medicine. 

The Annual Congress last February attracted 
more than 1,000 medical educators and others in a 
program which highlighted the theme of medical 
education challenges and future needs. A detailed 
program for the coming Congress will appear in a 
future issue of The Journal. 

There’s That Word Again— 

The word is serendipity—finding something \'alu- 
able without deliberately looking for it—and on 
Jan. 18 physicians are scheduled to meet with 
scientists from other disciplines to discuss the 
imposing influence of ‘liappy accident” phenomena. 
The “Bahamas Serendipity Session” at Nassau, be¬ 
lieved to be the first of its kind, was arranged by 
Dr. B. L. Frank of Montreal. He says it was sug¬ 
gested by data reported in a Medicine at Work 
article in The Journal last Dec. 21. At last re¬ 
port, the program still was being compiled. No¬ 
tices were sent to researchers in such fields as 
cybernetics, pharmacology, biophysics, bacteriology, 
and hydraulics. ’ 
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“IMMUNE” OR “NO TAKE” REACTION IN 
SMALLPOX VACCINATION 

URING the American occupation of 
Japan at the end of World War II, and 
during the Korean conflict, some of our 
American militarj' personnel contracted 
smallpox.' The unique situation was that these 
servicemen had been vaccinated against the disease 
and possessed records showing “successful” vac¬ 
cination. 

Epidemiologic investigations revealed tliat many 
of these so-called vaccinated soldiers’ records 
showed “immune reaction,” “no reading,” “no reac¬ 
tion,” or “no take.” The term “immune” reaction 
should never be considered as evidence of a suc¬ 
cessful vaccination. Mdiile tire phrase is used by 
some phj'sicians when tliey see no physical signs at 
the site of inoculation, a negative reaction is more 
likely the result of improper preparation of tire site 
of r-accination, a vaccine that has lost its potency 
(because of being outdated or more probably due 
to improper storage), rr faulty technique in tire 
actual vaccine process. The best clinical evidence 
seems to indicate that, even after a recent vaccina¬ 
tion, revaccination if properly administered with 
potent vaccine will cause a demonstrable lesion at 
the vaccination site. 

The “early” or “immediate” reaction develops in 
sdrtually all persons who have ever had a primar>’ 
vaccinia take and is an allergic reaction to the vac¬ 
cinia antigen and not related to the infectivity of 

1. Waldo, H. H.: Smallpox Among ‘*Vaccinated’' Troops, U. S, 
Anned Forces M. J. 6;799-806 (June) 1955. Sivertson, S. E., and 
H>'tnan, J. B.: SmaUpox; 22 Cases in United Nations Personnel, Korea, 
ibid. 3:1777-1785 (Dec.) 1952. Esposito, M. J., and Ziss, R. C.; 
Smallpox, ibid. 3:677-683 (May) 1952. 

2. Benenson, A. S.: Immediate (So-Called Immune) Reaction to 
SmaRpox Vaccination, J. A. M. A. 143:1238-1240 (A\ig. 5) 1950. 

3. Memorandum on Vaccination Against Smallpox, London, Her 
Majesty's StatioDer>' Office, 1956. 

4. Glo>-ne, L. B.: Smallpox Vaccination Reactions, Correspondence ' 
I.A.M,A. 122:595-396 (June 5) 1943. 
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the vaccine applied. In partially immune or sus¬ 
ceptible individuals who have had a prior vaccina¬ 
tion, such an allergic reaction to revaccination with 
potent live virus then subsequently proceeds to a 
vaccinoid reaction. Heat-inactivated smallpo.v vac¬ 
cine can produce, in revaccinated persons, reactions 
that are morphologically indistinguishable from the 
so-called accelerated reactions after insertion o! 
potent vaccine. Reactions have been obseived to 
range from a simple papule to one in which the 
papule is replaced by vesiculation and pustulation, 
surrounded by a zone of erythema." 

If kept consistently below the freezing point, 
vaccine lymph may be expected to maintain its 
potency unimpaired for at least six months. If the 
lymph is stored below 50 F (10 C) it should main¬ 
tain ts Dotenos' fVr at least 14 days. If, however, the 
lymph is kept at ordinary room temperature its 
potency cannot be assured for more than seven 
days. Vaccine lymph should be stored in the dark 
and exposure to any source of heat should be 
avoided. Dried smallpox vaccine should retain its 
potency for at least six months without refrigera¬ 
tion in temperate climates, or for at least one month 
at tropica] temperatures. When opened, the vaccine 
should be used at once; any surplus should be dis¬ 
carded and not kept for subsequent use unless it 
can be kept in a refrigerator at a temperature be¬ 
low 10 C when the potency may be maintained for 
a week." 

Jenner himself recognized the immediate type of 
reaction and it has even been proposed tliat this 
immediate reaction be called the Jenner reaction.' 
This particular reaction is found in all persons who 
have an active immunity' from a previous case of 
smallpox, a vaccinia, or a vaccinoid reaction. The 
reaction comes on about 12 hours after vaccination 
and it lasts for 48 to 72 hours. It consists of a 
macule or a papule—rarely a vesicle. In those high¬ 
ly' allergic individuals in whom a vesicle occurs as 
an allergic reaction, its early appearance distin¬ 
guishes it from a vaccinoid response. There is slight 
induration around tire vaccination site caused by the 
inflammatory reaction of the body destroying the 
cowpox virus. If one rolls the vaccination site under 
the finger one gets a feeling of possibly a small pea 
being in the skin. 

Vaccine failures in primary immunization of very 
young infants have been shown to be due to in¬ 
terference by placentally transmitted maternal ante 
bodies. Repeat vaccination at the age of 8 or 10 
months is indicated. Repeated failures in revaccina¬ 
tion should lead to attempts at another site, such 
as the opposite arm, away from the area of the 
previous scar. When protection is imperative, re¬ 
vaccination on the flexor surface of the forearm 
usually will result in a vaccinoid reaction in almost 
anyone. 

Revaccinations should be inspected at three days 
and again at seven days. Actual evidence of immu¬ 
nity cannot be determined unless the site of vaccina¬ 
tion is reexamined. 
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REVISION OF CATEGORIES IN 
A. M. A. DIRECTORY 

In the 1958 American Medical Directory there 
appears for the first time an attempt to delineate 
the type of practice. Categories are provided for 
“General Practice,” “Full-time Specialists,” “Part- 
time Specialists,” etc., through 12 categories. 

Confusion has been caused by the category re¬ 
ferred to on page 9 of the Directory as “Full-time 
Hospital Staff—T. O. P. 5 Paid house officers who 
assist in conducting the professional work of the 
hospital, directly relating to the care and manage¬ 
ment of patients.” In several respects, this wording 
is unfortunate. Many physicians who should have 
been classified as “full-time specialists” or “full-time 
medical school” or under some other classification, 
har'e been listed under T. O. P. 5. 

A revision has been sent to all the owners of the 
1958 Directory, which substitutes the following 
paragraph for tlie present T. O. P. 5: 

“FULL-TIiME STAFF IN HOSPITALS- 
T. O. P. 5. Physicians full-time in hospitals, other 
than interns and residents; includes many physi¬ 
cians who also could be classified under other 
T. O. P. categories such as full-time specialists, 
medical school faculty personnel, research, etc.” 

SECTION MEETINGS, ATLANTIC CITY, 

JUNE 8-12, 1959 

The various sections of the Scientific Assembly 
that met in the morning at the San Francisco meet¬ 
ing will meet in the afternoon at Atlantic City, and 


vice versa, except where joint meetings are held 
between two or more sections. In such instances an 
afternoon section may meet jointly wth other sec¬ 
tions in the morning or a morning section may meet 
in the afternoon. The schedule follows: 

Morning 

Wednesday, Thursday, Friday 
lune 10-12 

Anesthesiology 

Dermatology 

Gastroenterology and Proctology 
Internal Medicine 
Obstetrics and Gynecology 
Ophthalmology 
Orthopedic Surgery 
Pathology and Physiology 
Preventive Medicine 
Urology 

Afternoon 

Tuesday, Wednesday, Thursday 
June 9-11 

Diseases of the Chest 

E.vperimental Medicine and Therapeutics 

General Practice 

Laryngology, Otology, and Rhinology 

Military Medicine 

Nervous and Mental Diseases 

Pediatrics 

Physical Medicine 

Radiology 

Surgery, General and Abdominal 
Miscellaneous Topics 

Prospective participants on section programs 
should correspond immediately udth section secre¬ 
taries, or with tire Secretary, Council on Scientific 
Assembly, American Medical Association, 535 
North Dearborn Street, Chicago 10, Illinois. 
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A GUIDE FOR MEDICAL SERVICES FOR CONSTRUCTION PROJECTS 


This guide has been prepared by the ad hoc Committee on Medical Services for Construc¬ 
tion Projects of the Council on Industrial Health, American Medical Association, the members 
of which are Drs. Irving R. Tabershaw, New York, and Joseph A. Quigley, Cincinnati. 

B. Dixow Holland, M.D., Secretary. 


The official policy statement of the American 
Medical Association entitled “Scope, Objectives, 
and Functions of Occupational Health Programs” 
and the Council on Industrial Health publication 
entitled “Guiding Principles of Medical Examina¬ 


tions in Industrjf” were dev'eloped primarily to 
guide the establishment and operation of occupa¬ 
tional healtli services in “ordinary^” static employ¬ 
ment situations. These statements offer considerable 
help in the establishment and operation of occu- 
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pational health services for construction projects 
and are recommended for such use insofar as prac¬ 
ticable. Construction projects, however, differ suf¬ 
ficiently from ordinary industrial operations and 
pose sufiBciently different occupational health prob¬ 
lems as to require an additional special occupational 
health guide. This statement is intended to serve as 
such a guide. 

The Need for Medical Services for 
Construction Projects 

Many serious personal injuries occur on construc¬ 
tion projects. Aside from the humane consideration 
of providing the best in medical care, the scope 
of medical services available may affect consider¬ 
ably the total cost of the project. As indicated by 
the manual rates for workmen’s comnensation in¬ 
surance, insurance losses in the construction in¬ 
dustry are among the highest. In concrete construc¬ 
tion, for example, the rate in different states varies 
from $2 to $10 per hundred dollars of payroll, and 
the rate for structural steel erection varies from 
$5 to $25 per hundred dollars of payroll (according 
to Liberty Mutual Insurance Company, New York). 
When it is considered that approximately half 
of the monies expended on any project is for wages, 
it can be seen that insurance losses may appre¬ 
ciably affect the total cost. Generally, at least 
2% to 2%% of the total cost of conshuction is for 
workmen’s compensation premium, e. g., for a 10 
million dollar project, the premium would vary be- 
bveen $200,000 and $250,000. Since premiums vary 
according to the contractor’s previous experience, 
some with poorer records are charged as much as 
two to three times the normal manual rate. 

In addition to the medical and indemnity losses, 
there are the intangible factors, such as loss of time 
in travel to physicians’ offices and interference with 
construction schedules. Accident prevention is the 
basic approach to the control of these losses, and 
the establishment of a competent medical service 
not only assists in the prevention of accidents but 
can minimize their ultimate ill-effects in terms of 
the residual impairment of the injured worker and 
the monetary loss involved. Records of the medical 
department in accidental injury cases, if properly 
kept and utilized, can assist materially in the acci¬ 
dent prevention program. 

Furthermore, an efficient medical service favor¬ 
ably influences the workmen’s compensation expe¬ 
rience by reducing losses after the accident has oc¬ 
curred. This is accomplished in a number of ways: 

1. The initial care of an injury is good, i. e., first aid 
is administered quickly and properly since facilities 
and trained personnel are immediately available. 

2. Treatment on the premises may prevent serious 
complications, as minor injuries are more likely to 
be reported and treated if the worker is not sub¬ 
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jected to lost time and inconvenience in travel. Whea. 
the worker obtains good and prompt medical rare, 
the period of disabihty is reduced to a minimum 
with economic gain to both the worker and the 
employer. 3. Serious and complicated cases will h 
referred at an early date to a qualified specialist 
with the elimination of the cost of’ an intermediate 
physician’s services and the reduction of lost time 
and compensation. 

Good placement examinations are strongly urged, 
and contracts which exclude them are to be dis¬ 
couraged. The state of health of crane operators 
and truck drivers, for example, concerns their fel¬ 
low workers, and their examination for placement 
should be compulsory. It is not advisable to allow 
a man to attempt to do work which is inconsistent 
with his abilities. Opposition to the proper place¬ 
ment examinations seems to be presented only by 
those who either fear their misuse as a bar to em¬ 
ployment or have a callous disregard for the rights 
and safety of their fellow workers. 

In some states (for example. New York) the gen¬ 
eral contractor is held liable for conditions which 
he creates or permits to exist on his jobs. As a re¬ 
sult, in a large number of instances, subrogation 
rights have been exercised by subcontractors or 
their carriers to recover under the general liability 
coverage of the general contractor. With a well- 
operated and accented medical department it has 
been found that at the time the injured employee 
is first treated a complete story can be obtained, 
the site of the accident can be examined, witnesses 
secured, and the information developed so that the 
possibility of a liability- tyqre of case is minimized. 

An additional reason for providing medical serv¬ 
ice on construction projects is that they are lihely 
to be located in isolated areas and may involve 
problems of medical care which are not ordinanly 
encountered in other industries. Good medical serv¬ 
ice is also of value from a public relations stand¬ 
point. 

Basic Requirements and Guide to Their Fulfillment 

The effectiveness of a medical program depends 
to a great extent on the advance planning and its 
coordination with the safety program. Experience 
has proved that efficient services are rarely devel¬ 
oped after a construction project has started. The 
following points should be considered: 

Number of Workers Employed.—The number o 
workers employed each month by shift and b) 
craft should be estimated. Employment is I'bei 
to be low at the initiation of a project, rise to a pea' 
for a varying period, and then gradually taper o • 
On many projects local craftsmen are not availao e 
in sufficient numbers and with die necessary skil s. 
The .contractor may in such instances have to prm 
vide on-site barracks. This involves problems, m 
sanitation and medical care. The area from.whic 



COUNCIL ON INDUSTRIAL HEALTH 


1903 


Vol. 16S, No. 14 

' ; the labor force is recruited should be determined, 
■. as it is not unusual for workers on construction proj- 
!- eels to drive several hours to and from work. This 
complicates the problem of on-site follow-up of in¬ 
jury and ofF-sitc medical care. Although a large 
. number of workers may he involved, there may be 
fewer cases needing medical attention at any one 
time because of dispersal and varying shifts. 

Unusual Features of Pro/ccL—Unusual features of 
■the construction project should be considered and 
. dealt with. For e.xamjrle, road building operation 
.. may require the use of mobile medical equipment. 
„ The building of a bridge may iiu’oh'e sjrecial prob¬ 
lems of transjrortation and location of medical facil¬ 
ities. Silicosis and caisson disease ma\’ be special 
occupational hazards. Excessive heat and noise also 
may be problems. The likelihood of the occurrence 
of snake bite, insect-borne diseases such as malaria, 
' enteric diseases such as typhoid fex’cr, and other 
■ water and food-borne diseases should be considered. 
Tetanus may be a problem. Climatic conditions may 
cause frostbite and also may damage roads enough 
to make hazardous the transportation of injured or 
ill workers. The a\'ailability of community facilities 
for use in catastrophe should be determined. If a 
disease such as influenza is likely to reach epidemic 
proportions in the area, and if local facilities to deal 
with this problem are inadequate, the company 
will, by default, hax'e to use its own judgment as to 
immunizing its employees. The solution for such 
problems necessitates special preparations and spe¬ 
cial facilities. 

In addition to the above considerations, the fol¬ 
lowing requirements are basic and must be fulfilled. 

Physician—A qualified physician should be em¬ 
ployed to direct all medical services at the job site. 
The location of hospitals and the type of services 
they are prepared to offer should be determined. 
To utilize the physician’s full potential, it is ad¬ 
visable to engage him on a continuing basis. His 
functions are (a) superx'ising the medical depart¬ 
ment, (h) supervising the first-aid facilities and 
personnel, (c) supervising the treatment of all 
occupational injuries and illnesses, (d) advising 
management on all medical policies and problems, 
(e) supervising job sanitation, (f) assisting in the 
safety program, (g) conducting physical examina¬ 
tions of workers, and ( h ) promoting health educa¬ 
tion and appljdng principles of health maintenance. 

■ Additional responsibilities and duties occasionally 
may be necessary depending on local conditions. In 
isolated communities these may be extended to in¬ 
clude the medical care of the families of workers. 

Emergency Medical Seruiccs.—Medical staff and 
facilities required for the particular construction 
project should be provided. The following general 
guides are suggested: 1. When a small construc¬ 
tion force (less than 300) is to be employed for a 
short period (not more than two months), indiwd- 


uals trained in first aid usually will be the only “med¬ 
ical” personnel necessarx' on the premises. A quali¬ 
fied first-aid attendant should be available for each 
shift, and adequate first-aid kits should be avail¬ 
able. Workers should be instructed to report all in¬ 
juries. The first-aid attendant should be under the 
direction of the responsible physician, and injured 
workmen should be sent to the physician’s office 
or to the hospital after being gix'en first aid. 

2. When a somewhat larger construction force 
(300 or more) is employed for a longer period (two 
months or more) a professional nurse, registered in 
the state, should be in attendance full time in an 
adequate medical facility on the premises. In addi¬ 
tion, the nurse should have some training in indus- 
ti'ial nursing and first aid. A physician should be 
retained on a part-time basis to x’isit the premises at 
regular intervals, and while there carrv out all 
treatments as indicated and practicable. The medi¬ 
cal facility should have adequate equipment and 
supplies for outpatient treatment. 

3. When a large construction force (more than 
2.000) is employed, a full-time physician with ap¬ 
propriate nursing staff should be engaged. Mflien 
more than one nurse is employed, one should be 
designated to superx’ise. A medical facility should 
be provided on the premises adequate to imple¬ 
ment the medical program. Proxisions should be 
made for short-term inpatient care. The facility 
should be located near the construction operations 
and bax'e such utilities as hot and cold running 
xx’ater, sewage disposal, and electricitx’. If a plant 
is being constructed, and if it is to hax’e eventuallx' 
a complete medical facility, consideration should be 
gix’en to the early completion of such facility so 
that it may be used during the construction phase. 

Medical Records—A confidential medical records 
system should be established to include (fl) a daily 
log listing chronologicallx' all patients visiting the 
medical facility for occupational and nonoccupation- 
al injuries and illnesses, (b) cumulatix’e indixadual 
medical records, (c) adequate workmen’s compen¬ 
sation records, and (d) periodic statistical analyses. 

Insurance Coverage, and Compliance with State 
and Local Laws—The typs of insurance cox'efage 
and the nature of the serxuces proxuded by the car¬ 
rier, e. g., industrial hygiene, rehabilitatix'e, should 
be determined. The physician should acquaint him¬ 
self xvith the procedures that xvill facilitate the proc¬ 
essing of claims. The number of subcontractors and 
the type of xx’ork each does and the txqre of insur¬ 
ance cox’erage each has should be ascertained. Ap¬ 
plicable state and local requirements in regard to 
the provision of medical care under workmen’s com¬ 
pensation should be ascertained and comj)lied xvith. 

]oh Sanitation.—Special problems in sanitation 
exist on all construction sites. Provision must be 
made for safe and potable drinking xvater, sexx'age 
disposal, and sanitary eating facilities. 
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RESULTS OF SURVEY OF PHYSICIANS SEPARATED FROM ACTIVE 

MILITARY SERVICE 

This opinion survey of physicians separated from active military service has been conducted 
by the Council on National Defense since 1952. The questionnaire utilized in the survey is pri¬ 
marily designed to obtain pertinent data based on the physicians observations and opinions, 
while in the armed forces, concerning the utilization of physicians and the medical staffing con¬ 
ditions in the uniformed services. 

Periodically, the results of this continuing survey are reported in The Journal. The ques¬ 
tionnaire also requests comments and suggestions as to ways to further improve the Medical 
Corps as well as ways and. means whereby organized medicine can he of greater assistance to 
military physicians. Consequently, the results of the survey serve as a basis for recommenda¬ 
tions and conferences with representatives of the military establishment. 

Frank W. Barton, Secretary, 
Council on National Defense 


This report covers the period from Jan. 1, 1957, 
to Dec. 31, 1957. During that period, the Council 
sent out 2,055 questionnaire forms and, of these, 
1,167 completed ones were returned, representing 
a 56.8% response. 

The age distribution of responding physicians in 
the Army, Navy, and Air Force is disclosed in 
table 1. 


Number of Years Since Graduation 

More than half of the physicians replying to the 
question on years since graduation were graduated 
from medical school in 1950 or subsequent to 1950; 


Table 1.—Age Distribution of Physicians by Five-Year 
Age Groups 


. 

X0-S4 . 

- 35-39 . 

40-44 . 

4.5-49 . 

.■)0 and over 

Total .... 


Age 


Army Navy Air Force 
73 115 275 

119 IIG 225 

78 33 52 

29 12 14 

13 1 3 

4 3 2 

31G 280 on 


Table 2.—Number and Percentage Distribution of Physicians 
Graduated from Medical Schools in Selected Intervals 


Inten^al 

Before 1940 . 

No. 

% 

194l>1944 .. 


7.5 

26.8 

G4.4 

]045-1949 .. 


1950 and later . 

. 752 

Total .. 


100.0 


the second largest group graduated during tire 
period 1945-1949. None failed to indicate the years 
of graduation from medical school. Table 2 dis¬ 
closes the complete tabulation. 

Years of Residency Training 

The largest group replying to the question on 
years of residency training had no residency train¬ 
ing while the second largest group had but one 


year residency training at the time of entrance on 
active duty. A complete breakdouai is given in 
table 3. 

Occupation at Time of Entering Service 

The largest group of physicians who served in 
the Army, Navy, and Air Force were in residency 
training at the time of entrance in military service. 


Table 3.—Percentage Distribution of Total Physicians by 
Years of Residency 


No. oI Years 

None . 

4 . 


3 

4 


6 


Total 


No. Vc 
40S 350 

259 2'> 

151 13.2 

18-2 n* 

no 9.1 


40 M 



1,107 m-o 


The second largest group in all three services were 
in specialty practice. Table 4 indicates the percent¬ 
age distribution by services according to 
practice at time of entering military service, e 


Table 4.—Percentage Distribution of Physicians Accordingly 
Type of Practice at Time of Entering Military Servic 



Army, % 

Navy, % 

Internsbip . 

. 5.7 

11.8 

Residency . 


45-4 

General Practice . 


14.0 

Specialty Practice . 

. 30.1 

18.2 



10.0 

Total . 


100.0 


.UrForcf.V' 

11.4 

45.7 

13S 

10.1 

11.0 

100.0 


summary report for the year 1956 reflected that e 
largest groups in the Army and Navy were engage 
in general practice at time of entrance 
military duty, while the largest group in the 
Force was in internship. 
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Number of Pliysiciniis Holding Board Certificate 
by Field of Specialization 

Table 5 shows the detailed numbers, by specialty 
and branch of service, of physicians holding board 
certificates. Of the 209 pln’sicians who ha^'e board 
certificates, 78 were in the Army. 42 were in the 


T.mile 5.—Number of Pbijsiciaiis Iloldiuu Board Certificates 
luj Field of Specialization 


riold of Sppctnllzntlon 

Pctlirttrifs .. 

Psychiatry ant! notirolopy . 

Orthopedic surpory . 

Dcnnntolopy and syphllolopy .. 

Riuilolopy . 

Urolopy . 

Oltstetrjcs and pynecolopy . 

Internal medicine . 

Ophthnlmolopy . 

Patholopy . 

Otolarynpolopy . 

»Siirpcr>' . 

Ancsthcslolopy . 

Plastic surpery . 

Neurolopicnl surpery . 

Unspecified. 


Annv Njinv Air Force 
7 4 11 

r. 4 8 

4 I 

■1 

7 I. 12 

2 1 1 

1 2 

l:i 7 n 

1 S 7 

4 

1 2 

I.-, 7 12 

2 2 4 

1 1 

2 

2 1 1 


Tolnl 


78 42 69 


Navy, and 89 were in the Air Force. The specialties 
covered over 15 different fields, of which the largest 
were internal medicine (34) and surger\’ (34). The 
second largest was radiology, and the third largest 
was pediatrics. In the previous report for the year 
1956 internal medicine was first followed by sur- 
gerj' and pediatrics. By branch of service, a total of 
24.7% of those in the Army, 15.0% of those in the 
Navy, and 15.6% of those in the Air Force had 
board certificates. 

Government Medical Education Received 

Of tlie 1,167 physicians responding, a total of 193 
stated that they had received assistance from tlie 
government in their medical education. There were 
974 who indicated they had received no govern¬ 
ment assistance. The largest single group receiving 
government assistance was under the Army Special¬ 
ized Training Program. Tlie ne.\t two largest groups 
were under the Navy V-12 Program and the GI 
Program. 

Table 6.— Percentage Distribution of Physicians by Type of 
Governmental Medical Education Received 

Army, Navy, Air Force, 


% %_ 

Army Specialized Traininp Program. 54.4 22.7 44.5 

Navy V-12 . 14.7 43.2 12.4 

GI Bill. 11.8 13.(5 18.5 

ASTP and GI Bill.:. 13.2 ... 8 .C 

Navy V-12 and GI BUI. 1.5 ft.l 4-9 

Other . 4.4 11.4 11.1 

Total . 100.0 100.0 100.0 


Force. The Medical Field Service School accounted 
for the largest number, with the School of Aviation 
Medicine the second largest group. Table 7 sets 
forth the numbers and percentage distribution of 
physicians by type of training received in each 
branch of service. The totals in this table e.KCeed the 
total number of responding physicians because 
some physicians took more than one course. 


Table 7.—Number and Percentage Distribution of Physicians 
by Type of Governmental Medical Training Received 



Army 

Navy Air Force 

Type of Truiiiing 

/'- 

No. 

% 

No. 


No. 

lO 

Bftsic course, medical field service school . 

. 283 

85.0 

9 

3.1 

93 

13.9 

Advanced conr.se.s. 







niedical field service school. 

. 10 

3.0 

1 

0.3 

0 

0.9 

School of aviation mcfllcinc. 

. fi 

1.8 

2S 

9.(5 

IGS 


Murine luodicul ofUcers training .. 



10 

3.4 



Murine ficM service training . 



8 

07 



Amphibious forces training school. 

. 1 

0.3 

15 

5.1 



Other schools. 

. 2 

U.O 

2 

0.7 

i 

0.2 

None of the above. 

. 31 

9.3 

220 

75.1 

31G 

54.2 

Total . 

. 3.3.3 

100.0 

293 

100.0 

583 

lOO.fl 


Physicians’ Evaluation of Military Training 

The majority of physicians filling out the ques¬ 
tionnaire felt that all important features of military 
training had been satisfactorily covered. A small 
percentage indicated the training was unsatisfactory 
but gave no specific reasons. Others stated reasons 
why they considered their military' training un¬ 
satisfactory'. Table 8 shows, by branch of service, 
the percentages that were satisfied and unsatisfied 
and the percentage distribution of the causes of 
dissatisfaction. 

Physicians’ Evaluation of Assignment 

The majority' of responding phy'sicians stated that 
their longest and ne.vt longest assignments were 
almost completely in line witli their training and 
experience. 

With respect to satisfaction with assignments, a 
greater proportion of the Air Force and Army' phy'¬ 
sicians expressed satisfaction concerning their long- 

Table S.—Physicians* Evaluation of Military Training 

Army, Nnvy, Air Force, 


Satisfactory . 82.0 GS.O 79.5 

Unsatisfactory . 17.4 31.1 20.5 

Total . 100.0 100.0 100.0 

Unsatisfactorj’ and insufliclent training in 

Basic orientation and indoctrination. 29.1 02.5 39.3 

Military customs, administration, 

regulations, etc. 25.4 20.5 24.8 

Military medicine and surgery . 18.2 11.4 13.7 

51i«ccllaneous . 20.0 1.1 1 S .8 

No answer. 7.3 4.5 3.4 

Total . 100.0 KKl.O 100.0 


Table 6 shows the percentages by branch of 
service. Of the responding phy'sicians, 78.5% of 
those who served in the Army, 84.3% of tliose in the 
Navy', and 85.8% of those in the Air Force received 
no government assistance. 

Training Received While in Service 

Tliere were 600 of a total of 1,167 responding 
physicians who received military medical training 
while on active duty in the Army, Nax'y, and Air 


est assignment than did die Navy physicians, while 
more in the latter group were satisfied witli their 
ne.xt longest assignment tlian were the Army and 
Air Force phy'sicians. 

However, a considerably greater proportion of 
Army physicians were very satisfied with their long¬ 
est assignment than were Navy and Air Force 
phy'sicians. A greater proportion of Army' and Navy 
physicians were very satisfied with their next longest 
assignment tlian were Air Force phy'sicians. 
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Tables 9 and 10 show the percentages by branch 
of service for physicians who responded to this 
question. 

Types of Patients Treated 

One of the questions was designed to determine 
the percentage of time devoted by physicians to 
military personnel, dependents of military person- 


T.^ble Q.—Relation of Assignments in the Service to 
Training and Experience 


Questions and Replies 
Was longest assignment in line with training 
and experience? 


Xo, hardly at all . 


Was next longest assignment in line with 
training and experience? 


Army, Navy, Air Force, 


Assignment and Response 
Longest Assignment 

Ycry^satisfled.. 

Fairly satisfied . 

Dissatisfied . 

Very dissatisfied. 

Total . 

Next Longest Assignment 

Very satisfied. 

Fairly satisfied . 


Total 


63.0 

49.5 

65.4 

15.1 

18.3 

21.1 

13.2 

18.6 

10.0 

8.7 

13.6 

3.6 

100.0 

100.0 

100.0 

52.3 

56.8 

.51.0 

14.7 

18.9 

27.4 

13.2 

9.5 

10.6 

19.8 

14.8 

11.0 

100.0 

100.0 

100.0 

! with Assignment 

Army, 

Navy, 

Air Fore 

% 

% 

% 

52.1 

35.7 

44.6 

27,4 

35.4 

38.1 

12.7 

16.4 

11.5 

7.8 

12.6 

5.8 

100.0 

100.0 

100.0 

45.9 

44.4 

37.0 

27.6 

S4.5 

38.3 

14.8 

12.3 

12,8 

11.7 

8.8 

11.9 

100.0 

100.0 

100.0 


nel, and administrative duties, both at domestic 
and overseas stations. Table 11 sets forth the per¬ 
centages for all branches of service. 

Types of Nonmilitary Medical Care Provided 

Tire question which was designed to determine 
the types of medical duties most frequently per¬ 
formed for nonmilitary persons elicited the informa- 


Table 11.—Percentage of Time Spent in Treating Military 
Personnel, Dependents of Military Personnel, and 
Other Duties 



75* 

50- 

About 

25- 

Under No Re- 

Persons Treated 

100 % 

73% 

50% 

60% 

25% 

SDODSe 

Military personnel 

Domestic . 

15.6 

10.4 

15.7 

12.9 

20.1 

25,3 

Overseas . 

13.9 

4.9 

7.3 

5.1 

4.9 

63,9 

Dependents of military personnel 

Domestic . 

, 20.1 

9.5 

14.1 

14.1 

18.7 

23.5 

Overseas . 

, 5.1 

2.2 

5.8 

6.4* 

9.8 

70.7 

All other duties 

Domestic . 

, 8.8 

0.8 

2 .2* 

4.8 

27.4 

56.0 

Overseas . 

, 1.5 

0.7 

1.5 

3.4 

13.8 

79.1* 


* Forced to total 100%. 


tion that in all three branches of the service out¬ 
patient care ranked first at domestic and overseas 
stations. In the Army, surgery ranked second at 
both domestic and overseas stations.. In the Navy, 
pediatrics was second at domestic and overseas 
installations. General medical and hospital care 
was second for Air Force physicians both in the 
United States and at overseas bases. Table 12 sets 
forth the types of services rendered and -with what 
frequency. 


J.A.M.A., Dec. 6,1955 

Medical Care of Dependents of Military Personnel 
Which Could Have Been Adequately Perforp-d 
CivUian Medical Personnel 

With respect to service in the United States, the 
majority of responding physicians were of the 
opinion that all medical care of nonmilitary persons 
could have been adequately performed by civilian 
medical personnel. In the three branches of the 
service, 582 of 930 physicians, or 63%, so responded. 
However, in regard to overseas service only 100 of 
393 physicians, or 25%, were of that opinion. In 
fact, 140 of 393 physicians, or nearly 36%, stated 
that none of the medical care of nonmilitaiy per¬ 
sons at overseas stations could have been adequate¬ 
ly performed by civilian medical personnel. Table 


Table 12.—Type of Service Provided to Dependents of 
Military Personnel 


Type of Service 

Domestic 

Outpatient care . 

Surgery . 

General medical and hospital care 

Obstetrics and gynecology. 

Pediatrics . 

Other ... 

Total .. 

Overseas 

Outpatient care .. 

Surgery . 

General medical and hospital care 

Obstetrics and gynecology.. 

Pediatries . 

Other .. 

Total . 


Army, 

Navy, 

Ail Fot« 

% 

% 

% 

30.C 

39.1 

33.0 

14.8 

9.6 

T2i 

13.8 

13.5 

17.1 

10.4 

12.7 

139 

12.1 

15.3 

15.7 

12.3 

9.8 

8.1 



— 

100.0 

100.0 

1000 

34.8 

33.9 

S6i 

13.7 

11.3 

116 

13.0 

17.4 

16.1 

13.0 

13.1* 

JO 0 

12.2 

19.1 

isii 

n.z 

5.2 

7.7 

- 



100.0 

100.0 

100.0 


* Forced to total 100%. 


Table 13,‘-Physicians Indicating Feasibility of Medical Ca^ 
of Not^military Personnel by Civilian Medical Personnel 


Type of Service 

Domestic 

Ah care .... 

Most care. 

Some care . 

None . 

Total . 

Overseas 

AH care. 

Most care. 

Some care . 

None .•. 

Total . 


Army 


Navy Air Foret 


No. % No. % ^’ 0 . 

, 119 66.1 166 M.9 

47 2*’ 2 49 19A HO 

: 37 17.0 32 12.7 jS 

9 4.2 

. Ei 'sioao 252 JOO.O 166 

. 30 25 M.S « 2t6 

, 22 15.5 10 n-i -< “ J 

, 43 30.3 10 14.1 1* 

, 47 33.1 

, 142 100.0 68 100.0 163 KOO 


13 shows the percentages of physicians in the 
Navy, and Air Force and their opinion in regard o 
the feasibility of the treatment of dependents 
military personnel by civilian medical personnel a 
both domestic and overseas bases. 

Physicians’ Evaluation of Staffing Conditions 

One of the questions was designed to obtain the 
opinion of physicians as to stafiBng conditions o 
nurses, enlisted medical personnel, physicians, den 
tists, and others in the two units where the p ) 
sician served his longest and next longest assi^ 
ments. With respect to the longest assignment, t ® 
tabulation of this multiple-answer question in ' 
cated that in the Army replies indicating over 
stafiBng totaled 160, understaflBng 339, and adequa n 
stafiBng 690. In the Navy, overstaffing totaled 1 > 





















































COUNCIL ON NATIONAL DEFENSE 


1907 


il. 16S, No. 14 


'•idcrstaffing 239, and adequate staffing 615. The 
’ " ir Force tabulation revealed 314 replies of over- 
: ■. afling, 749 of nnderstaffing, and 1,157 of adquate 
. ailing. 

■. ' The response to the question concerning the next 
ingest assignment re\’caled that in the Army over- 
, ’afling totaled 78, understaffing 126, and adequate 
afling 429. In the Na^’y, the results were 84, 115, 
, 'nd 407, respectively, while the Air Force tabula- 
on was 106, 205, and 510 respectively. Table 14 
.. 'iflects, in detail, the percentages relative to over- 
raffing, understaffing, and adequate staffing con- 
; , idons in the three military services for the 
’hysicians’ longest and next longest assignments. 

, ABLE 14.—Medical Staffinf’ Conditions in the Armed Forces 

irmiftcd Phy- 
Mcdlcnl .«i- Ilcn- 

, , Nur.BCS Person- ciiins tists Others Totiil 

Vc net Vr Ve To Si) 

’or lonyost n«5itrnment 


I t ^trnj 

■ Overstnned . .-i.l in.2 ir..,S 20.3 2V..'. 13.:'. 

• Cndcrstnaed . 41.3 27..'’i .30.3 10.3 28..'> 

: Adequate . .33.3 02.3 .33.4 r,0.4‘ 20.0 58 0 

• Total . 100.0 100.0 100.0 100.0 100.0 100,0 

' Snvy 

: : Overstaffed . tl.V* 14.1 28.2 12.4 3.3.7 1G.2 

■ Cnderstaffed . 20.3 24.3 22.0 17.3 42.9 23-3 

Adequate . 04,0 Cl.ti 40.8 70.1 21.4 00.3* 


Total . KKI.O 100.0 100.0 100.0 100.0 100.0 

Air Force 

Overstaffed . fi.O 10.2 13.8 23.1 27.3 14.2* 

Cnderstaffed . 40,.3 30.(1 41.(1 11.9 00.0 33.7 

Adequate . .32.0 ,33.2 44,(1 (13,0 12.7 52.1 


Total . 100,(1 100.0 100.0 100,0 100,0 100,0 

For nest longest nssliruinont 
Army 

Overstaffed . 4.8 10.6 18.2 14.2 2.3.0 12.3 

Understaffed . 23.8 1S.7 19.4 13.5 38.5 19.8 

Adequate . (19.4 70.5 (12.4 72.3 38.3 07.9 


Total . 100,0 100.(1 100,0 100.0 100.0 100.0 

Xavy 

Overstaffed '.. 7.9 14.5 21.2 8.4 50.0 13.9 

Understaffed . 20.2 20.0 19.4 15.3 33.3 19.0 

y: Adequate . 71.9 0.3.0 .39.4 70.3 10.7 67.1* 

Total . 100.0 100.0 100.0 100.0 100.0 100.0 

^ * Air Force 

Jr Overstaffed . 7.6 12.2 13.1 18,(1 28.0 12.9 

1* Understaffed . 29.4 22.1 31.3 14.7* 07.1 25.0 

Adequate . 02,8* 05.7 35.0 (10.7 14.3 02.1 


Total . lOU.O 100.0 100.0 100.0 10 l .).0 100.0 


i j * Forced to total loorc. 

Unnecessary or Wasted Aspects of Military Training 

There were 334 physicians who responded affirm- 
atively to die question, “Were there any aspects of 
•; your military training that were unnecessary or 
wasted?” Negative answers were received from 833 
•' medical officers. With respect to the affirmative 
replies, the most frequently mentioned area of 
^ waste was the performance of nonmedical duties. 
Table 15 shows the responses to tliis question by 
branch of service. 

, Physicians’ Suggestions for Making Military Service 
’. More Attractive to Medical Men 

•' There were 1,051 physicians who offered sugges- 
; tions for making military service more attractive 
1 for physicians. Only 110 physicians felt that nothing 
; could be done to make military service more attrac- 
- tive to medical men. 


In the 1956 survey the number one suggestion 
was a recommended improvement in the utilization 
of medical personnel while the 1957 survey reveals 
a recommended increase in pay as the most fre¬ 
quent suggestion for making military service more 
attractive to medical men. The 1956 number one 


Table IS.—Unnecessanj or Wasted Aspects of Military 
Training 



Armj* 

Navy 

Air Force 


No. 

% 

No. 

nr 

/O 

No. 

% 

Not In field for which trained. 

Ill 

14.3* 

9 

12.7 

17 

lO.G 

No training or experience in field .... 

3 

2.9 

3 

4.2 

S 

1.9 

Capable of more responsible medical 
duties .. 

8 

7.8 

12 

1G.9 

10 

G.2 

Noninedlcal duties . 

31 

30.1 

IG 

22.0 

67 

41.9 

Miscellaneous . 

3G 

35.0 

2G 

36.G 

48 

30.0 

No reason given. 

10 

9.7 

5 

7.1* 

15 

9.4 


__ 


— 


— 


Total . 

103 

100.0 

71 

100.0 

IGO 

100.0 


* Forced to total 100%. 


suggestion as well as a recommendation of adequate 
family housing did not appear as one of the top 
10 suggestions in the results of the 1957 survey. 
Table 16 sets forth the suggestions from physicians 
in tlie three branches of military service. 

Suggestions for Improvement of Services Furnished 

by Medical Associations to Military Physicians 

A total of 397 physicians, or 34%, ofiFered sugges¬ 
tions in response to tlie question concerning the role 
of national and local medical associations in main¬ 
taining closer contact or rendering better service to 
dieir members who served as physicians in the’ 
armed forces. Some physicians offered more than 
one suggestion. The multiple suggestions are tabu¬ 
lated in table 17. The other 770 physicians who 
returned the questionnaire offered no suggestions. 


Table 16.—Physicians’ Suggestions for Making Military 
Service Alore Attractive to Medical Men 



Array 

Navy 

Air Force 


No. 

% 

No. 

-\ 

% 

No. 

% 

Increase in pay ... 

no 

12.9 

83 

10.8 

214 

12.8 

Choice of stable location . 

75 

8.8 

74 

9.6 

123 

7.4 

More cnpoble commanding officers .. 

65 

7.6 

42 

5.5 

115 

6.9 

Less administrative nonmedical 
duties . 

GO 

7.8* 

50 

6.5 

98 

5.9 

Independent medical service without 
rank . 

65 

7.G 

49 

6.4 

89 

5.3 

Higher rank; merit promotions. 

47 

5.5 

45 

0 ,8* 

lOS 

6.0 

Freedom from nonmilitury 
interference . 

57 

C.7 

37 

4.8 

101 

6.0 

Residency or farther training. 

37 

4.3 

39 

5.1 

97 

0.8 

Duties In line with training and 
experience . 

44 

5.2 

50 

6.5 

78 

4.7 

Opportunity to practice specialty ... 

35 

4.1 

43 

5.6 

87 

5.2 

Other . 

2 .-il 

29.5 

257 

33.4 

563 

33.5* 

Total . 

852 

100.0 

709 

100.0 

1,673 100.0 


* Forced to total l(X)7v. 


Physicians Who Would Voluntarily Remain 
in Service 

In response to the question relative to military 
service beyond the obligatory tour of duty, 675 
physicians indicated they would not be willing to 
stay in military service for more than two years of 
service under any conditions except total war. There 
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were 492 physicians who indicated they would 
serve an additional period under certain conditions. 
Some physicians listed more than one condition. 
Table 18 reflects the reasons or conditions under 
which an additional period of service would be 
acceptable. 


Table 17.—Suggestions for Improvement of Services Fur¬ 
nished by Medical Associations to Military Physicians 


Suggested Society Activities 

More infonnation, newsletters, etc.. 

Personal visits by civilian physicians to 

evaluate grieranres . 

Invitation of military physicians to 

civilian medical meetings.. 

Assistance in locating a position 

after discharge ..... 

Assistance in preventing evasion of 

military service .... 

Distribution of questionnaire to 

physicians in service . 

Provision of specialists for 

clinical conferences ____. 

Miscellaneous suggestions . 

Total . 


Army 

Navy Air Force 

29 

8 

3C 

45 

23 

66 

23 

29 

55 

7 

4 

6 

3 

2 

2 

19 

5 

30 

5 

4 

14 

24 

19 

ai 

155 

94 

243 


Table IS.-'Distribution Indicating Conditions of Voluntary 
Extension of Service Beyond Two-Year Requirement 


Army Navy Air Force 


Conditions 

/-■-' 

No. 

-- 

% 

X’o. 

% “ 

No. 

% 

Demonstrated need...... 

AH doctors serving on an equitable 

G 

3.3' 

13 

7.8 

13 

3.0 

basis .. 

8 

4.5 

6 

3.6 

19 

5.2 

Promotion to higher rank. 

11 

G.l 

4 

2.4 

28 

7.8 

Increase in pay . 

30 

1G.8 

23 

13.9 

04 

17.5 

Given residency or further training.. 

12 

G.7 

25 

15.1 

3$ 

10.4 

Opportunity to practice specialty .... 

20 

11.3 

17 

10.2 

35 

9.6 

Choice of duty assignment . 

15 

8.4 

16 

9.6 

44 

12.0 

t’holce of stable location... 

34 

19.0 

25 

15.1 

43 

11.7 

Living quarters for family . 

Request for e.xtcnslon of status 

9 

5.0 

5 

3.0 

18 

4.9 

quo refused. 

1 

O.G 

2 

1.2 



Extended service time voluntary .... 

C 

3.3* 

7 

4.2 

n 

3.3 

JIlsceManeous conditions . 

27 

15.1 

23 

13.9 

52 

14.2 








Total . 

. 179 

100.0 

IGG 

IflO.O 

30C 

100.0 


* Forced to total 100%. 


Preferred Branch of Service for Practice 
of Medicine 

In response to the question of preference if the 
physician were going to practice medicine in a 
federal government agency, 453 physicians stated 
a preference for the armed forces. A total of 436 


Table 19.—Preferred Branch of Service for Practice 
of Medicine 


Army Navy Air Force 



No. 

% 

No. 

% 

No. 

% 

Arrav . 

. 84 

72.4 

1 

0.9 

7 

3.2 

Navy .... 

4 

3.4 

104 

89.6 

5 

2,3 

-Air Force. 

, 21 

18.1 

9 

7.8 

206 

93.2 

No preference. 

6 

5.2 

2 

1.7 

2 

0.9 

No answer as to branch of service .. 

. 1 

0.9 



1 

0.4* 

Total . 

. IIG 

100.0 

116 

100.0 

22] 

100,0 


* Forced to total 100%. 


physicians expressed a preference for other agencies 
of the federal government, 248 had no preference, 
and 30 did not answer. Of those who preferred the 
armed forces, the majority chose the branch of 
ser\'ice in which they had served. Table 19 sets 
forth the preferences as to branch of service. 
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Distribution of Physicians by Rank at Time 
of Discharge 

The majority of physicians in the Army and .U 
Force held the rank of captain at the timeoftks 
release from active military duty, while those sep- 


Table 20.—Distribution of Physicians by Bank at Tmej 
Discharge 

Anny Xavy .iitfc 



No. 

% 

No. 


So. 

•w. 

C. 

1 st. It.-lt. j. g. 


1.0 

19 

12 



Capt.-U. s. g.. 


74.6 

200 

758 

all 


Major-U. commander , 


«w.4 

2S 

m 

23 

4 

Lt. col.'Commander 


L7 

14 

53 

» 

? 

Col.-capt. 


O.S 

3 

U 



Total . 


100.0 

264 

100 .fl 

•It) 

I’i' 


* Forced to total 100%. 


rated from the Navy held the equivalent rani 
lieutenant, senior grade. There were 1,102 phy 
cians who answered this question. The surs'ey i» 
cated that approximately 2% of those who 
ported were in the lowest rank, while 85% held I 
rank of captain or lieutenant, senior grade. Thi 
were approximately 13% with the rank of major 
lieutenant commander and higher. Table 20 in 
cates the number and percentages by rank mf 
the three services. 


Reserve Status 


Of tlie 1,167 physicians reporting, 193 indicafi 
they retained their reserve commissions while ? 
resigned tlieir commissions. There were hvo w 
did not respond. By services, the Army had 
retaining commissions and 247 resigning; the ha 
had 44 retaining and 236 resigning; and thej 
Force had 81 retaining and 489 resigning tni 
commissions. Table 21 reflects the percentages 
branch of service. 


Length of Active Service as a Medical Officer 

In the Army 308 responding physicians sen 
an average (median) of 23 months in the uni 
States and 152 responding physicians served a“ 
average (median) of 21 months at overseas s a 
tions. There were 279 naval medical officers v 
had an average (median) of 24 months 3 cti'’C u, 
in the United States and 108 naval medical o ce 


Table 21.—Percentage Distribution of Physicians Accord'. 
to Reserve Status 


Retained commission 
Resigned commission 
No response . 

Total .. 


Army, % 
21.5 
78.2 
0.3 

100.0 


Nnvy.r. 

15.7 

84.3 


300.0 


Hi 

^>/> 

oi 

IflO.O 


had an average (median) of 12 montlis , 
Responses from 545 physicians in the Air^ f ^ 
revealed an average (median) tour of ^ 

months in the United States, and 194 
the Air Force had an average (median) tour o 
of 22 months at overseas bases. 
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CALIFORNIA 

; ,.'Dr, Freeman Comes to California.—Dr. Gustave 
■ ' Freeman, medical researcher, has joined the biologi- 
";' cal sciences department at Stanford Research Insti¬ 
tute as program director of medical research. He 
-. will direct preclinical cancer research at the insti- 
■ tute and clinical studies conducted with neighbor¬ 
ing hospitals. Concurrently with his assignment. 
Dr. Freeman will conduct an advanced program on 
.' nucleic acids with Prof. George W. Beadle, recently 
named to share the 1958 Nobel prize in medicine, 
• at California Institute of Technology. Dr. Freeman 
' comes to Stanford Research Institute from the Can- 
! cer Chemotherapy National Service Center at 
Bethesda, Md., where he was head of the clinical 

■ - pharmacology and therapeutics section. In addition, 

he was a consultant-in-biology for the Children’s 
: •: Hospital in Boston; a member of the Johns Hopkins 
Hospital medical staff; and an assistant professor 
of medicine, Johns Hopkins Uni\'ersit>' School of 
Medicine, Baltimore. 

V COLORADO 

' r State Medical Election.—The Colorado State Medi- 
cal Society has installed tlie following officers: 
r president, Dr. John Zarit, Denver; president-elect. 
Dr. John L. McDonald, Colorado Springs; vice- 

■ r president. Dr. Robert P. Harvey, Denver; treasurer, 
•' Dr. William C. Service, Colorado Springs; and con¬ 
stitutional secretary'. Dr. Harry C. Hughes, Denver. 

i DELAWARE 

Centers for Retarded Children.— Delaware report- 
edly has opened tlie first state-supported day care 
- center for severely mentally retarded children in 
• • the U. S. Only the most helpless of the mentally 
retarded are accepted for care—from 9 to 5 five days 
1 : a week. The purpose is twofold: to try to train the 
; children in tlie basic phases of self-care; to relieve 
their parents of the constant strain of taking care of 
them at home. This is the first of a series of centers 
to be set up throughout Delaware under the juris¬ 
diction of Dr. Mesrop A. Tarumianz, state mental 
health director. 

ILLINOIS 

Request for Old Pictures of Autos.—The Illinois 
State Medical Society is preparing an e.xhibit cen- 
! tered around an Illinois Medical Journal article 

Physicians are invited to send to this department items of news of 
general interest* for example, those relating to society activities, new 
; hospitals, education, and public health. Programs should be received 
at least three weeks laefore the date of meeting. 


which told of the role of physicians in tire develop¬ 
ment of the automobile in the U. S. at the turn of 
the centurj’. To help illustrate this exhibit, tlie so- 
ciet)' will appreciate the loan of old photographs 
showing physicians at the wheels of cars of 1900- 
1910 vintage. Scenes showing difficulties on the 
road, or poor highway conditions, are especially 
desired. Enlargements will be made of these photo¬ 
graphs and the originals returned undamaged. 
Photographs should be accompanied by a memo 
giving the name and town of the physician, wheth¬ 
er living or deceased, and the make and year of the 
automobile. They should be sent to Mr. John A. 
Mirt, Illinois State Medical Society, 185 N. M^abash 
Ave., Chicago 1. 

Chicago 

New Department of Experimental Surgery.—Mich¬ 
ael Reese Hospital and Medical Center has an¬ 
nounced the appointment of Dr. Uh'Iliam C. 
Shoemaker as head of its new department of e.xperi- 
mental surgery which will begin operations Jan. 1, 
1959. Dr. Shoemaker at present is an assistant in 
surgery at the Peter Bent Brigham Hospital, Boston, 
and a research fellow at Harvard Medical School. 
At Michael Reese he will continue his research on 
the metabolism of the li^'er in surgical conditions, 
and other work of the newly formed department 
udll concern the role of the autonomic nenmus 
system in ^’arious surgical problems and tire recon¬ 
struction of intraperitoneal smootli muscle organs. 
Dr. Shoemaker, a nath'e of Chicago, received his 
M.D. degree from the University of California, 
San Francisco, in 1946 and served 38 months with 
tlie U. S. Navy Medical Corps. 

MAINE 

Dr. Hill Receives Huddilston Medal.—Dr. Frederick 
T. Hill, Waterville, medical director of Thayer 
Hospital, was honored recently by the Maine ’Tu¬ 
berculosis Association which awarded to him its 
Roselle W. Huddilston Medal “for distinguished 
service and outstanding contributions in the field of 
health to the people of the State of Maine.” The 
Huddilston Medal established in Maine to honor 
health leaders and recognize their work, is named 
for Mrs. John Homer Huddilston of Orono, a vol¬ 
unteer health worker and leader in the state for 
more tlian 40 years. It is given “in recognition of 
contributions wnthin the total field of healtli which 
is in keeping with the tuberculosis association’s 
concept that it should be interested in all aspects 
of health improvement, for all are important and 
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they all contribute to tuberculosis control.” The 
medal is not limited to physicians and is primarily 
awarded in recognition of services rendered beyond 
the call of a person s ordinarily defined responsibili¬ 
ties and duties. The medal was presented to Dr. Hill 
at the annual meeting of the Maine Tuberculosis 
Association by Dr. Thomas A. Foster, Portland, 
chairman of the Huddilston Medal Committee. A 
citation, describing Dr. Hill’s accomplishments, 
listed service as president of the Maine Medical 
Association (1936-1937), the Maine Hospital Asso¬ 
ciation (1944-1946), and tlie New England Hos¬ 
pital Assembly (1954). 

MASSACHUSETTS 

State General Practitioner of the Year.—The Execu¬ 
tive Committee of the Massachusetts Medical So- 
cietx' has named Dr. Kathlejme S. Snow as the 
socieW’s “General Practitioner of tlie Year” and its 
nomination for die A. M. A. national award. Dr. 
Snow is tlie first woman physician to receive the 
Massachusetts honor. After her graduation from 
Tufts College Medical School in 1923, Dr. Snow set 
up practice in Jamaica Plain, where she continues 
to practice. In presenting her nomination to die 
Executive Committee her fellow physicians of the 
Norfolk District stated, in part, “A credit not only 
to die women in medicine, but to the whole medical 
profession, Dr. Snow richly deserx'es die honor of 
being selected as the Massachusetts General Practi¬ 
tioner for 1958.” 

MICHIGAN 

Lecture on Schizophrenia.—Dr. Mandn L. Adland, 
clinical director of Chestnut Lodge Sanitarium, 
Rockinlle, Md., will give a lecture on the treatment 
of schizophrenia at die Haven Sanitarium, Roches¬ 
ter, Mich., Dec. 13. 

Dr. Krystal Receives Research Award.—The Michi¬ 
gan Society of Neurolog)^ and Psychiatry on Oct. 23 
presented its research award to Dr. Henrj' Krj'stal, 
an associate member of die society. This award, 
consisting of a prize of $250 and an appropriate 
scroll, is presented annually “for meritorious origi¬ 
nal work in neuropsychiatrj' done by wen in the 
first five years of training or experience.” Dr. 
Kty’stal’s paper was entided ‘Thysiological Treat¬ 
ment of Delirium Tremens,” and has been accepted 
for publication in die Journal of the American 
Psychiatric Association. 

MINNESOTA 

Institute on Perinatal Casualties.—The University 
of A'lichigan School of Pubhc Health and the Uni¬ 
versity of Minnesota School of Pubhc Health will 
jointly hold an “Institute on Perinatal Casualties” 
Dec. 8-12 in Minneapolis, financed by a grant from 
the U. S. Children’s Bureau. The program ivill be a 
series of seminars and discussions. Faculty case find¬ 
ing, care, and foUow-up; perinatal mortality studies; 
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care of the premature infant; etc. For informafir 
wTite Dr. Donald C. Smith, associate prolessot j 
maternal and child health. University of Michi;; 
School of Public Health, Ann Arbor, Micli,°t: 
Dr. Helen M. Wallace, professor of matemal al 
child healdi, University of Minnesota School tl 
Public Health, Minneapolis, Minn. 

NEBRASKA 

Select Committee on Research.—Dr. Charles M 
WiUrelmj, professor of physiology, has been name! 
chairman of an all-University Committee on ll^ 
search at Creighton University School of Mediciae, 
Omaha. 'This committee was selected by the Aca¬ 
demic Senate, composed of deans of fte vaiiocs 
schools and colleges under, the chairmanship of tie 
academic vice-president, the Rev. William F. Kelley, 
S.J. The newly-named group will act as a cleaiiDj 
house for research in the university and as uiivfi- 
sity' agent in general research grants. Further, lie 
Committee on Research udll encourage, advertise, 
initiate, and approve research in the several col 
leges. It wdll serx'e as liaison body with the Jesuit 
Research Council of America. 

NEVADA 

State Medical Election.—The following oEBcers cl 
the Nevada State Medical Association have been 
elected for 1958-1959: Dr. Roland W. Stahr, pru¬ 
dent; Dr. Ernest W. Mack, president-elect; Dr, Mil' 
liam A. O’Brien, III, secretary-treasurer; Dr. M’esley 
W. Hall, A. M. A. Delegate; and Dr. Earl N. 
Hillstrom, A. M. A. Alternate Delegate, all of Reno 

NEW MEXICO 

Dr. Lovelace to Speak at Holloman.— Dr. Willi® 
R. Lovelace, II, will fly to Holloman Air Forcf 
Base as guest of honor for tlie Dec. 9 dinner meet 
ing of the Holloman Section, American Rock 
S ociety. Dr. Lovelace will explore various aspect 
of human factor research related to the hazar 
encountered by "Man in Space.” Formerly chiei o 
the Aero Medicxil Laboratory at Wright 
opment Center, Dr. Lov'elace is now an ofneial o 
tlie Lovelace Foundation. He has also 
chairman of tlie Aeromedical Panel of the U • 
Scientific Advdsory' Board and is now a member c 
tlie NATO Ad'vdsory Group for Aeronautical c 
search and Development (AGARD) under ' 
Theodore von Karman. 

NEW YORK 

Lectures on Psychiatric Gare.—A series of six 
hires on practical aspects of psychiatric care m 
community is being presented to North Loun ^ 
area physicians by Drs. Warren A. Mann and Dau 
B. Robinson, both assistant professors of 
The lectures, which started Oct. 28, will end 
11 and are being held at Mercy Hospital, a 
towm. Presented at die request of the Je” 
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County Academy of General Practice and designed 
to pro\'ido information helpful in psychiatric prob¬ 
lems encountered in the general practice of medi¬ 
cine, the lectures are concerned with development 
of psychosocial problems, diagnosis, immediate 
treatment, legal considerations, and community re¬ 
sources and responsibilities that may be developed. 
Sponsoring the lectures are the New York State 
Medical Society, the Jefferson County Medical So¬ 
ciety, the Jefferson County Mental Health Associa¬ 
tion, and the academies of general practice of the 
four participating counties. Sessions are held from 
7:30 to 9:30 p. m. 

New York City 

Annual Wcchslcr Lecture.—The annual Israel S. 
IVechsler Lecture will be given Dec. 12, 8:30 p. m., 
in the Blumenthal Auditorium of the Mount Sinai 
Hospital. Charles M. Pomerat, Ph.D., professor of 
cytology, University of Texas, Galveston, will speak 
on "Recent Advances in the Study of Living Nerve 
Tissue.” 

Centennial Exhibit for Dr. Koplik.—In celebration 
of the lOOtb anniversary of the birth of Dr. Henry 
Koplik (1858-1927) “one of New York City’s pre¬ 
eminent physicians,” an exhibition bearing upon the 
life and achievements of Dr. Koplik will be placed 
on view in The New York Academy of Medicine. 
Dr. Koplik was a specialist in the diseases of chil¬ 
dren, was an eminent exponent of preventive medi¬ 
cine, and is most widely knowm as the discoverer of 
the “Koplik’s Spots.” He was the founder of the 
first “Milk Depot,” making milk available to the 
poor and the underprivileged free or at a minimum 
cost. Dr. Koplik served as medical director of the 
Good Samaritan Dispensary, and was one of the 
founders of the American Pediatric Society and at 
one time was its president. The exhibit at Tlie New 
York Academy of Medicine, organized by Dr. Mur¬ 
ray H. Bass and Dr. Jerome L. Kohn, will be on 
view at The New York Academy of Medicine, first 
floor lobby, until the end of December. The public 
is invited. Admission, is free. 

OHIO 

Annual Meeting on Internal Medicine.—The annual 
meeting of the Ohio Society of Internal Medicine 
will be held Jan. 21, 8 p. m., at the Netherland 
Hilton Hotel, Cincinnati. The presiding officers will 
be Dr. Arnoldus Goudsmit, Youngsto\vn, president; 
Dr. George J. Hamwi, Columbus, vice-president; 
and Dr. Leonard P. Caccamo, Youngstown, secre¬ 
tary-treasurer. The meeting will be devoted to a 
review of the progress made by the society in the 
interest of patient care requiring tlie specialty of 
internal medicine in the State of Ohio during the 
year 1958. Dr. A. Carlton Ernstene, governor of the 
college for Ohio, has invited the Ohio Society of 
Internal Medicine to take part in tlie program of the 


Ohio Regional Meeting of tlie American College of 
Physicians to be held Jan. 22 at the Veterans Ad¬ 
ministration Hospital in Cincinnati. The program 
wdll include the presentation of a panel dealing 
witli "Status of the Internist in Medical Care Plans," 
moderated by Dr. Hamwi, head, division of endo¬ 
crinology and metabolism, Ohio State University 
College of Medicine. The panel will consist of 
four members: Dr. William B. Walsh, chairman. 
Legislative Committee of the American Society 
of Internal Medicine, Washington, D. C.; Dr. 
John J. Grady, chairman. Committee on Insurance 
Plans, Cleveland Society of Internal Medicine, 
Cleveland; Mr. Charles H. Coghlan, executive vice- 
president, Ohio Medical Indemnity, Inc., Colum¬ 
bus; Dr. Paul I. Robinson, coordinator of medical 
relations. Metropolitan Life Insurance Company, 
representing the Health Insurance Council, New 
York City. 

OREGON 

Grant for Research Building.—A grant of $1,297,955 
from the National Advisory Council of the National 
Institutes of Health for construction of the Univer¬ 
sity of Oregon '»Iedical School’s proposed Medical 
Research Building was approved in late September, 
paving the way for a request by the Board of 
Higher Education for matching funds from the 
1959 Oregon State Legislature. Preliminary plans 
for tlie research structure were approved by the 
Higher Education Board in June. TTie building will 
be rectangular, 57 by 182 feet. It will be nine stories 
high including two stories below ground, with a 
total floor area of about 106,902 square feet, and 
designed so that five additional stories can be 
added at some future date. The building will be 
located north of the Medical Science Building. It 
will be constructed of reinforced concrete with ex¬ 
terior finish to be of glass and panel construction. 
Interconnection between the new and existing facili¬ 
ties will be provided. Provisions are incorporated 
in the plans for storage and processing of radioiso¬ 
topic materials and for radioactive materials labora¬ 
tories. Animal quarters are planned in the two 
sub-grade levels. 

PENNSYLVANIA 

Philadelphia 

Symposium on Hypertension.—The Hahnemann 
Medical College and Hospital xvill present a Sym¬ 
posium on Hypertension at the Town Hall, Phila¬ 
delphia, Dec. 8-12, under the following section 
headings: Pathology and Clinical Aspects of Hyper¬ 
tension, Basic Concepts of the Etiology of Hyper¬ 
tension, Pharmacology of Hypertension and Use of 
Sympathetic Blocking Agents, and Tlie Role of Salt 
and Diuretics in the Therapy of Hypertension. The 
latter part of the symposium concerns medical and 
surgical treatment. On the third and fourth day, the 



1912 


MEDICAL NEWS 


J.A.M.A., Dec. 6,1938 


clinical pharmacodynamics and therapeutic use of 
drugs \vin be considered. Panel discussions sched¬ 
uled for Dec. 12 will have the following titles and 
moderators; 

Development of an Effective Therapeutic Program, Dr. John 
H. Moyer. 

Effect of Therapy on Progno.sis in Patients with Hypertension, 
Dr. Charles C. Wolferth Sr. 

Surgical Approach to Essential Hypertension, Dr. John M. 
Howard. 

Participants in the symposium include Dr. Wil¬ 
liam D. M. Paton, professor of phannacology. Royal 
College of Surgeons of England, London, who will 
present “Tlie Rationality or Irrationality' of Gangli¬ 
onic Blocking Agents in Hypertension,” and Dr. 
Mordochai Toor, head, third medical department 
and cardiopulmonary laboratory', Beilinson Hospi¬ 
tal, Kupat-Holim, Petah-Tik\'a, Israel, who will 
speak on “The Effect of Increased Intrapulmonary', 
Intracardiac, and Intra-arterial Blood Pressure on 
Sodium Excretion.” 

University Center for Radiology.—The Il^illiam H. 
Donner Center for Radiology of the University' of 
Pennsy'lvania received a S150,000 endowment gift 
from The Donner Foundation when the one-million- 



The M'iUiam H. Donner Center for Radiology of the 
University of Pennsylvania, Philadelphia. 


dollar center was dedicated earlier this year. The gift 
for endov'ment was in addition to the foundation’s 
earlier contribution of $600,000 toward construction 
of tlie center. 'The foundation also donated a 2- 
million-volt x-ray' machine. The center, located 
adjacent to the Hospital of the University of 
Pennsy'lvania, was named for William H. Donner, 
Pennsy'lvania industrialist and philanthropist, in 
recognition of his long interest in radiological diag¬ 
nosis and treatment. It was constructed at a cost of 
$847,000, plus $184,000 for equipment. The Pels 
Fund contributed $25,000 for a radiobiology re¬ 
search program, and the U. S. Public Health Serv¬ 
ice proHded more than $284,000 in grants for 
equipment and construction. The center consists of 
three floors, providing 16,000 square feet of floor 


space, and is connected with the present depart¬ 
ment of radiology at the hospital. The basement 
level contains electronic and precision machine 
shops and an auditorium seating 68 persons. Patient 
care is centered on the main floor, and the second 
floor will serve as the experimental and sers’ice 
floor. 

UTAH 

University of Utah Medical Center Planned.-In 
1957, the State Legislature authorized construction 
of a unified medical center on the University' of 
Utah campus. Salt Lake City, and made an initial 
appropriation of funds for planning and construc¬ 
tion. This new plant will bring together under one 
roof the many activities of the College of Medicine 
and Nursing now housed in widely scattered tem¬ 
porary buildings. Work has already gone into pre¬ 
liminary' plans for the new structure, including 
individual and team visits to other medical centers 
of the country, visits to Salt Lake City of various 
expert consultants, full-time services of a “space 
analyst” e.xperienced in medical center planning, 
etc. Faculty' committees and architects are now 
working jointly on “preliminaries.” At an estimated 
cost of 10 million dollars for construction and 2 or 
3 million for utilities, landscaping and equipment, 
this reportedly will be one of the smallest and least 
costly of university medical centers in the U. S. 
About two-thirds of the funds needed for the proj¬ 
ect are in hand or in prospect. A public campaign is 
now being initiated to raise the remainder. 

WEST VIRGINIA 

General Practice Meeting in Gharleston.—The lOtli 
anniversary of the West Virginia Chapter of the 
American Academy of General Practice will be ob¬ 
served at a meeting at the Daniel Boone Hotel in 
Charleston Dec. 7 with a special scientific assembly. 
A film, “Building For Tomorrow,” u'ill be shov'n 
during the period from 9:30 to 10 a. m., after which 
the following yorogram will be presented, ivith a 
luncheon at noon: 

10 a.m.—Pre- and Post-Partran Gynecological Problems, Dr. 
John H. Holzaepfel, assistant professor, department o' 
obstetrics and gynecology, Ohio State University College 
of Medicine, Coliunbus. 

11 a.m.—An Appraisal of Present Therapy for Peptic Dber, 
Dr. Charles M. Caravati, associate professor of clinica 
medicine, Medical College of Virginia, Richmond. 

2 p.m.—Acute Chest Surgery, Hiatal Hernia, and Open Heart 
Surgery, Dr. Donald B. EfHer, department of chest snrger), 
Cleveland Clinic, Cleveland. 

3 p.m.—Respiratory Infections—A General Review of Diag¬ 
nosis and Modern Treatment, Dr. WiUiam Curtis Adams, 
assistant professor of child herdth, department of pediatncs, 
Universit)' of Louisville School of Medicine, Kentucky, 

Members of the American Academy' of General 
Practice will be granted dM hours category one 
credit for attendance at the meeting. There yvill be 
no registration fee. ^ 
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WISCONSIN 

Academy Meeting in Milwaukee.—On Dec. 16-20 
the Milwaukee Academy of Medicine will present a 
series of conferences, clinics, and ward rounds to be 
directed by Dr. Arnold S. Reiman, associate profes¬ 
sor of medicine, Boston University School of Medi¬ 
cine, and physician in charge of the Renal and 
Metabolic Clinic at the Robert D. Evans Memorial 
Hospital, Boston, concerning “Electrolyte Problems 
and Renal Disease” and also fluid and electrolyte 
problems as encountered in other fields of medicine. 
All sessions are open to interested physicians with¬ 
out registration fee. 

Dec. 16—University Club of Milwaukee, Cocktails and Din¬ 
ner, 6:00 p.m., .scientific session, 8:00 p.ni. 

Clinics and Rounds: 9:00 a.ni. to 12 Noon. 

Dec. 17—Milwaukee County General Hospital. 

Dec. 18—Veterans Administration Hospital, Wood. 

Dec. 19—Milwaukee Children’s Hospital. 

Dec. 20—Milwaukee County General Hospital. 

For information write the Milwaukee Academy 
of Medicine, 561 N. 15th St., Milwaukee. 

GENERAL 

Retarded Child Programs Expand.—The Oct. 11 
Science News Letter reports that efforts to under¬ 
stand the causes of and care for the mentally 
retarded child have mushroomed from four state 
programs three years ago to 44 such programs to¬ 
day. In 1955, four states were pioneering in tlie 
mental retardation problem. These states were re¬ 
ceiving only $141,000 in special project money 
advanced by die Children’s Bureau of the U. S. 
Department of Health, Education and Welfare, 
Mrs. Katherine B. Oettinger, chief of tlie bureau, 
said. In 1956, the federal government ear-marked 
one million dollars annually for state mental re¬ 
tardation projects. A major goal of the fund was to 
close the gap between early detection and treat¬ 
ment of mental retardation in preschool children. 
Several of the state programs that are supported by 
federal funds are training future physicians in tire 
diagnosis and treatment of various forms of mental 
retardation. Some of the state projects are located 
in university medical centers. Some, as in Minne¬ 
sota, Maine, Georgia, and Idaho, are concentrated 
in rural counties in an effort to determine both tire 
need for services and the available resources that 
can be developed. In Florida, Colorado, Alaska, 
and Massachusetts the emphasis is on how to inte¬ 
grate mental retardation programs into the services 
of local health departments. Most of the children 
seen in these projects are of preschool age. Deter¬ 
mination of dre nature and degree of mental retar¬ 
dation, and the causes, is the first point of assistance. 
Consideration is given to physical conditions that, 
if improved, would lessen the handicap. The family 
situation affecting the child’s condition is carefully 
studied, and resources in the community to aid the 
child are sifted. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional OflBce of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Area 

Xew England States 

Maine . 

New Hampshire .. 

Vermont . 

Massachusetts . 

Rhode Island'.. 

Connecticut .. 

Middle Atlantic States 

New York .. 

New Jersey .. 

Pennsylvania . 

East North Central States 

Ohio . 

Indiana . 

Illinois . 

Michigan . 

Wisconsin . 

West North Central States 

Minnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South Atlantic States 

Delaware . 

Maryland . 

District of Columbia .. 

Virginia . 

West Virginia . 

North Carolina . 

South Carolina . 

Georgia . 

Florida . 

East South Central States 

Kentucky . 

Tennessee . 

Alabama . 

Mississippi . 

West South Central States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas . 

Mountain States 

Montana . 

Idaho . 

Wyoming . 

Colorado . 

New Mexico . 

Arizona . 

Utah . 

Nevada . 

Pacific States 

Washington . 

Oregon . 

California . 

Alaska . 

Hawaii . 

Puerto Rico . 

Total . 


Nov. 8, 

A 

1958 

Nov. 9 



Paralytic 

Total 

1957 

Type 

Cases 

Total 

•• 


1 

3 

6 

3 

2 

4 

.. 

6 

5 

1 

4 

14 

V 

3 

4 

5 

4 

10 

3 

12 

31 

7 

3 

3 

1 

■ 1 

1 


1 

2 

1 

7 

7 

1 

1 

1 


** 

i 

•• 

1 

1 


*3 

3 


3 

S 


2 

2 


1 

2 

’i 


,, 

o 

- 

S 

1 

0 

2 

4 

4 

5 

2 

4 

5 

3 

1 

8 

.. 

1 

1 


.» 


5 

2 

2 

1 

5 

10 

5 

1 

1 

1 


1 


1 

1 

*i 



1 



3 



1 

19 

21 

10 

1 

*1 

2 

97 

159 

73 


Poliomyelitis Morbidity Trends.—According to the 
Poliomyelitis Surveillance Report of the Communi¬ 
cable Disease Center, Atlanta, Ga., for Oct. 31, 
during the 43rd week ending Oct. 25, 253 new cases 
(155 paralytic) were reported to the National 
Office of Vital Statistics. This represents a decrease 
in tile total, but an increase in the paralytic cases. 
The previous week 289 cases were reported of 
which 140 were paralytic. Late seasonal rises in 
polio are not uncommon, the report stated, but the 
persistence of cases at this level, this long after the 
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peak during the 3Sth week, is unusual. For the first 
time this year, paralytic cases exceeded the number 
for the corresponding week in 1956. During die 
43rd week in 1956, 320 cases witli 140 paral)'tic 
were reported. Aside from the concentration of 
cases in Michigan (total 57—paralytic 20), paralytic 
cases are distributed widely throughout the nation. 

CANADA 

Research Institute in Saskatoon.—The Saskatchew’an 
Cancer and Medical Research Institute w’as for¬ 
mally opened May 10. The Institute has been built 
on the campus of the University of Saskatchew'an 
College of Medicine, Saskatoon, through funds sup¬ 
plied by the Saskatchew'an Division of the Canadi¬ 
an Cancer Society' and the Government of Saskatch¬ 
ew'an. It is connected by tunnel with the Medical 
Building and the University' Hospital and w'ill pro¬ 
vide housing for tlie Saskatchew'an Research Unit 
of the National Cancer Institute of Canada as w'ell 
as a radiation physics group and a tissue culture 
suite occupied by the department of anatomy and 
bacteriology' of the University of Saskatchewan. The 
low'er floor w’ill provide laboratory’ space for the 
clinical departments of anaesthesia, medicine, pedi¬ 
atrics, neurosurgery, and surgery. 

CORRECTION 

Psychoanalysis Meeting Dec. 6-7.—In the Nov. 15 
issue of The Journal, p. 1562, die mid-w'inter meet¬ 
ing of the Academy of Psychoanalysis w'as reported 
to have been held Nov. 6-7. Dr. Jules H. Masser- 
man, past-president, who w'as given as president, 
has w’litten that the academy “w'ill hold its mid- 
w'inter meeting at die Roosevelt Hotel, New York 
City', Dec. 6-7, under the presidency of Dr. William 
V. Sih'erberg, of New' York.” 
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MEDICAL SPECIALTY BOARDS 

American Bo.ard of Anesthesiology: Oral. Phoenix, April 

5- 10. All applications already on file. Sec., Dr. Forrest E. 
Lefimgwell, 217 Farmington Ave., Hartford 5, Conn. 

American Board of Dermatology: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 
American Bo.ard of Internal Medicine: 1959 Schedule- 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Soutliwest, New Or¬ 
leans, Feb. 3-6. Final date for filing application is Jan. 1. 
Oral. For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi¬ 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on the East Coast, Nov. 

6- 7, 9-10. Final date for filing application is March 1. 
Examination in the Subspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for filing application 
is Feb. 1. Sec.-Treas., Dr. William A. WerreU, One West 
Main St., Madison 3, Wis. 


American Board of Neurological Surgery: Examination 
given txvice annually, in the spring and fall. In older to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Di. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

American Board of Obstetrics and Gynecology: Port I 
V^arious parts of tlie United States and Canada, Januati-16. 
Candidates notified of their eligibility to participate in 
Part 1 must submit their case abstracts within thirty days 
of notification of eligibility. No candidate may take the 
written examination unless the case abstracts have been 
received in the office of the Secretary. Oral and Ctiiiicol. 
Chicago, May 8-19. Fonnal notice of tlie exact time of each 
candidate’s examination will be sent him in advance of the 
examination dates. Candidates who participated in the 
Part I examinations will be notified of their eligibility for 
the Part II examinations as soon as possible. Sec., Dr. 
Robert L. Faulkner, 2103 Adelbert Road, Cleveland 6. 

AMEmcAN Board of Ophthalmology: Written, qualifying 
test (Part I), Various Cities, Jan. 28. Oral. Philadelphia, 
June 3-6. Sec., Dr. Merrill J. King. 22 White St., Rockland, 
Maine. 

AMEmcAN Board of Orthopaedic Surgery: Part I. Wash¬ 
ington, D. C., Denver, Colorado and Rochester, .Minn., 
.Mar. 26-27. Deadline for filing application was Nov. 30. 
Part II. Cliicago, Jan. 21-23, 1959. Deadline for receipt of 
applications was Aug. 13. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

American Board of Otolaryngology: Oral. Chicago, Oct. 
5-9. Final date for filing application is Febmary. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

American Board of Physical Medicine and Rehabilita¬ 
tion: Written, Part I, and Oral, Part II. Philadelphia, 
June 12-13. Final date for filing application is February 
15, Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

American Board of Plastic Surgery: Oral and Written. 
Boston, May 9-11. Final date for submitting case rei»its is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillericli, 
4647 Pershing Ave., St. Louis 8, Mo. 

AMEmcAN Board of Preventive Medicine: Written. PaoM 
Health. Regional, Apr. 9-11, Occupational Medicine. Chi¬ 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three «- 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 343b 
Walnut St., Philadelpliia 4. 

American Board of Proctology: Oral and Written. Phila¬ 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., Garden 
City, N. Y. 

American Board of Psychiatry and .Neurology: Ne" 
York City, Dec. 15-16; New Orleans, Mar. 16 - 17 . Training 
credit for full time psj'chiatric and/or neurologic assign¬ 
ment in unapproved military programs or services between 
the dntes of Jan. 1, 1950 and Jan. 1, 1954 will be teimi- 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, IOl-H 
Second Ave. S. W., Rochester, Minn. 

American Board of R.adiolocy; Special Examination. Cin¬ 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nox'. 1. Candidates completing training June 30,1^ 
are not eligible for the Spring 1939 e.xaminations. Sec., Dl 
H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Part 11. New York City, Dec. 
15-16; Houston, Tex., Jan. 12-13; New Haven, Conn., re ■ 
9-10; Durham, No. Car., March 9-10; San Francisco, Ap"' 

13- 14; Indianapolis, Mav 11-12; Columbus, Ohio, M‘J> 

14- 15. Sec., Dr. John B.' Flick, 1617 Pennsylvania Blvd., 

Philadelphia 3. .. 

Board of Thoracic Surgery: Oral. Los Angeles, Apn- 
Final date for filing application is Dec. 1. Sec., Dr- M i ■ 
liam M. Tuttle, 1151 Taylor Ave., Detroit 2. 

American Board of Urology; The oral will be gb® 
Chicago in February 1939. Sec., Dr. William Niles ' > 
shard, Jr., 30 Westwood Road, Minneapolis 26. 
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AIR FORCE 

Personal.—Col. Jolin E. Pickering, chief, department 
. of radiobiology, has been named director of medical 
: research at the U. S. School of Aviation Medicine, 

' ^ San Antonio, Te.vas. Colonel Pickering, formerly 
'' director of the Health Phy.sics Society' of America, 

. ■ is the author of te.vtbooks entitled “Student Hand- 
. book of IVeather” and “Air Navigatioir,” and of 
many scientific papers. 

ARMl' 

Personal.—Col. Floyd L. Wergeland, executive di- 
rector, Office for Dependents’ Medical Care, was 
,; promoted to the rank of brigadier general on Oct. 8. 

Formerly, General Wergeland was chief of the 
' personnel division in the surgeon general’s office. 

Col. John L. Crawford, commanding officer, 9tli 
' Hospital Center, Landstuhl, Germany, was also 
recently promoted to tlie rank of brigadier general. 

NAVY 

Surgeon General Receives Peru Award.—Surgeon 
General Rear Adm. Bartliolomew Hogan has been 
awarded the Peruvian Cross of Merit by the presi¬ 
dent of Peru and the Peruvian Navy. The decora¬ 
tion was presented through Rear Adm. Luis 
Edgardo Llosa, Naval Attach^, Embassy of Peru, 

' Washington, D. C., Oct. 8, in connection with the 
' celebration of Peruvian Navy Day. This award was 
made in recognition of the assistance the U. S. Navy- 
Medical Department has given the Peruvian naval 
medical department. 

VETERANS ADMINISTRATION 

Wheel Chair Homes.-More than 5,400 seriously dis¬ 
abled veterans have received federal grants totaling 
more than 51 mRlion doRars for “wheel chair 
1 homes,” the VA has announced. As of Sept. 30, 
some 7,091 veterans who, because of service- 
connected disabilities, cannot get about without the 
aid of wheel chairs, crutches, braces, or the like, 
had established their eligibility for these special 
grants. Of these, 5,415 already have received the 
grants and either have moved into their homes or 
are in the process of having them buUt. The re¬ 
mainder have not yet put their plans into effect. 
The VA defrays 50% of the cost of “wheel chair 
homes” for eligible veterans up to a maximum of 
$10,000 under grants which were first authorized 
in 1948. The average grant is $9,468. 

Research Program Expanded.—About 15 million 
dollars is available for VA medical research during 
the present fiscal year, and that is 5 million more 
than was available last year. The major new em¬ 
phasis in the agency’s research will be on studies 


of mental and physical deterioration associated 
with aging, says Dr. Martin M. Cummings, director 
of the VA research service in Washington, D. C. 

PUBLIC HEALTH SERVICE 

Nobel Prize Winners.—The three scientists who 
were awarded the 1958 Nobel Prize in Medicine 
and Physiology have been closely associated for 
many years with research supported by the Na¬ 
tional Institutes of Health (NIH). Tlie NIH pro¬ 
grams support scientific medical research of high 
caliber through grants for research studies, research 
training, and research facilities construction. Nearly 
half of America’s medical research is supported 
through tliese grants, which will number some 
7,000 this year. The awards are made on the recom¬ 
mendation of over 700 nonfederal advisers who 
review applications for grants as members of study 
sections and advisory councils. 

Dr. Joshua Lederberg of the University of Wis¬ 
consin has been receiving an NIH grant for 10 
years. He is a member of the newly formed Ge¬ 
netics Study Section of NIH, having been a member 
of the Morphology Study Section from 1949 to 
1953. His current grant is from the National Cancer 
Institute. Dr. Edward Tatum of the Rockefeller 
Institute for Medical Research is a member of the 
Division of General Medical Sciences Genetics 
Training Committee and has received grant support 
from NIH since 1951. His current grant is from the 
National Cancer Institute. Dr. George Beadle, Cal¬ 
ifornia Institute of Technology, was the first scien¬ 
tist to deliver a Dyer Lecture at NIH and is now 
receiving a National Heart Institute grant, working 
in experimental biology and genetics. His current 
project is expected to receive support until 1961. 

Grants for Research in Metabolic Diseases.—Re¬ 
search grants and fellowships totaling $20,705,780 
were awarded during September by the National 
Institutes of Health, at'Bethesda, Md. Forty-seven 
per cent of the grant funds awarded during Sep¬ 
tember are for support of research in artliritis and 
metabolic diseases. The grants were made to 337 
institutions in 45 states, the District of Columbia, 
2 territories, and 18 foreign countries. Research 
fellowships totaling $581,369 were awarded to 150 
individuals for study in 93 institutions in 33 states, 
the District of Columbia, and 2 foreign countries. 

Dr. Wright Receives Award.-Dr. Willard H. 
Wright, D.V.M., a Public Health Service consultant 
and former chief of the laboratory of Tropical 
Diseases of the National Institutes of Health was 
awarded the Walter Reed Medal by the American 
Society of Tropical Medicine and Hygiene. Re¬ 
search by Dr. Wright and co-workers resulted in 
improved control or treatment of such diseases as 
malaria, schistosomiasis, and filariasis. Advances 
were also made against trichinosis, toxoplasmosis, 
pinworm infection, and amebic dysentery. 
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Alderman, Mason Clarence, North Kansas City, 
Mo.; Universit)'^ Medical College of Kansas Cit\', 
1903; died Sept. 26, aged 87. 

Andersen, Silas Carl ® Minneapolis; University of 
Minnesota Medical School, Minneapohs, 1925; 
member of the board of directors of the Hennepin 
Count}' Medical Societ}'; fellow of the American 
College of Surgeons; on tlie staffs of St. Andrews 
and St. Barnabas hospitals, and tlie Fairview Hos¬ 
pital, where he died Sept. 27, aged 69, of shock 
and fracture of the pelvis as the result of a fall. 

Anderson, Lester D. ® Cliicago; Chicago Medical 
School, 1919; served as a member of the staff of 
the city health department; died in St. Petersburg, 
Fla., Sept. 25, aged 69, of cerebral hemorrhage. 

Babcock, Ehner E., Alden, Iowa; State Universit}' 
of Iowa College of Homeopatliic Medicine, Iowa 
Cit}', 1901; died June 29, aged S3, of arteriosclerosis. 

Baker, William Washington ® Steubenville, Ohio; 
Meharry Medical College, Nashville, Tenn., 1920; 
died in die Ohio Valley Hospital Sept. 29, aged 64. 

Balch, Franklin Greene ® Boston; Harvard Med¬ 
ical School, Boston, 1892; served on die facult)' of 
his alma mater; member of the founders group of 
the American Board of Surgery; member of the 
American Surgical Association and the American 
Urological Association; fellow of the American Col¬ 
lege of Surgeons; served in France during World 
IVar I; honorary consultant at Massachusetts Gen¬ 
eral Hospital; on die consulting staffs of Robert 
Breck Brigham Hospital and Faulkner Hospital, 
where he died Sept. 23, aged 94, of pulmonary 
fibrosis. 

Barber, Robert Forrest, Sea Girt, N. J.; born in 
Elizabedi, Oct. 20, 1882; Long Island College Hos¬ 
pital, Brooklj'n, 1908; clinical professor emeritus of 
surgery. State Universiti' of New York College of 
Medicine at New York Citi', Brooklx'n; served in 
France during World War I and was made a 
Chevaher of the Legion of Honor by the French 
government; member of die founders group of the 
American Board of Surgery; a vice-president of the 
Kings Count}' Medical Societ}'; fellow of the Ameri¬ 
can College of Surgeons; member of the House of 
Delegates of the American Medical Association 
from 1938 to. 1941; serx'ed on die staffs of the Long 
Island College Hospital, Kingston Avenue Hospital, 
and Kings County Hospital; consulting surgeon for 
the police department; died in the Monmoudi 
Memorial Hospital in Long Branch Oct. 5, aged 75. 

(g) Indicates Member of the American Medical Association. 


Bishop, Harry Arthur ® Bakersfield, Calif.; North¬ 
western University Medical School, Chicago, 193S; 
veteran of World War II; on the staffs of the 
Mercy, Kern General, and Bakersfield hospitals, 
and the Memorial Hospital; where he died Sept. 24, 
aged 48, of multiple pulmonary and brain ab¬ 
scesses. 

Booth, Franklin H., Point Pleasant, N. J.; Columbia 
Universit}' College of Physicians and Surgeons, 
New York City, 1902; veteran of World War I; died 
Sept. 24, aged 81. 

Boyd, Frank, Paducah, Ky.; Rush Medical College, 
Chicago, 1889; an associate member of the Ameri¬ 
can Medical Association and served as a member 
of the House of Delegates in 1915; past-president 
of the Kentucky State Medical Association; fellow 
of tire American College of Surgeons; veteran of 
tile Spanish-American War; at one time county 
health officer; for many years on tlie staff of the 
Illinois Central Hospital and tlie Riverside Hos¬ 
pital; died in the Westem Baptist Hospital Sept. 
27, aged 90. 

Bruner, Hemy Clay, Louisville, Ky.; Hospital Col¬ 
lege of Medicine, Louisville, 1902; an associate 
member of the American Medical Asociatioii; for¬ 
merly associated with the Veterans Administration; 
died in the Kentucky Baptist Hospital Sept. 24, 
aged 79. 

Buchanan, Rogers Ross, Hannibal, Mo.; St. Louis 
College of Physicians and Surgeons, 1898; practiced 
in Philadelphia; died in the Levering Hospital 
Sept. 23, aged 88. 

Chapman, William Herbert, Whitney, 8. C.; Atlanta 
College of Physicians and Surgeons, 1906; served 
on tire staff of tire Mary Black Memorial Hospital 
in Spartanburg; died Sept, 24, aged 77, of Parkin¬ 
son’s disease and pyelonephritis. 

Conway, John Michael, Spritrg Valley, Wis.; Uni¬ 
versity of IlHirois College of Medicine, Chicago, 
1915; veteran of World War I; serx'ed on the school 
board and as healtlr officer; died at his summer 
home on Lake Taiirter, Meiromonie, Sept. 22, aged 
68, of coronar}’ heart disease. 

Crump, John Howard ® Loirg Beach, Calif.; New 
Y’ork Medical College and Flower Hospital, New 
York City, 1937; certified by tire National 
of Medical Examiners; veteran of World AVar 1 , 
on the staffs of the Seaside Memorial, St. Marys. 
Long Beach General, and the Long Beach Com¬ 
munity hospitals; died May 2, aged 52. 
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Cuff, William Sherman, St. Paul; University of 
Minnesota College of Medicine and Surgery, Min¬ 
neapolis, 1897; on the staff of the Riverview Memo¬ 
rial Hospital, where he died Sept. 25, aged 83, of 
pneumonia. 

Day, Kenneth Knowlton, Waterford, Conn.; Boston 
University School of Medicine, 1928; practiced in 
Maiden, Mass.; member of the Massachusetts Medi¬ 
cal Socieh'; fellow of tire American Society of 
Anesthesiologists; veteran of World War II; served 
on the staff of the Malden (Mass.) Hospital and the 
Lawrence Memorial Hospital in London, Conn., 
where he died Sept. 29, aged 57, of coronary occlu¬ 
sion. 

Dcemar, Paul Roscoc, Ford City, Pa.; Maryland 
Medical College, Baltimore, 1907; an associate 
member of the American Medical Association; 
veteran of World War I; died in the Butler County 
Memorial Hospital, Butler, Sept. 24, aged 77. 

Ding, George Harvey, Orleans, Mass.; New York 
Homeopathic Medical College and Hospital, New 
York City, 1906; an associate member of the Ameri¬ 
can Medical Association; member of the Medical 
Society of the State of New York; formerly prac¬ 
ticed in Brookl)m, where he was on the staff of the 
Cumberland Street, Bay Ridge, and Metliodist hos¬ 
pitals; died in Barnstable County Hospital in Cape 
Cod Oct. 7, aged 84, of arteriosclerosis and cerebro¬ 
vascular accident. 

Doll, Joseph Edwin, St. Louis; National University' 
of Arts and Sciences Medical Department, St. 
Louis, 1912; died Oct. 1, aged 72, of arteriosclerosis. 

Drake, Eugene Henry ® Portland, Maine; Medical 
School of Maine, Portland, 1919; served on the 
faculty of his alma mater; specialist certified by the 
American Board of Internal Medicine; a director 
and past-president of the Maine Heart Association; 
past-president of the Maine Medical Association; 
fellow and at one time governor of the American 
College of Physicians; at one time city' physician; 
veteran of World War II, during which time he was 
chief consulting cardiologist for the Pacific Fleet, 
and winner of the Bronze Star for meritorious serv¬ 
ice aboard the hospital ship USS Solace in the 
Pacific; for many years associated with the Maine 
General Hospital, where he was chief of staff from 
1937 to 1948, and past-president of the staff; medi¬ 
cal consultant. Veterans Administration Hospital 
in Togus, Webber Hospital, Biddeford, Henrietta 
D. Goodall Hospital in Sanford, and Eastern Maine 
General Hospital in Bangor; instrumental in estab¬ 
lishing the Blue Shield in Maine; in 1951 the 
Portland Kiwanis Club gave him a plaque for dis¬ 
tinguished service; died in the Maine Medical Cen¬ 
ter Oct. 4, aged 66, of tetanus and diverticulitis. 

Duncan, B. W., Waldron, Ark. (licensed in Arkansas 
in 1903); died Sept. 19, aged 86, of cerebral throm¬ 
bosis. 


Finney, Horace Maynard ® Chicago; Chicago 
Medical School, 1926; an employee of the Chicago 
Daily News; e.vamining physician for Chicago 
Tj'pographical Union number 16; died in the Illinois 
Masonic Hospital Oct. 8, aged 74, of pulmonary 
embolism. 

Glogowska, Jadrviga, Alton, Ill.; Uniwersj'tet Poz- 
nanski Wydzial Lekarski, Poznan, Poland, 1949; 
interned at the Evangelical Hospital and sers'ed a 
residency at tire Cook County Hospital in Chicago; 
died in the Illinois Research Hospital, Chicago, 
Oct. 6, aged 35, of injuries received in an automo¬ 
bile accident in Madisonville, Ky. 

Grant, Hugh D., Bath, Maine; Mary'land Medical 
College, Baltimore, 1904; past-president of the 
Maine Medical Association; sers'ed as city' phy¬ 
sician; on the staff of the Batli Memorial Hospital; 
died Sept. 29, aged 87, of pneumonia. 

Guion, Clarence Child, New Rochelle, N. Y.; Uni¬ 
versity and Bellevue Hospital Medical College, 
New York City, 1899;-an associate member of the 
American Medical Association; past-president of 
the Westchester County Medical Society; for many 
years on the staff and on the medical board of the 
New Rochelle Hospital; formerly director of tlie 
First Westchester National Bank of New Rochelle 
and trustee of the People’s Bank for Savings; 
serv'ed as associate editor of Westchester Medical 
Bulletin; one of the founders and first president of 
the New Rochelle Professional Building, serv'ing as 
member of its board of directors until 1946; died 
Sept. 30, aged 82, of cerebral thrombosis. 

Hamilton, Charles H. ® Vermont, Ill.; Eclectic 
Medical Institute, Cincinnati", 1894; died Sept. 25, 
aged 89. 

Harper, George Tinsley ® Dewey Rose, Ga.; Atlanta 
School of Medicine, 1910; on &e staff of the El- 
berton-Elbert County Hospital in Elberton; died 
Sept. 29, aged 72, of coronary thrombosis. 

Hobbs, Louis Lyndon, Chapel Hill, N. C.; Univer¬ 
sity of Pennsylvania School of Medicine, Philadel- 
plda, 1916; fellow of the American College of 
Surgeons; died Sept. 28, aged 75. 

Isenberg, Bertice Alvin ® Lohrville, Iowa; Kansas 
Medical College, Medical Department of Wash- 
bum College, Topeka, 1908; died in the Veterans 
Administration Hospital, Des Moines, Sept. 20 
aged 76. 

Jewett, Earl Dayton, St. Paul, Ind.; Illinois Medical 
College, Chicago, 1904; veteran of World War I; 
died Sept. 25, aged 78, of a heart attack. 

Kahlke, Charles Edwin ® Benton Harbor, Mich • 
born in'Rock Island, Ill., Jan. 13,1870; the Hahne¬ 
mann Medical CoUege and Hospital, Chicago 
1894; at one time on the faculty of his alma mater- 
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specialist certified by the American Board of Sur¬ 
gery'; fellow founder and life member of the Ameri¬ 
can College of Surgeons, of which he was for many 
y'ears governor, and from 1918 to 1920 vice-presi¬ 
dent; served as a vice-president of the Institute of 
Medicine of Chicago; past-president of the Chicago 
Surgical Society'; once served on the advisory com¬ 
mittee to the mayor of Chicago; veteran of World 
War I; honorary' trustee of Chicago Wesley Memo¬ 
rial Hospital; for many y'ears on the staffs of the 
Cook County Hospital and of the Chicago Memo¬ 
rial Hospital, where he was chief of staff; consul¬ 
tant at the Chicago Home for the Friendless; died 
Oct. 10, aged 88. 

Kass, Albert Joseph ® Chicago; Loyola University' 
School of Medicine, Chicago, 1940; on the staff of 
St. Mary of Nazareth Hospital; died Oct. 11, aged 
44, of acute coronary' occlusion and rheumatic heart 
disease. 

Keiller, Violet Hannah ® Houston, Texas; born in 
Edinburgh, Scotland, in 1887; University of Texas 
School of Medicine, Galveston, 1914; for many 
years served on the faculty of the Baylor University' 
College of Medicine; at one time on the faculty' of 
her alma mater; specialist certified by the American 
Board of Pafliology; member of the American So¬ 
ciety of Clinical Pathologists; honorary member of 
staff at Hermann Hosyntal, where she was head of 
pathology from 1927 to 1951; the association of 
former interns and residents at Hermann Hospital 
donated a picture of her which now’ hangs in the 
hospital, and they established the Violet H. Keiller 
Award in her honor; under the fund, a scholarship 
is aw'arded each y'ear to an outstanding resident; 
consultant at M. D. Anderson Hospital and Tumor 
Institute; died Sept. 24, aged 70, of coronary dis¬ 
ease. 

Kelso, John Calvin, Canonsburg, Pa.; University' of 
Southern California School of Medicine, Los An¬ 
geles, 1900; an associate member of the American 
Medical Association; past-president of the Wash¬ 
ington County' Medical Society'; phy'sician for the 
Canonsburg School Sy'stem for 19 y'ears; veteran of 
World War I; on the staff of the Canonsburg Gen¬ 
eral Hospital, w'here he died Sept. 22, aged 82. 

Kitlowski, Henry, Pittsburgh; University' of Pitts¬ 
burgh School of Medicine, 1926; specialist certified 
by the American Board of Otolaryngology; fellow' 
of the American College of Surgeons; member of 
the Medical Society of the State of Pennsylvania; 
on the staffs of the St. Francis, Eye and Ear, and 
Children’s hospitals; died Sept. 17, aged 60, of 
coronary' occlusion. 

Knope, J. Colman ® Rochester, N. Y.; University 
of Buffalo School of Medicine, 1938; veteran of 
World War II; on the staffs of the Park Avenue 
Hospital and the Highland Hospital, w'here he died 
Sept. 30, aged 51, of myocardial infarction. 
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Lease, Raymond Essex ® Oyster Bay, N. Y.; Colum¬ 
bia University College of Physicians and Surgeons 
New York City, 1920; specialist certified by the 
American Board of Internal Medicine; fellow o! 
the American College of Physicians;. served as 
police surgeon for the Nassau County Police De¬ 
partment, a school phy'sician, and health officer o! 
the town of Oyster Bay; on the consulting staff at 
Meadowbrook Hospital in Hempstead, where he 
w'as a member of the board of managers; on the' 
consulting staff of the Community Hospital in Glen 
Cove, W'here he died Oct. 1, aged 63. 

Lemere, Henry Bassett, Laguna Beach, Calif.; bora 
in Manchester, England, Feb. 1, 1872; University 
of Nebraska College of Medicine, Omaha, 189S; 
member of the faculty of his alma mater from 1900 
to 1930, at w'hich time he w'as head of the depart¬ 
ment of otolary'ngology; specialist certified by the 
American Board of Ophthalmology and the Ameri¬ 
can Board of Otolaryngology'; an associate member 
of the American Medical Association; a life fellow 
of the American Academy of Ophthalmology and 
Otolaryngology; a senior member of the American 
Laryngological, Rhinological and Otological So¬ 
ciety and W'as a contributor to their transactions; in 
1936 organized the Beverly Hills Academy of Medi¬ 
cine and W'as its first president; during World War I 
ophthalmologist to U. S. Army Base Hospital 6S 
and served in this counWy and France in 1918-1919; 
consultant in ophthalmology to U. S. Army Hospital 
Center at Mesves, France; on the staff of Cedars of 
Lebanon Hospital in Los Angeles; died Oct. 6, aged 
86, of arteriosclerotic heart disease. 

Lytle, Raliih McKay, State Park, S. C.; Jefferson 
Medical College of Philadelphia, 1912; an associate 
member of the American Medical Association; 
served on the staff of the South Carolina Sanato¬ 
rium; veteran of 'World 'V\^ar I; died in Columbia 
Hospital Sept. 27, aged 72, of joerforatecl aneurysm 
in descending aorta. 

MacKillop, Daniel ® Cambridge, Mass.; Baltimore 
Medical College, 1902; associated with Mount Au¬ 
burn and Holy Ghost hospitals; died Sept. 28, aged 
82, of cerebral thrombosis. 

Maroney, Frederick William, Brooklyn; Tufts Col¬ 
lege Medical School, Boston, 1918; served for W 
y'ears as associate professor of health and phymcai 
education at Teachers College, Columbia Univer¬ 
sity' in New' York City'; joined the Brooklyn College 
staff in 1941 and was made chairman of the depart¬ 
ment of health and physical education, named dean 
of students in 1944, and retired ten years later; diet 
in the Peck Memorial Hospital Oct. 4, aged 74. 

McKay, William H., Lackawaxen, Pa.; McGill Uni¬ 
versity Faculty of Medicine, Montreal, Que.. 
Canada, 1908; died in the Wayne County Memo¬ 
rial Hospital, Honesdale, Sept. 25, aged 73, o 
cardiac decompensation. 
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' Miller, Luther Edwin, Newton, Miss.; Vanderbilt 
Universit)' School of Medicine, Nashville, Tenn., 
1954; service member of the American Medical 
' Association; interned at the Greenville (S. C.) Hos- 
■ pital; for t*.vo years served with the U. S. Ah Force 
Reserve at Waco, Texas; on the staff of Newton 
Hospital, where he died Sept. 29, aged .30, of ruj)- 
ture of the aorta. 

Morse, George, Ludlow, Mo.; Eclectic Medical In¬ 
stitute, Cincinnati, 1902; died in the Chillicothe 
(Mo.) Municipal Hospital Oct. 4, aged S7. 

Mull, Joseph Hany ® Rome, Ga.; Medical Depart¬ 
ment of Emory University, Atlanta, 1916; fellow of 
the American College of Surgeons; past-president 
of the Floyd Count)' Medical Society; on the staff 
of the Floyd Hospital and the McCall Hospital, 
where he died Sept. 21, aged 67, of myocardial 
infarction. 

Norris, Julia Anna, Minneapolis; Northwestern Uni¬ 
versity Woman’s Medical School, Chicago, 1900; 
retired director of the department of physical edu¬ 
cation for women at the University of Minnesota; 
died Sept. IS, aged 83, of myocardial infarction, 
arteriosclerosis, and hypertension. 

Novak, Eduard, Baltimore; Johns Hopkins Univer¬ 
sity School of Medicine, Baltimore, 1917; member 
of tlie Medical and Chirurgical Faculty of Mary¬ 
land; on the staff of the Bon Secours Hospital, 
where he died Oct. 6, aged 68, of hypertensive 
cardiovascular disease. 

Painter, Thomas Edgar ® Radford, Va.; Medical 
College of Virginia, Richmond, 1931; member of 
the American Psychiatric Association; veteran of 
World War II; associated witli the St. Albans Sana¬ 
torium; served as assistant physician and clinical 
director at the Eastern State Hospital in Williams¬ 
burg; formerly on the staff of the Westbrook Sana¬ 
torium in Richmond; died in the University of Vir¬ 
ginia Hospital, Charlottesville, Sept. 21, aged 54, 
of carcinoma of the parotid gland. 

Parker, Charles Edward, Corpus Christi, Texas; St. 
Louis College of Physicians and Surgeons, 1906; 
veteran of World War I; died Sept. 18, aged 76. 

Pater, Joseph Louis Anthony ® Hamilton, Ohio; 
St. Louis University' School of Medicine, 1930; 
veteran of World War II; on the staffs of the Fort 
Hamilton Hospital and the Mercy Hospital, where 
he died Sept. 30, aged 52, of cancer. 

Patterson, Charles Luther, Westside, Iowa; Rush 
Medical College, Chicago, 1899; veteran of World 
War I and the Spanish-American War; died in the 
Veterans Administration Hospital, Omaha, Sept. 
14, aged 89. 


Petersen, Arthur Berg ® Spokane, Wash.; Univer¬ 
sity of Oregon Medical School, Portland, 1947; spe¬ 
cialist certified by the American Board of Internal 
Medicine; after an internship at the Wesley Me¬ 
morial Hospital in Chicago, served a fellowship 
at the Mayo Clinic in Rochester, Minn.; captain in 
the Medical Corps, U. S. Air Force, during World 
War II and from 1951 to 1953; on the staff of the 
Sacred Heart Hospital; died in Seattle Sept. 5, 
aged 37. 

Phillips, Edward Milhken @ Wheeling, W. Va.; 
Jefferson Medical College of Philadelphia, 1911; 
member of the Southeastern Surgical Congress and 
the American Association of Railway Surgeons; 
fellow of the American College of Surgeons; on the 
staffs of the Wheeling and Ohio Valley General 
hospitals; died Sept. IS, aged 72, of coronary 
sclerosis. 

Pittenger, Earle Alexander ® Aberdeen, S. D.; 
Rush Medical College, Chicago, 1920; fellow of the 
American College of Surgeons; past-president and 
formerly councilor of the South Dakota State Medi¬ 
cal Association; served as member of the city board 
of health; division surgeon for the Milwaukee Rail¬ 
road; on the staff of St. Luke’s Hospital; died in 
Rochester, Minn., Sept. 24, aged 66, of aortic 
stenosis and diabetes mellitns. 

Powers, Earl Jennings ® Winston-Salem, N. C.; 
University of Cincinnati College of Medicine, 1932; 
fellow of die International College of Surgeons; on 
the staffs of tiie City Memorial and. Kate Bitting 
Reynolds Memorial hospitals; died Sept. 21, aged 
53, of cerebral thrombosis. 

Potter, Henry Bertram ® Wakefield, R. I.; Univer¬ 
sity of Pennsylvania Department of Medicine, 
Pliiladelphia, 1899; before the United States en¬ 
tered World War I, went to France with the 
Harvard University Surgical Unit and became a 
captain in the Royal Army Medical Corps; received 
a citation from the King of England; for many 
years college physician for Rhode Island State Col¬ 
lege; senior surgeon on the staff of South County' 
Hospital, where he died Sept. 15, aged 82, of 
embolism following a prostatectomy. 

Rahming, Harry Ellsworth II ® Denver; University 
of Colorado School of Medicine, Denver, 1953; in¬ 
terned at St. Luke’s Hospital; served a residency at 
Veterans Administration Hospital; associated ivitli 
the Children’s Hospital; served in the medical corps 
of the U. S. Army Reseiwe; died Sept. 14,' aged 30, 
of cyanide poisoning, self-administered. 

Reese, John Davies ® Philadelphia; Jefferson Medi¬ 
cal College of Philadelphia, 1925; clinical professor 
of plastic and reconstructive surgery at his alma 
mater; specialist certified by the American Board 
of Plastic Surgery; member of the American Asso¬ 
ciation of Plastic Surgeons and the American So- 
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ciety of Plastic and Reconstructive Surgery; chief 
plastic surgeon, Philadelphia General Hospital; 
consultant in plastic surgery at Montgomery Hos¬ 
pital in Norristown, Quakertown (Pa.) Communitj' 
Hospital, and Veterans Administration Hospital; on 
the staff of the Jefferson Hospital, where he died 
Oct. 7, aged 65. 

Rumore, Samuel Charles ® Coral Gables, Fla.; 
Regia Universita di Napoli Facolta di Medicina e 
Chirurgia, Italy, 1928; member of the Medical So¬ 
ciety' of tire State of New York; formerly practiced 
in Brooklyn, where he was on tlie staffs of the 
Prospect Heights and Cumberland hospitals; died 
Sept. 22, aged 58, of acute coronary thrombosis and 
congestive heart failure. 

Sanders, Matthew J., Lawton, Okla.; College of 
Physicians and Surgeons, Dallas, Te.xas, 1906; died 
Sept. 13, aged 74. 

Shepard, Charles AngeU ® Major, U. S. Army, re¬ 
tired, Denver; University of Buffalo School of 
Medicine, 1896; veteran of World War I; entered 
the medical corps of the U. S. Ai'my in 1920 and 
retired May 31, 1934; died in the Veterans Admin¬ 
istration Hospital Sept. 16, aged 86, of cerebral 
thrombosis. 

Shoemaker, J. Donald, Mount Olive, Ill.; Chicago 
Medical School, 1947; died in the Community 
Memorial Hospital, Staunton, Sept. 23, aged 50. 

Siegel, Morton Thelman ® West Covina, Calif.; 
Ohio State University College of Medicine, Colum¬ 
bus, 1951; certified by the National Board of Medi¬ 
cal E.xaminers; specialist certified by the American 
Board of Ophtlialmology; veteran of World War II; 
interned at tire Los Angeles County Hospital in 
Los Angeles, where he served a residency; died 
Sept. 15, aged 36. 

Silverman, Eli, Boston; St. Louis College of Physi¬ 
cians and Surgeons, 1926; Middlese.x College of 
Medicine and Surgery, Waltham, Mass., 1930; on 
the staffs of tire Peter Bent Brigham Hospital and 
the Boston City Hospital; died Sept. 16, aged 66. 

Smith, J. Harvey, Miami, Fla.; Mehariy' Medical 
College, Nashville, Tenn., 1905; died Sept. 16, 
aged 69. 

Smitli, Wilbxu- Forrest ® Indianapolis; Indiana 
University School of Medicine, Indianapolis, 1921; 
member of the American Academy of General 
Practice and the Aero Medical Association; veteran 
of World War I and in World War II served for 
two years as chief of the Cml Aeronautics Admin¬ 
istration medical standards board in Washington, 
D. G.; for many years chief examiner for the Civil 
Aeronautics Commission of Indiana; on the staff 
of the Methodist Hospital; died in the Whitley 
County Memorial Hospital, Columbia City, Sept. 
10, aged 68, of bleeding duodenal ulcer. 
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Smith, William L., Denison, Texas; New Yoil 
Homeopathic Medical College and Hospital New 
York City, 1891; died Sept. 22, aged 90. 

Southworth, Franklin Chester Jr., Framingkra. 
Mass.; Harvard Medical School, Boston, 1924; spe¬ 
cialist certified by the American Board of Pssdii- 
atry and Neurology; cerdfied by the National Boaiii 
of Medical Examiners; served on the facult)’ of the 
University of Buffalo School of Medicine; veteran 
of World War H; in 1926 appointed medical super¬ 
intendent of the Woodside Cottages; formerly on 
the staffs of the Millard Fillmore and the Veterans 
Administration hospitals in Buffalo; on the consult¬ 
ing staff, Framingham Union Hospital, where he 
died Sept. 18, aged 60. 

Spencer, Harry Dee, Idaho Falls, Idaho; State Uni¬ 
versity of Iowa College of Medicine, Iowa Cih’, 
1897; fellow of the American College of Surgeons; 
past-president of tlie Idaho State Medical Associa¬ 
tion; veteran of World War I; on the staffs of the 
Idaho Falls Latter-Day Saints’ Hospital and the 
Sacred Heart Hospital; died Sept. 17, aged 83, of 
pulmonary embolism follovving an automobile 
accident. 

Sprunk, John Paul, Detroit; Detroit College of 
Medicine and Surgery, 1920; on the staff of the 
Grace Hospital; died Sept. 8, aged 76, of a cere¬ 
brovascular accident. 

Stanley, J. Zeph ® Carmi, Ill.; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine 
of tlie University of Illinois, 1910; veteran of the 
Spanish-American War; on the staff of the Carmi 
Township Hospital; died in tlie Deaconess Hospi¬ 
tal, Evansville, Ind., Sept. 15, aged 76, of coronary 
occlusion. 

Strother, Edwin Bower ® Dallas, Texas; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1901; served on tlie staff of the Meth¬ 
odist Hospital; died Sept. 13, aged 84, of arterio¬ 
sclerotic heart disease. 

Tait, Edwin Forbes ® Norristown, Pa.; horm in 
Philadelphia Aug. 25, 1894; University of Minne¬ 
sota Medical School, Minneapolis, 1940; associate 
professor of ophthalmology at Temple University 
School of Medicine, Philadelphia; specialist certi¬ 
fied by tile American Board of Ophtlialmolog}! 
member of the American Academy of Ophthalmo ■ 
ogy and Otolaryngology, Philadelphia College o 
Physicians, Association for Research in Ophthalmo • 
ogy, and the Pan-American Association of Ophth 
mology; chairman, conservation of vision commit 
tee, Pennsylvania Academy of Ophthalmology) ^ 
vice-president and chairman of the economics com¬ 
mittee, Medical Society of the State of Penns) 
vania; fellow of the American College of SurgeonS) 
co-founder of the National Medical Foundation 
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for Eye Care; author of “Textbook of Refraction”; 
served on the staff of the Temple University Hos¬ 
pital in Philadelphia; consultant, North Penn Hos¬ 
pital in Lansdale; chief of the eye clinic of Mont- 
gonier)' Hospital, u’liere he died Sept. 23, aged 
64, of arteriosclerotic heart disease. 

Takacs, Hemy, Miami, Fla.; University of Michi¬ 
gan Medical School, Ann Arbor, 1920; died Sept. 
16, aged 71, of cancer of the colon. 

Thomas, Francis Xavier ® Feasterville, Pa.; Jeffer¬ 
son Medical College of Philadelphia, 1947; served 
on the staff of the Burlington County Hospital in 
Mount Holly; died Sept. 28, aged 41, in an auto¬ 
mobile accident. 

Vining, HaiTiet Augusta, Hastings, Mich.; Univer¬ 
sity of Michigan Homeopathic Medical School, Ann 
Arbor, 1890; died July 12, aged 89, of a cerebral 
vascular accident and cardiac decompensation. 

Voskuil, Anthony ® Santa Barbara, Calif.; Mil¬ 
waukee Medical College, 1907; formerly practiced 
in Cedar Grove, Wis., where he was health officer; 
died Sept. 15, aged 81, of cerebral thrombosis. 

Weber, Harry Matthew ® Rochester, Minn.; born 
in Lewistown, Mont., June 30, 1899; University of 
Minnesota Medical School, Minneapolis, 1926; in¬ 
terned at St. Joseph’s and Ancker hospitals in St. 
Paul; entered the Mayo Foundation as a fellow in 
radiology in January, 1927; in October, 1931, be¬ 
came a member of the staff of the clinic as a con¬ 
sultant in roentgenologic diagnosis and in July, 
1951, became head of the section of diagnostic 
roentgenology; appointed an instructor in radiology 
in the Mayo Foundation, Graduate School, Univer¬ 
sity of Minnesota in 1932, and was advanced to 
professor in 1954; since 1935 a member of the medi¬ 
cal corps of the U. S. Naval Reserve and was as¬ 
signed to active duty in the grade of lieutenant 
commander, on Dec. 26, 1941, at the Naval Hos¬ 
pital in Corona, Calif.; released to civilian life on 
Aug. 12, 1942; specialist certified by the Ameri¬ 
can Board of Radiology; vice-chairman of the 
Section on Radiology of the American Medical 
Association from 1947 to 1949; president of the 
Minnesota Radiological -Society in 1940 and the 
American Roentgen Ray Society, 1953-1954; fellow 
of the American College of Radiology and consul¬ 
tant to the committee on x-ray department plan¬ 
ning in 1951; member of the Radiological Society of 
North America, American Gastroenterological As¬ 
sociation, Sigma Chi, and Phi Rho Sigma; honorary 
member of the Detroit Roentgen Ray Society, the 
St. Louis Medical Society, and the Society of Radi¬ 
ology and Physical Therapy of Havana, Cuba; in 
1937 received the first award for his exliibit at the 
Fifth International Congress of Radiology; gave 
the Fred Hodges Memorial Lecture at the Univer¬ 


sity of Miehigan in 1958; on the staffs of the 
Rochester Methodist Hospital and the St. Mary’s 
Hospital, where he died Oct. 4, aged 59, of a heart 
attack. 

Williamson, Gladys Richarda ® New Orleans; Uni¬ 
versity of Edinburgh Faeulty of Medicine, Scotland, 
1916; formerly on the faculty of Tulane University 
School of Medicine; member of the American 
Academy of Pediatrics; fellow of tire American 
College of Physicians; chief of pediatrics at Sara 
Mayo Hospital; on the staffs of the Southern Bap¬ 
tist, Sara Mayo and Charity hospitals; died Sept. 
19, aged 69. 

Willoughby, Gordon Leslie ® Flint, Mich.; Univer¬ 
sity of Manitoba Facult}^ of Medicine, Winnipeg, 
Man., Canada, 1926; veteran of World War II; 
member of tire Flint Academy of Surgery; on the 
staffs of Hurley, McLaren, and St. Joseph hospitals; 
died Sept. 24, aged 58, of heart disease. 

Wilson, George Hancoek, Lexington, Ky.; born in 
1884; University of Michigan Department of Medi¬ 
cine and Surgery, Ann Arbor, 1910; specialist cer¬ 
tified by the American Board of Internal Medicine; 
fellow of the American College of Physicians; past- 
president of tire Fayette County Medical Society; 
veteran of World War I; for many years a member 
of the executive board of the Alumni Association of 
the University of Kentucky and served two terms 
as president of the association; served as a member 
of the board of trustees of the University of Ken¬ 
tucky; for many years medical director of the Lex¬ 
ington city schools; on the staffs of the St. Joseph’s, 
Good Samaritan, and Central Baptist hospitals; died 
Sept. 26, aged 74, of coronary thrombosis. 

Wilson, Marion Childress, Miami, Fla.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1912; an associate member of the American Medi¬ 
cal Association; specialist certified by the American 
Board of Obstetrics and Gynecology; veteran of 
World War I; at one time a medical missionary in 
Turkey; founder and first president of the Miami 
Obstetrics and Gynecology Society; on the staffs 
of James M. Jackson Memorial and St. Francis hos¬ 
pitals in Miami Beach; died Sept. 13, aged 72, of 
chronic myocarditis. 

Wyche, George Griffin Jr. ® Alice, Texas; Temple 
University School of Medicine, Philadelphia, 1943; 
past-president of the Brooks-Duval-Jim Wells 
Counties Medical Society; member of tlie American 
Academy of General Practice; veteran of World 
War II; staff member of tire Physicians and Sur¬ 
geons Hospital; aged 40, instantly killed in a pri¬ 
vate plane crash Sept. 9. 

Young, Roy Loxvry ® Warren, Pa.; Jefferson Medi¬ 
cal College of Philadelphia, 1905; past-president of 
the Warren County Medical Society; veteran of 
World War I; died Sept. 11, aged 78, of cancer. 
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Cortisone for Malignant Hemoblastoses.—At the 
meeting of the Society of Physicians in Vienna on 
Oct. 10, Dr. A. Stacher reported on 11 patients with 
malignant hemoblastoses who were given 250 to 
500 mg. of prednisolone by mouth daily for 10 days. 
This treatment with large doses showed no ad¬ 
vantage over the therapy with small doses (30 to 
50 mg. daily in four patients with acute granulo¬ 
cytic leukemia). Five patients with lymphogranulo¬ 
mas had excellent remissions which lasted two or 
three months. One patient \vith lymphosarcoma 
showed good subjective improvement, while the 
mediastinal tumor receded only very slowly. No 
objective improvement could be achieved in a pa¬ 
tient with carcinoma of tire thymus. Side-effects, 
particularly concerning coagulation, in seven pa¬ 
tients who had thrombopenia with hemorrhagic 
diatheses were observed. In one patient rvith acute 
leukosis a gastric ulcer developed. This was con¬ 
trolled with antacids. Since the cost of this therapy 
is verj' high, it should be used only if strongly 
indicated. 

Marrow Biopsy.—At the same meeting, Drs. R. P. 
Konigstein and G. Mahr described a method tliat 
facilitates the histological examination of marrow 
specimens obtained by sternal puncture. They mix 
2 or 3 cc. of the aspirate with about the double 
quantity of isotonic sodium citrate solution tlren 
centrifuge. A top layer consists of tissue particles, 
the middle layer of serum and citrate, and the bot¬ 
tom layer of blood corpuscles. The large amount of 
fat contained in the medullary tissue is responsible 
for this behavior. Only if there is a small amount 
of fat or none at all in the medullary tissue can 
tissue fragments be found in the bottom layer with 
the corpuscles. These tissue fragments can be iso¬ 
lated by suspending them again in physiological 
sodium chloride solution and by repeated centrif¬ 
ugation. The histological work is carried out ac¬ 
cording to the ususal paraffin method. The occur¬ 
rence of metastatic tumor and hj^perplasia of the 
reticulohistiocytary system or of the lymphatic 
system in selected cases produces characteristic 
histological findings. 


The items in these Jetters are contributed by regular correspondents 
in ibe various foreign countries. 


Coxsackie Infection.—In a fairly well detached swl;- 
urb of recent development, east of Toronto, an epi¬ 
demic of an illness with fever, malaise, and sore 
throat attacked about 60 persons in the summer of 
1957. A group from the Toronto School of Hygiene 
{Camd. M. A. ]., 79:615, 1958) recovered a sirus 
having the characteristics of group A Coxsackie u- 
rus from 22 of 31 patients tested. The patients had 
distinctive ulcers in mouth and throat, and a bullous 
eruption arising from a macular exanthem. Thii 
condition is considered to represent a new clinica 
syndrome. Of affected households, 52% of the mem 
hers became ill, but the illness was mild. Childres 
were particularly prone to infection. In three pa 
tients further confirmation of tlie theory that this 
was a new type of Coxsackie infection was obtained 
by the demonstration of a specific antibody re¬ 
sponse to the related Coxsaclde virus A type 16- 


Myocarditis due to Sulfonamide Therapy.-Thiee 
veterans treated in Sunnybrook Hospital, Toronto, 
were found at autopsy to have signs of a peculiar 
acute interstitial myocarditis of a type seen in drug- 
induced hypersensitivity reactions. There was a 
characteristic accumulation of inflammatory ceus 
throughout the heart muscle, with histiocytes and 
eosinophils predominating, and a certain predilec¬ 
tion for perivascular areas. In two patients lesions 
were so severe as to be presumed the cause or 
death. Each of the patients had recently received 
the relatively new sulfonamide, sulfametho.xyp^' 
dazine, for a urinary^ infection. Blanchard and Mer- 
tens (Canad. M. A. }., 79:627,1958) suggested that 
this drug was responsible for these unusual chanp^ 
All three cases occurred within a relatively she 
time, and similar heart lesions had not been seen 
previously at this hospital. 


Rehabilitation.—In a monograph, E. A. Dunlop, sec¬ 
retary of the Canadian Arthritis and Rheumatism 
Society, outlined a proposed plan for national action 
the field of rehabilitation. He stated tliat rehabi- 


m 


itation is a social service which more than repays 


its 


ances. Certain favored classes of the disabled sue 
as the blind, the veterans, and the injured vvorkme®- 


have a comprehensive rehabilitation service 


while 


others have none. The author pleads that no socm 
justification can be found for thus dividing 
abled into two classes. Like education, rehabi i a 
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tion .should include all the population concerned. 
Moreover, the voluntary agencie.s cannot be e.\- 
pected to cope with this huge task. The federal 
government should move into this field, h'lr. Dunlop 
found three reasons w’hy a nationwide policy has 
not been dex'eloped: 1. There is lack of assurance 
that federal grants will continue to match provin¬ 
cial expenditures. 2. There is a lack of clearcut fed¬ 
eral policy. 3. Administrative responsibility in the 
federal government is dix'ided between four or five 
separate divisions of two government departments. 
He urges the jiassing of a Disabled Persons Rehabil¬ 
itation Act by the federal government, as a founda¬ 
tion on which a comprehensive nationwide program 
can be erected. 

Influenza.—The Dominion Bureau of Statistics is¬ 
sued some information on the characteristics and 
trends of the influenza epidemic in Canada in 19.57, 
in a monograph entitled "Influenza in Canada.” 
The spread of the disease was peculiar in that it bit 
two central provinces (Ontario and Quebec) first, 
appeared on both the v'cst and the east coasts three 
or four weeks later, and then invaded such inter¬ 
vening areas as Alberta last. This differs from the 
pattern in 1951, when the illness appeared practi¬ 
cally simultaneously in all 10 provinces. The epi¬ 
demic lagged behind the similar epidemic in the 
United States whence it presumably arrived, though 
once established in Canada it soon ran its course, 
lasting roughly three months from the beginning of 
September, 1957, to the end of November, with a 
peak during the second and third weeks of October 
(a week or two before the peak was reached in the 
United States). The incidence among civil seiwants 
varied from a high of 1,632 in Montreal to a low of 
723 in Winnipeg. It is estimated that three million 
Canadians (18% of the population) were affected; 
children were particularly involved, and there was 
up to 90% involvement in Indian reservations and 
in some northern settlements. 

Hemolytic Disease of the Newborn.—Thanks to the 
initiative of the Ontario Medical Association, later 
backed up by the provincial department of health 
and tire Junior Red Cross, the province of Ontario 
now has an organized program for dealing with 
cases of hemolytic disease of the newborn. This 
program is described in a broehure prepared by the 
Committee on Child Welfare of the Ontario Medical 
Association. Briefly the seheme is as follows: a phy¬ 
sician may have Rh screening of his pregnant pa¬ 
tients made at one of several laboratories attached 
to treatment center hospitals, at laboratories of the 
Ontario Department of Health, or at Canadian Red 
Cross Transfusion laboratories. For follow-up titra¬ 
tions of antibodies in patients in whom these are 
discovered, a number of treatment center hospital 
laboratories are available, as well as the Red Cross 
laboratories and certain health department facilities. 


There are also five reference laboratories for eluci¬ 
dation of difficult cases, for personnel training in 
technique, and for general consultation. If possible, 
the Rh-sensitized mother will be delivered in a 
treatment center hospital, which is equipped and 
staffed to give postnatal care. If the procedure out¬ 
lined is followed by all Ontario physicians, it could 
reduce the mortality from hemolytic disease of the 
newborn to 5% or less and could obviate most or 
even all of th ecomplications. 

DENMARK 

Danish Medical Association.—From time to time the 
Central Committee of the Danish Medical Associa¬ 
tion tells its members how it serves them. The 
latest of these accounts {Ugeskrift for Iseger, Sept. 
4, 1958) shows how often requests for help have to 
be refused because they are outside the pundew 
of the Association. For example, one of its func¬ 
tions is to help draw up contracts between physi¬ 
cians with a view to avoiding forensic loopholes, 
but when such help is not requested, and a con¬ 
tract has been challenged, the Association is under 
no obligation to mend matters. Its self-imposed 
duties are great and varied, with its function as 
buffer, between the health insurance authorities 
and individual members of the medical profession 
taking much of its time. These authorities may 
complain that certain physicians are too liberal in 
their prescription of e.xpensive foreign drugs when 
Danish alternatives are much cheaper. In this re¬ 
spect some districts are distinguished by clusters of 
physicians who with few exceptions are profligate 
with expensive prescriptions. 

The Association has also to advise on the merits 
of new drugs. In the past year 174 such applications 
were made to the Association. It also is responsible 
for the qualifications of chiropodists, 33 of whom 
were authorized by it to act as such in, the past 
year. A comparatively new function of the Associa¬ 
tion is to grant certificates of proficiency to physi- 
cians secretaries. This highlj' specialized service, 
requiring a happy blend of office routine and medi¬ 
cal problems, has not hitherto been given the appre¬ 
ciative recognition it deserved, and in January, 
1958, the first applications for such certificates were 
received. Most of the 274 applicants were already 
occupied in this service, but in many of these cases 
supplementary training was required before the 
certificate could be conferred. 

Tetanus Antitoxin.—Between Oct. 1, 1955, and 
Sept. 30, 1956, the Sundby Hospital emergency 
service dealt with 14,702 accident cases in 1,656 of 
which prophylactic injections of tetanus antito.xin 
were indicated and in 1,343 of which they were 
given. To ascertain how these 1,343 had reacted, 
Samsoe-Jensen and Zachau-Christiansen (Ugeskrift 
for Iseger, Sept. 11, 1958) sent a questionnaire to 
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each of them about a year later, soliciting informa¬ 
tion on such subjects as side-effects or complica¬ 
tions, time and duration, incapacity for work, and 
whether they had or had not been given such 
prophylactic treatment previously. Only 70 failed 
to answer. Only 64 of the 1,273 who answered had 
experienced side-effects, which in 20 cases could be 
described as serum sickness. A reaction at the site 
of the injection was in some presumably of an 
allergic character. Other reactions were urticaria, 
adenitis, or articular symptoms. In only tliree pa¬ 
tients were the side-effects prolonged. More than 
33% of those given tetanus antito.xin had received 
similar treatment earlier, some several times, so the 
risk of serum sickness on this account was slight. 

Health of Denmark.—A comparison of the behavior 
of the reportable diseases in 1956 and 1957, re¬ 
spectively, by Dreyer and Frandsen (Ugeskrift for 
lieger. Sept. 18, 1958) showed how greatly some of 
them fluctuated from one year to the next. This 
was notably the case with influenza, whose inci¬ 
dence was 5 times greater in 1957 tlian in 1956, 
while its case fatality rate was 10 times higher. 
This ma}' partly explain why the total death-rate 
rose from 8.9 per 1.000 in 1956 to 9.3 in 1957. In 
this year the deaths from all forms of tuberculosis 
fell to 4.4 per 100,000, more than trebling the num¬ 
ber of deaths from traffic accidents. In the same 
year malignant disease plus arteriosclerosis and 
degenerative disease of the heart accounted for 
46% of all the deaths. Accidents accounted for 
4.8% of all the deaths in 1957. Since 1954 the re¬ 
ports of gonorrhea showed a slight tendency to fall, 
but there were still 7,447 reported cases in 1957. 
The reports of acquired syphilis fell from 104 in 
1956 to 48 in 1957. Between the same years the 
reports of acute poliomyelitis fell from 191 to 26, 
onlv 10 which were paralytic. Diphtheria seems to 
have been vdped out, temporarily at any rate, for 
not a single case was reported in 1956 or 1957. 

Frequency of Thromboembolic Lung Lesions.—In¬ 
vestigations into the frequency of thromboembolic 
lung lesions in adults examined post mortem have 
yielded divergent findings, with about 10% re¬ 
corded by T. H. Belt in 1934, and 23% bv T. J. 
Moran in 1947. In Nordisk medicin for Oct. 2, Bang 
and co-workers published their findings, which con¬ 
cerned postmortem examinations in 1954 and 1955 
on 1,788 patients over the age of 15. In 271 cases 
(15%), thrombi, emboli, or infarctions were found. 
In only 16% of these cases had this condition been 
diagnosed during life, and the failure to do so was 
particularly noticeable in the case of elderly, de¬ 
crepit patients. A scrutiny of the clinical record of 
each of tliese patients led to the conclusion that the 
lung lesions would not have been so often over¬ 
looked had they been kept in mind when tachycar¬ 
dia came on suddenly with increasing cardiac in¬ 
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sufficiency and an inexplicable rise of temperatiue 
not responding to antibiotics. The antemortem tail 
of correct diagnoses was highest for the 84 patient 
in whom the course of events had been rapid, 
less’ than 24 hours between the onset of symoloiri 
and death. 

Cough Syncopy.-At a meeting of the Danish So 
ciety for Internal Medicine (reported in iVordisI 
medicin for Oct. 2) several speakers discussed fti 
importance to traffic accidents of cough s}’ncop; 
Four such cases were recently dealt with by a 
invalid board in one year. In the case mentioned h 
Dr. M. Schwartz the patient was a 45-year-old prc 
fessional chauffeur. Tliis mishap overtook him o 
three occasions while driving, and during one c 
them he drove into a house. His license to driv 
had to be cancelled. Another speaker who refene 
to four similar cases with patients aged 45, 49,0 
and 62, respectively, pleaded for a more critio 
medical examination of prospective drivers, b 
wished to extend it not only to possession of ll 
main senses and general mobility, but also to he 
dom from brief lapses of consciousness while tf 
driver is at the wheel. Derbes and Kerr in an earlii 
monograph showed that the victims of this cond 
tion were nearly always men between the ages ol 
40 and 70, suffering from chronic asthma, bron¬ 
chitis, and emphysema. They were also often heap’ 
men addicted to tobacco. 


INDIA 

Determination of Sex.—Gadgil and Deodhar (In¬ 
dian J. M. Sc. 12:6 [June] 1958) stated that the 
presence or absence of a specific chromatic mass 
in the nuclei of somatic cells can be used to deter¬ 
mine the sex of an individual. This mass has been 
called nucleolar satellite when found in nerve cells 
and sex chromatin in other somatic cells. The iio- 
thors studied smears from different tissue fluids wit 
a view to determine sex from examination of the 
cells and their nuclei. Thus smears of buccal mucosa 
were collected from 100 males and 100 females o 
ages ranging from 10 to 50 ymars; 95 smears from 
amniotic fluid obtained by puncture just 
livery were also similarly studied, and 
films from 150 persons with nonnal total and di 
ential leukocyte counts were prepared. The ora 
smears showed two ty'pes of cells—large 
knotic nuclei and smaller svith vesicular nuclei, 
latter were examined for the presence or 
of sex chromatin mass. In all males tire chroma' 
was in the form of small particles of irregular siz 
distributed evenly in the protoplasm with a pre^ 
dilection for nuclear membrane; in females 
typical feature of the nucleus was the presence 
a distinctly hyperchromatic mass planoconve.r 
shape. 
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The amniotic fluid smears showed three types 
of cells-very large with pyknotie nuclei in differ¬ 
ent stages of degeneration, basal cells, and pre- 
cornified cells. Tlic chromatin mass in the latter two 
t)'pes of cells from female infants was at the nuclear 
membrane in most of the cells. The nucleus of the 
polymorphonuclear cells in blood smears showed 
the typical appendage or drumstick in females in 
97% of cases. Smear e.xamination of blood helped 
to arrive at a correct diagnosis of sex in all the 100 
smears studied from males, while the diagnosis was 
missed in 3 of the 100 females. The study of smears 
from oral mucosa and the blood could easily be 
used as a routine procedure. The results of exam¬ 
ination of oral smears were more accurate than tlie 
study of polymorphonucle.ar cells from blood 
smears. Although amniotic fluid smears gave accu¬ 
rate results, the procedure of obtaining the fluid at 
an early stage is not witl)out risk both to the mother 
and to the fetus. 

Treatment of Tetanus.—Patel and Joag {Indian J. 
Med. Sc. 12;6 [June] 1958) stated that the value of 
antitetanus serum in tlie treatment of tetanus has 
been established conclusively by animal experi¬ 
ments. There are, however, variable opinions re¬ 
garding the effective dose. The authors studied a 
series of patients treated with varying doses of the 
serum. Thus, 816 patients were given a total dose 
of 240,000 units of antitetanus serum, 243 received 
120,000 units, and another 243 were given 60,000 
units. The difference in results in the three groups 
was not significant enough to show any correlation 
between mortality and dose level. Thus, results with 
60,000 units were as good as those with 240,000 
units. Even tlie percentage of deaths occurring after 
48 hours was the same in the three groups. The ad¬ 
vantages of using a smaller dose, besides being 
less costly, were that there was less pain at the in¬ 
jection site and the chances of abscess formation 
were reduced. 

Treatment of Cancer.—Tliere are 40 hospitals in 
India with the latest equipment for the treatment 
of cancer. The steps taken by the government for 
checking the spread of cancer included (1) the 
establishment of the Indian Cancer ftesearch Cen¬ 
ter in Bombay in 1952 for postgraduate teaching 
and for research in cancer and allied subjects, (2) 
taking over by the government of the Chittaranjan 
National Cancer Research Center, Calcutta, in 
1957, (3) grants-in-aid to five institutions treating 
cancer, (4) taking over by the government in 1957 
of the Tata Memorial Hospital, Bombay, to facili¬ 
tate research work at the Indian Cancer Research 
Center, and (5) the installation of three cobalt 
bomb therapy units in the Tata Memorial Hospital, 
Bombay, die Chittaranjan National Cancer Re¬ 
search Center, Calcutta, and the Christian Medical 
College, Ludhiana, respectively. 


Tuberculosis Survey.—The preliminary report of the 
survey up to June 1956 by the Indian Council of 
Medical Research showed that tuberculosis was 
prevalent in villages, small towns, and cities; 2% of 
the people in the areas covered had the disease. It 
was concluded that (1) the morbidity of tuberculo¬ 
sis varies from 7 to 30 per 1,000 persons in differ¬ 
ent areas, (2) the prevalence of tuberculosis is not 
so marked as originally e.xpected, (3) the morbidity 
rates are lower for females than for males, (4) the 
prevalence of tuberculosis among the persons of 
tile age group of 45 years and above was much 
higher than that for the age group of 5 to 34 years, 
and (5) bacteriologically positive cases varied from 
1 to 11 per 1,000 persons in different areas. The 
government formulated a national tuberculosis con¬ 
trol program to include intensification of the BCG 
vaccination campaign, upgrading of 300 tuberculo¬ 
sis clinics to provide or expand facilities for diag¬ 
nosis and domiciliary treatment, estabhshment of 
15 tuberculosis demonstration and training centers, 
establishment of 4,000 tuberculosis isolation beds, 
and establishment of eight follow-up centers for 
tuberculosis patients. 

Spider Nevi and Liver Disease.—H. Singh and co¬ 
workers (Current M. Pract. 2:8 [Aug.] 1958) stated 
that spider nevi have often been noticed in associa¬ 
tion with liver disease. Tliey may disappear ivith 
improving hepatic function, while the appearance 
of fresh nevi suggests progression of parenchymal 
liver damage. Spider nevi are, however, rare in 
Indian patients suffering from hepatic disease. 
Thus, of 250 consecutive patients with hepatic 
cirrhosis, only 4 showed tlie presence of such nevi. 
The authors studied 31 patients widi portal cir¬ 
rhosis including 2 with postnecrotic scarring to find 
out whether percutaneous administration of estro¬ 
gen could lead to the production of spider nevi in 
a larger number of patients svith hver damage. 
Skin areas were treated with 1% ethinyl estradiol 
ointment in a lanoline base or alcoholic solution. In 
20 patients the application was made for 7 to 10 
consecutive days and in the r.est for 5 days. They 
were followed for 5 to 27 days after the last appli¬ 
cation. None of the patients developed spider nevi 
in the treated areas or in the untreated parts. Tlius, 
the inunction of estrogen had little effect in the pro¬ 
duction of spider nevi. 

Acetylcholine Content of Intestine.—B. G. Bose and 
co-workers (Indian J. M. Sc. 12:7 [July] 1958) re¬ 
ported that the different segments of intestine 
showed different inhibitory responses to epi¬ 
nephrine and arterenol, epinephrine having a 
greater inhihitory action on the ileum and arterenol 
on the colon. These variations may be related to the 
acetylcholine content of these tissues. The authors 
therefore studied the inhibitory responses and the 
acetylcholine content of segments of duodenum. 
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jejunum, and colon of adult male albino rats. The 
acetylcholine content of the different segments 
showed significant variation, and, on an average, 
the colon contained less acetylcholine as compared 
to duodenum and jejunum. The inhibitory response 
was maximal in the jejunum and lowest in colon. 
Thus, a correlation was found to exist between the 
degree of inhibitory response and the content of 
acetylcholine in the intestinal segments. Epineph¬ 
rine caused greater inhibition of the tissues contain¬ 
ing more acetylcholine than arterenol. As arterenol 
is not affected much by acetylcholine content, its 
inhibitory action on the colon, which is poorer in 
acetylcholine, is more predominant as compared to 
that of epinephrine. 

Tropical Eosinophilia.—R. S. Mehta {Indian J. M. 
Sc. 12:7 [July] 1958) studied the electiocardio- 
graphie tracings in 80 patients with classic tropical 
eosinophilia and compared them with the tracings 
from 50 healthy adults. In each case three standard 
limb leads, tliree unipolar limb leads, and six 
unipolar ehest leads were taken. Changes of hyper¬ 
kalemia were seen in about 46%. The serum potas¬ 
sium level was estimated in all but nine cases, but 
there was no exact correlation between the serum 
potassium level and the electrocardiographic evi¬ 
dence of hyperkalemia, although the incidence of 
hyperkalemic changes definitely rose when the 
serum potassium level was above 20 mg. per 100 
ml. The incidence of hyperkalemia rose pari passu 
with the total eosinophil count up to a certain level; 
44% of the tracings showed either left or right 
ventricular preponderance, the distribution being 
31.25% and 12.5% respectively. Thus, the incidence 
of left ventricular preponderance was 2.5 times 
that of the latter. Vertical heart was present in 80% 
of the series and even in those with left ventricular 
preponderance. Among the controls, vertical heart 
was present in 56%. Of the 80 patients, 13 showed 
tachycardia, the pulse rate varying from 105 to 140 
per minute, while 2 showed bradycardia, the rate 
being 52 and 54 respectively. Nine tracings from 
the patients and one from the controls showed low 
voltage. In 14 patients the P wave was more than 
2.5 mm. in height and suggestive of “P” pulmonale, 
while in 10 it was small, flat, or biphasic. Conduc¬ 
tion changes were seen in 20 patients and 10 con¬ 
trols, consisting of intraventricular conduction dis¬ 
turbances with marked slurring of the ventricular 
complex. 

Bacitracin and Amebiasis.—DeMelloe and Patel (In¬ 
dian J. M. Sc. 12:6 [June] 1958) stated that bacitra¬ 
cin, in addition to its antibiotic action, also pos¬ 
sesses amebicidal action. As it is not absorbed from 
the intestine, it exerts maximal amebicidal action 
and also eliminates the secondary invading organ¬ 
isms. The authors studied the effect of bacitracin 
alone and in combination wth streptomycin in per¬ 


I.A.M.A., Dec. 6, ISjs 

sons with asymptomatic amebiasis who were pass, 
ing eysts or vegetative forms of Endameba his. 
tolytiea. Because the antibacterial spectrum o! 
bacitracin resembles that of penicillin, streptoiuv- 
cin was selected for its action on gram-negative 
organisms. Stool examination was repeated after a 
saline purgative after three weeks of treatment on 
tlmee oceasions at intervals of one week. Persons 
with all three results negative were considered 
cured. Baeitracin alone was used in three differ¬ 
ent dosage schedules—2 tablets of 5,000 units 
each, four times a day for seven days on five 
patients; 2 tablets of 12,500 units each, four times 
a day for three days on four patients; and 2 tablets 
of 12,500 units each, four times a day for seven 
days on four patients. Wlien used in combination 
with streptomyein, eaeh tablet contained 5,000 units 
of bacitracin and 125 mg. of streptomycin. Two 
such tablets were given four times a day for 10 
days to 11 patients. The results on the whole were 
variable when bacitracin alone was used, the cure 
rate being much higher wdth the combination than 
with the single drug. Tlius 9 of the 11 patients 
treated with the combination were cured. Although 
the dose of bacitracin in combination is small, it 
probably has a synergistic action wth streptomycin 
in clearing tlie amebic infection. 

NEW ZEALAND 

New Approach for Hiatal Herniorrhaphy .-J. Borne 
(British Medical Journal, September 20, 195S, 
p. 728) reported that, although the right-sided 
approach is a standard procedure for performing 
esophagectomy for carcinoma of tire midesophagus, 
no record has been encountered of the use of this 
approach for repairing hiatal hernias. Tire author 
described an occasion when, because of a misdiag¬ 
nosis, a right thoracotomy was performed, and a 
hiatal hernia was unexpectedly found and succks- 
fully repaired through the right pleural cavity'. The 
fact tliat this right-sided approach proved as satis¬ 
factory as that from the left side indicates that the 
former is another possible route for the repair o 
such lesions. 

Thyroid-Stimulating Hormone.—Dr. D. D. 
(Journal of Clinical Endocrinology, vol. 18, P- 89 > 
1958) reported that when investigated for them 
content of thyroid-stimulating hormone (TSH) some 
human serums induced abnormal responses m tn 
TSH assay. In the normal response, tlie I’^‘ levoj m 
the guinea pig’s plasma was higher 3 hours at e 
the intravenous injection of the TSH than it 
16 hours after. In the abnormal, response, eucite 
by serums from some patients with thyrotoxicos>Sj 
the reverse occurred—the guinea pig’s plasma 
level was higher 16 hours after the intravenom 
injection of the serum than it was 3 hours^ at e • 
These observations prompted an investigation o 
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the mechanism of the abnormal response and the 
type of response elieited by the TSH present in 
human, bovine, and murine pituitary glands, and 
in the blood of tbyroidectomized rats and a variety 
of human subjects. Since the size of the abnormal 
response was not reduced by injection into the test 
guinea pig of a massi\'e dose of thyroxine, it was 
unlikely that the abnormal TSH response was due 
to blockage of the thyroxine-inhibition of endoge¬ 
nous TSH secretion from the test guinea pigs 
pituitary gland. When U. S. P. thyrotropin refer¬ 
ence substance was added to a serum that elicited 
the abnormal TSH response, the magnitude and 
time course of the response induced by the mixture 
indicated that the two components acted inde¬ 
pendently. It is probable, therefore, that the abnor¬ 
mal response was a manifestation of the jiresence 
of an abnormal TSH. 

The finding of abnormal responses only to serums 
from patients with tliyrotoxicosis makes it probable 
that tlie abnormal TSH bad some relationship to 
this disorder, but the data collected so far were not 
adequate to exclude with certainty the possibiliU' 
that abnormal TSH might occur in conditions 
otlier than thyrotoxicosis. It has been shown diat 
serums from some patients with e.xopbtbalmos and 
hj'perthyroidism had the power to increase mark¬ 
edly die acinar cell height of the thyroid glands of 
thyroxine-injected guinea pigs. In die light of the 
findings of the present investigation it is likely that 
these serums contained the abnormal TSH, which 
apparently affected thyroid morphology in a way 
similar to that of normal TSH. It may be that ab¬ 
normal TSH differed from the normal in the length 
of its stay in the blood. Possibly it was normal TSH 
combined with some odier material. Abnormal TSH 
might also be present in all cases at a level too low 
to be detected by the present assaj' procedure. It is 
possible, therefore, that the abnormal TSH plays 
a causative role in the hyperthyroidism of thyro¬ 
toxicosis. It may also be implicated in the cause 
of exophthalmos. It is possible drat the exophthal¬ 
mos-producing substance found by Dobjms and 
Wilson in 1954 in the serum of patients with pro¬ 
gressive exophthalmos, was the abnormal TSH. The 
site of production of die abnormal TSH remains 
unknown, but suspicion naturally falls on the 
pituitary. 


UNITED KINGDOM 

Intra-articular Hydrocortisone.—The intra-articular 
injection of hydrocortisone acetate is generally re¬ 
garded to be of value in the treatment of rheuma¬ 
toid arthritis, and most patients seem to derive sub¬ 
jective, even if transient, benefit. Chandler and 
Wright, however, reported that despite a good clin¬ 
ical response to injections of hydrocortisone deriva¬ 
tives, radiologic deterioration, sometimes extensive. 


occurs in the knees of over 50% of the jiatients so 
treated {Lancet 2:661, 1958). In one patient a neu¬ 
rogenic arthropathy was produced in a joint treated 
over a period of 18 months by mondily injections of 
hydrocortisone. The patient obtained almost com¬ 
plete relief of pain but at the expense of a function¬ 
less joint. Radiographs of the knees of 25 patients 
with rheumatoid arthritis were obtained before and 
after a course of treatment with hydrocortisone. 
Radiologic deterioration occurred in 13, despite 
clinical improvement in the majority. The authors 
believed that by a local mechanism in which func¬ 
tional improvement and relief from pain were tire 
most important features, interference with the nor¬ 
mal protective processes natural to inflammatory 
disease might have encouraged a degree of weight¬ 
bearing and mobility which was inherently trau¬ 
matic. Dangerous progression of the disease under 
these circumstances might be expected. 

Death due to Change of Anesthetic.—During a 
dental extraction a 6-year-old boy died from cardiac 
arrest. At the inquest tlie dentist stated that he first 
gave the boy nitrous oxide and then trichloroethyl¬ 
ene. After three extractions the boy showed signs of 
returning consciousness and for five seconds ethyl 
chloride was administered while two more teeth 
were removed. Then the boy’s respiration rapidly 
became shallow, and he collapsed and died in spite 
of attempts at resuscitation. Questioned by tlie cor¬ 
oner, the dentist said that he knew that tiiere was 
some danger attached to gi^^ng trichloroethylene 
and ethyl chloride, but he did not tliink tliere was 
any risk in this particular case as the boy was strong 
and healtliy. He agreed tliat it would have been 
safer to have used nitrous o.xide alone. In his opin¬ 
ion the ethyl cliloride caused the deatli. An anes¬ 
thetist testified that the giving of trichloroethylene 
and etliyl chloride was uadely practiced provided 
patients were not susceptible to a sudden change 
in anesthetics; trichloroethylene was dangerous for 
some patients; and ethyl chloride more so, particu¬ 
larly for young children. He tliought that for dental 
e.xtractions nitrous oxide was safer. 

Malaria and Prematurity.—Cannon investigated tire 
association of malarial infection and prematurity in 
Nigeria {Brit, M. J. 2:877,1958). He studied 12,000 
attendances by expectant mothers and 815 deliver¬ 
ies in hospital. The relationship between malarial 
infection of the placenta and the weight of tire 
child at birth was determined in 392 single deliver¬ 
ies. The others were e.xcluded, as the mothers had 
taken antimalarial drugs. Immediately after deliv¬ 
ery of the placenta a wedge-shaped piece was cut 
from the maternal aspect of the placenta and a 
smear examined for malarial parasites. The infants 
were weighed and those weighing less than 2,500 
Gm. (5.5 lb.) were classified as premature. Of 362 
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newborn babies, 30% had a placenta infected with 
malarial parasites, and the mean birth weight of 
those infected was 310 Gm. (11 oz.) less than those 
not infected. In deliveries where the placenta was 
found to be infected, 33% of the babies were pre¬ 
mature, but in the deliveries in which the placenta 
was noninfected only 12% of infants were prema¬ 
ture. 

New Anticoagulant.—Results of clinical trials with 
a new anticoagulant, anisindione, are described by 
Kellaway {Brit. M. J. 2:889, 1958). In tests on vol- 
xmteers it was found that a dose of 300 mg. of the 
drug given orally had an effect within six hours on 
the prothrombin time, lowering it to 50 to 70% of 
its normal value. Maximal lowering to within 10 to 
20% of normal occurred within M hours in over 
half the subjects tested. Twenty-five patients with 
myocardial infarction, increasing coronary insuffi¬ 
ciency, and deep venous thrombosis of the legs were 
given anisindione, starting with an initial dose of 
200 mg. A satisfactory' response, with protlirombin 
levels to within 10 to 20% of normal, was obtained 
in all patients. These levels were maintained by a 
daily maintenance dose of 25 to 350 mg. (average 
100 mg.). The protlirombin level returned to normal 
within 36 to 72 hours of stopping treatment. No 
toxic side-effects were observed, and there was no 
eindence of hemorrhage or disturbed liver function. 
The anticoagulant effect of anisindione was rapidly 
reversed by vitamin Ki in doses of 20 mg. orally 
and within four hours when the vitamin was given 
intravenously. Kellaway considered tliat anisindione 
has certain advantages over phenindione and the 
otlier anticoagulants in the speed and predictability' 
of the initial response and the subsequent rapidity 
witli which therapeutic blood levels of the drug can 
be obtained. 

Asthma Treated by Hydrocortisone.—The condition 
of patients with bronchial asthma can be greatly 
improved by systemic treatment with corticoster¬ 
oids, but large doses must be used, with the attend¬ 
ant risk of cortical atrophy and the usual side- 
effects. Continued treatment by this means must 
tlierefore be limited to patients whose life is en¬ 
dangered or in whom invalidism is threatened. 
Herxheimer and co-workers achieved a similar 
therapeutic effect by local instead of systemic treat¬ 
ment, using inhalations of hydrocortisone powder 
(Brit. M. J. 2:762, 1958). Patients were advised to 
inhale the contents of a capsule containing 15 mg. 
of micronized hydrocortisone snuff from a powder 
inhaler, half being inhaled in the morning and the 
remainder in tire evening. The dose of 15 mg. was 
chosen on the assumption that only a small amount 
of this would be distributed systemically and would 
be below the body’s ou'n level of production of 
corticosteroids. Seventy-nine patients with chronic 
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asthma, who had been observed for several years 
were treated, and in 45 treatment was controlled 
with a placebo inhalation. In 33 of the 45 a definite 
improvement occurred, mainly in those astlrmatics 
with evidence of allergic etiology and in those 
without hypersecretion. Improvement occuned m 
only 50% of the patients with infective cases. Pa¬ 
tients with co-called “dry” asthma showed dramatic 
improvement. This treatment was of value in certain 
types of asthma. 

Helm and Heyworth also concluded that inhala¬ 
tion of hydrocortisone acetate powder is an eSec- 
tive short-term treatment for some patients with 
bronchial asthma (Brit. M. }. 2:268, 1958). Rapid 
improvement occurred when they were changed 
from a placebo to hydrocortisone. Capsules con¬ 
taining 15 mg. of hydrocortisone acetate powder 
were used and patients instructed to adjust the 
number of inhalations to the response obtained. 
Half a capsule hvice a day to three capsules daily 
were taken, most patients being maintained on one 
capsule a day. Tlie assessment of the results was 
based on subjective and objective improvement. Of 
the patients in this series, 82% improv'ed with the 
inhalations and 33% with the placebo. The differ¬ 
ence is statistically significant. Little or no benefit 
was obtained in patients with chronic bronchitis 
treated by tlris method, In a longer-term trial in pa¬ 
tients with recurrent acute asthma, the inhalations 
were effective in controlling tire condition, but there 
was a strong tendency to relapse when the treat¬ 
ment was continuous. Better results were obtained 
when the inhalations were used intemittently for 
the attacks. The authors did not recommend this 
form of treatment in the dangerously ill patient. 
They estimated drat a large portion (about 75fo) 
of the inhaled hydrocortisone was absorbed, but 
even so the dosage was small compared with that 
used orally. 

Nylon Alopecia,—A new type of traumatic alopecia 
was reported by Dr. Agnes Savill, who was con¬ 
sulted by a number of patients of both sexes be¬ 
cause of falling hair without obvious cause 
J. Dermat. 70:296,1958). All gave a history' of using 
hair brashes with nylon bristles. Examination 
showed that hairs had been pulled out by the roots 
or had been broken off and split longitudinally by 
these brushes. This finding is not une-xpected froin 
the very nature of nylon, which is tough, hard, an 
virtually indestructible. A substance that mates 
good pot-scourers could hardly be expected to e 
kind to the hair. Dr. Savill also blamed the shape 
of tire ends of tire nylon bristles, which are cut 0 
square, instead of being rounded like hog bristl^i 
and are therefore more traumatic. Recovery ualb' 
out treatment occurred in the patients when the) 
ceased to use nylon brushes. 
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RADIUM POISONING 

To the Editor:—In the article “Where Are the Cases 
of Radium Poisoning,” by S. D. Clark (/. A. M. A. 
168:761-762 [Oct 11] 1958), spontaneous fractures, 
osteogenic sarcoma, and neoplasms of the parana¬ 
sal sinuses are mentioned as signs of radium poison¬ 
ing. Although brief mention is also made of roent¬ 
genological changes and trouble with teeth, the 
characteristic production of radiation osteitis and 
focal necrosis of teeth is of more than passing im¬ 
portance. Radiation osteitis has been found to af¬ 
fect the bone of the mandible and maxilla in a 
large proportion of the radium-dial workers I have 
examined. The findings on roentgenograms are sim¬ 
ilar to those of osteitis deformans (closely distrib¬ 
uted areas of osteosclerosis interspersed with areas 
of osteoporosis). The alveolar processes of the jaw 
bones are affected more often than other bone be¬ 
cause of their metabolic activity. Focal necrosis of 
tlie teeth also seen on roentgenological examination 
resembles dental caries, but the lesions are more 
sharply defined and occur on root surfaces below 
the gum line and under intact enamel. These two 
findings may be discovered on routine dental x-ray 
check-up and may be present long before any teeth 
are lost or long before fracture, sarcoma, or neo¬ 
plasm supervene. These characteristic oral and 
dental lesions can be recognized easily by the 
alerted dentist and physician. The mottled osteitis 
and the dental focal necrosis are specific findings 
in this disease, and their presence may be regarded 
as pathognomonic (Dalitsch, Fortnightly Rev. Chi¬ 
cago Dental Soc. 18:5-7, 26 [July 15] 1949). 

Walter Wm. Dalitsch, M.D. 

30 N. Michigan Ave. 

Chicago. 

Dr. Dalitsch’s letter was referred to Dr. Clark, 
and his reply follows.— Ed. 

To the Editor: —Dr. Dalitsch is quite correct in em¬ 
phasizing the dental changes that occur in radium 
poisoning and 1 agree that these characteristic areas 
of focal necrosis may appear long before any of the 
other lesions. The sclerotic changes mentioned in 
my article are considered to be part of the findings 
of radiation osteitis. Any support from the dentists 
would be most welcome. In an article directed to¬ 
ward dentists, the dental changes should be pointed 
out more specifically as Dr. Dalitsch has done in his 
letter. 


TRAINING IN PEDIATRICS 

To the Editor:—The address “Pediatrics in Transi¬ 
tion,” by Wheatley, in The Journal (168:856-859 
[Oct. 18] 1958) is of interest. It is indeed commend¬ 
able that some of the disciples of pediatrics should 
be yearning for new fields of interest, as a result of 
the accomplishments of their specialty and others 
in the field of preventive medicine. 

I would like to offer an idea concerning postgrad¬ 
uate education which may fill a void in the lives of 
some of those charged with the job of “child health 
supervision.” I suggest that pediatric residency 
training include experience in anesthesiology'. In 
most areas of our country there is a shortage of phy¬ 
sicians qualified in the administration of depressant 
drugs and the management of patients whose vital 
functions are depressed as the result of poisoning, 
infection, and trauma. A not inconsiderable number 
of surgical patients come from the pediatric age 
group. Certainly, the physician particularly trained 
in the psychology, physiology, and pathology of 
these patients could perform a needed service if he 
were trained in the applied pharmacology and 
physiology of the administration of the general de¬ 
pressants. He and others could serve their patient 
better at the head of the operating table than by 
assisting or observing on the other side of the ether 
screen. 

Leo J. DeBacker, M.D. 

State University of Iowa 

Iowa City. 

BACTERIAL ENDOCARDITIS DUE TO 
PSEUDOMONAS AERUGINOSA 

To the Editor:—The report on a case of bacterial 
endocarditis due to Pseudomonas aeruginosa, by 
McDonald, Rhoads, and Knapp (/. A. M. A. 
167:1490-1493 [July 19] 1958), is of great interest. 
We cannot subscribe, however, to the authors’ 
opinion about the outcome being invariably fatal. 
In contradistinction to the 10 cases summarized in 
the paper, the treatment of which proved unsuc¬ 
cessful, though only two were observed after the 
advent of antibiotics, we had the opportunity to 
record a case in wliich there was full recovery 
(Gottsegen and Romoda, Sanivd. selloner UJin, 
Falle 13:115-120, 1957). Subacute (‘udocarditis In 
a young man with rlicumalic mitral steno.sis and 
regurgitation began with a long period of freedom 
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from bacteremia. Antibiotics (penicillin, strepto¬ 
mycin, and chloramphenicol) failed to show any 
effect on fever and hematuria. At last, blood and 
urine cultures became positive for Ps. aeruginosa; 
on the basis of favorable experiences in earlier cases 
with resistant germs, we decided to perform sple¬ 
nectomy. This was followed by spectacular recovery. 
No relapse has been observed in four years after 
the operation. The patient is working full time at 
present. 

In a second case (unpublished) the portal of 
entry could not have been determined with cer¬ 
tainty, for both purulent panophthalmitis and ure¬ 
thral dilatation preceded the bacterial endocarditis. 
Blood cultures, positive for Ps. aeruginosa, were 
obtained after enucleation of the diseased eye. Ad¬ 
ministration of polymyxin B led, however, to re¬ 
covery without relapse for two years. Mitral 
regurgitation was the original valvular lesion in 
this case, too. 

Neomycin was used with excellent result by 
Kenoyer and co-workers (Am. ]. Med. 13:108 
[July] 1952); however, their case is not strictly com¬ 
parable to ours, since endocarditis of one week’s 
duration after mitral surgery can be described only 
as acute. We conclude that the prognosis of this 
condition, the frequency of which is increasing in 
the present era of antibiotics, though serious, is 
not to be considered with undue pessimism. 

Geobge Gottsegen, M.D. 

National Institute of Cardiology 
Nagy varad—ter 1 
Budapest IX, Hungary 


CANCER SURVIVAL 

To the Editor:—We are conducting a pilot study at 
the mental hygiene clinic of the Veterans Admin¬ 
istration using motivational research techniques to 
determine why intelligent people (including physi¬ 
cians) do not have routine cancer checks. One 
factor which emerges is that “one out of four” is 
usually read, “one out of four others, not me!” The 
Public Education Review Committee of the Ameri¬ 
can Cancer Society recommended in 1956 that 
primary emphasis be placed an annual health check¬ 
up e.xaminations for adults, however well tliey may 
feel, and continued but secondary emphasis on 
danger signals. It has been observed that tire so¬ 
ciety’s tliree-legged stool—research, service, and 
education—has one decidedly short leg, and that 
short leg is education. We have evidence that some 
physicians give little or no support for the short leg. 
Unless we have routine cancer examinations we will 
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continue to operate on late cancer. Every physician 
has a potential cancer detection unit in his own 
examination room—let him use it! 

Herbert C. Archibald,,M.D. 
1305 Franklin St. 

Oakland 12, Calif. 
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WOOD CARVING 


For at least 5,000 years men have carved various 
objects, ornaments, and figures from wood. Wood 
carving as an art is mentioned in the Bible, and 
historical accounts from very early times tell of 
Egyptian and Grecian wood carvings. The earliest 
wood artifacts rvere probably the small masks and 
statuettes of gods and goddesses of African Negro 
tribes. The wood carvers of the Middle Ages helped 
to decorate the great cathedrals. One of the out¬ 
standing craftsmen was Grinling Gibbons (1618- 
1720), who carved the stalls of the Saint Pauls 
Cathedral in London. After the middle of the 
1800’s, rvood carving attracted less interest. But in 
Switzerland wood carving is still a regular occupa¬ 
tion. Today, fine wood carving is done by a number 
of American and European artists, and it has be¬ 
come an interesting hobby. 

As a hobby, wood carving exerts a rewarding 
therapeutic effect, for there is an astonishing tonic 
quality' to the feel of a chisel against a block of 
wood and in the contest beUveen one’s mastery of 
a tool and the svilfulness of its grain. W^ood can'- 
ing, for a time at least, can make the busy physician 
oblivious to his many' medical responsibilities. But 
short notice is required for putting tlie hobby into 
action; the project at hand is clamped to a work¬ 
bench, y'ou pick up the chisel, and then go on from 
there. 


One of tlie charms of wood carving—and this ap¬ 
plies to most crafts followed as hobbies—is tliat 
there are no discouraging standards of perfection 
against which you must compete. Vdiat you do yo" 
do sheerly for your own approval, enjoying to the 
utmost your small triumphs and accomplishments. 
These invariably y'ield a sense of satisfaction out o 
all proportion to the results achieved. The rewar 
comes not from being a professional w'ood carrer 
but in bettering your own skill in wood carving ^ 
a hobby. Actually, wood carving brings delight an 
surprises all along the road from novice to expert- 
To succeed, one needs only a certain amount o 
spare time, an interest in the project undertaken, n 
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•few tools, patience, and the willingness to proceed. 
Any person who can sharpen a pencil can learn to 
car\’e wood. 

/ - Dexterity with tools is undoubtedly of great 
value; more important, however, is the discovery 
that it is possible to shape a rough piece of wood 
into any form desired. This is precisely the goal of 
the wood carver. In short, the purpose of carving 
f (', wood is to make the surface more interesting by 
^ means of imposing a graceful pattern and inducing 
an intriguing play of light and shadow. In wood 
carWng, certain obstacles have to be recognized, 
for example, the resistance and peculiarities of 
wood. The easiest woods for the wood carver to 
cut and finish are white pine, basswood, black wal- 
nut, and mahogany. There are other woods, of 
- course, and these are beech, oak, holly, redwood, 
and sycamore. The wood should be well seasoned 
... and possess a smooth texture and color. An accom¬ 
plished wood carver will frequently use wood burls 
of knotted wood for an attractive surface pattern. 

The exquisite wood carvings made during the 
; Middle Ages were executed by means of crude 
tools. Today’s hobbyists have available tools of the 
finest steel, highly finished, and in such a wide 
range of variety as to make a choice a simple mat¬ 
ter. In general, wood carving need not require 
many tools. One or two very sharp knives and a 
shaip chisel will do for the beginner. A good wood 
carving knife is a tool of great utility, especially for 
making greater stop cuts deeper at one end than at 
the other. Chisels have straight cutting edges and 
are suited for cutting straight lines and carving flat 
planes; they are also useful for blocking out convex 
round projections, but they are not adapted for 
‘ scooping out hollow curved forms. A penknife often 
makes the best tool for carving small objects. For 
larger pieces, a jackknife or hunting knife is re¬ 
quired. The blades must be made of good steel and 
should be kept as sharp as a razor if good results 
are to be achieved. In addition, as tire hobbyist 
progresses with wood carving, gauges are most 
useful, especially for cutting the various curvatures 
in outline and surface of a design. A dealer will 
furnish a chart showing the sweeps of various 
gauges, from which you can select the blade you 
want. Finally, altliough a scraper is highly impor¬ 
tant to a carpenter, it is useful in wood carving for 
removing rough surfaces and projections and for 
removing a design drawn on a piece of wood. 

The novitiate wood carver should practice his 
strokes on a piece of soft wood about one-fourth 
to three-eighths of an inch in thickness. An outline 
of a simple design should be drawn on the surface 
of the wood; the figure then is carved out, stroke 


by stroke. The second piece may be of tliicker 
wood, with the edges rounded off. After tliis, a 
simple figure can be carved in full. To do diis, the 
hobbyist selects or cuts a block of wood according 
to the size needed. He draws a separate view of 
the figure on each side in outline, then he carves out 
the front and back and then the sides. Simple lines 
cut with single strokes are best. The sharp edges of 
the stroke are left to help show the planes of the 
figure. 

Woods of all kinds have a fiber traversing tlieir 
substance and a grain made of layers of annual 
growth. Cuts made at random are apt to split and 
splinter wood. To make a clean, precise shape, the 
carver should take out clean chips, and to accom¬ 
plish this he must first sever the grain. If you watch 
a wood-chopper fell a tree, you will notice he scat¬ 
ters clean-cut chips, each one made by txvo strokes 
of his axe—the first horizontal and the second slant¬ 
ing downward. Similarly, if an expert xyhittler is 
observed, he, too, expends two cuts for every chip. 
Indeed, the wood-chopper and the whittler are 
applying basic rules of wood carving. In this con¬ 
nection, there are tliree basic rules: first, sever the 
grain of wood in the beginning, then cut out a clean 
chip; second, consider the grain of wood and make 
the slice (the second stroke) in a direction to bring 
the tool out clean, so that there is no splitting; and 
third, never place the left hand in front of a tool, 
for tools are sharp and they may split or slip 
through the wood, gashing the hand that is in the 
way. Mflien working witli a mallet, grab and guide 
the blade wuth the left hand, while striking xvith the 
right. 

The question frequently arises in the mind of the 
beginner as to what to carve and how to obtain 
designs. The novitiate would do well to follow tra¬ 
ditional methods at first, obtaining patterns that 
are established and modifying them to suit his owm 
individual taste. It certainly is not necessary' to 
purchase expensive pieces of lumber in the early 
stages of one’s evolution as an expert wood carver. 
Every lumber yard has scraps of wood which can be 
bought very cheaply by the sackful. A no. 3 grade 
of wood is adequate, since it can be used for prac¬ 
tice at first, and the number of knotholes present 
make little difference in the practice sessions. 

During the earliest phases of your wood carving 
experiences you will frequently find yourself laugh¬ 
ing at your own mistakes. But as you become pro¬ 
ficient, you xvill soon find yourself completely ab¬ 
sorbed in a hobby that udll give you no end of 
pleasure. Soon, you xvill find considerable gratifica¬ 
tion in the results you obtain, and much joy in 
creating objects through your own dexterity. 
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This is the eighth in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 

THE BUSINESS OF A PRACTICE 

Though a physician is attracted to medicine be¬ 
cause he likes to help people and is a humanitarian 
at heart, he soon realizes that to continue practicing 
he must charge and collect for his services. If he 
starts practicing with the right philosophies about 
money and with a sound system for handling the 
income from his practice, he learns to put the finan¬ 
cial side of medicine into its proper perspective- 
in a secondary but important role. 

How to Charge 

A physician establishing practice has to decide 
what his charges for services will be. Burdened 
with the bills he incurred in setting up his office, it 
would be understandable if the doctor set out to 
make money fast. Such commercialism in the long 
run does not pay, for it affects the opinions tliat his 
patients, his colleagues, and the entire community 
develop about him. In fee-setting, his first question 
should be: ‘T\Tiat is a fair fee?” Naturally, fees vary 
from community to community, and there is some 
differentiation between physicians in specialties. 

The best way to find out what average fees are in 
a town is to check with the county medical society 
and with other physicians. Deciding what to charge 
involves weighing several factors: the fees charged 
by other doctors, the particular specialty and expe¬ 
rience of the physician himself, and the cost of run¬ 
ning his own office. He does not want to charge 
fees that are too high—nor does he want to charge 
too little. Fees that are too low do not win respect 
for a physician’s services. 

Years ago the medical profession followed die 
philosophy of charging the well-to-do patients 
higher fees to offset either low fees or free care for 
die poor. Today, because so many persons have a 
substantial part of their medical care costs paid for 
through insurance or some other mechanism, this 
philosophy is becoming a thing of the past. How¬ 
ever, every physician is bound by his profession’s 
code of ethics to provide medical care to anyone 
who needs it, regardless of cost, and a new phy¬ 
sician accepts his responsibihty for giving a certain 
amount of free services. Such care should be lim¬ 
ited to those persons who for good reasons are 
financially unable to meet their medical bills. To 
those who can pay, die physician should make 
every attempt to charge a fair fee—and to give the 
best medical service possible per medical dollar. 

Explaining Medical Costs.-\\Tien a patient un¬ 
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derstands what he is paying for and is satisEed 
with the services he received, the physician larelv 
has difficulty in obtaining his fee. Traditionally, the 
medical profession has shied away from discussine 
fees, feeling that the financial aspects of medicine 
were unpleasant and the less said, the better. But 
today, the American public is conditioned to item¬ 
ized bills, regular bilhng, and budget plans tor pay¬ 
ing for goods and services. People expect doctors to 
adopt the same business principles in handling 
medical fees. 

When a physician frankly discusses fees in ad¬ 
vance with his patients, misconceptions about over¬ 
charging and fee frictions are minimized. A doctor 
or his patient may be reluctant to bring up the sub¬ 
ject of fees. If the patient does not ask and a larger 
fee than expected is charged, it is advisable for the 
doctor to broach the subject. Telling a patient to 
“worry about the cost later” is not doing the pa¬ 
tient a service. He wants to know approximately 
how mnch his surgery or treatment will cost so that 
he can plan or budget ahead for it. Several ways to 
encourage fee discussions are suggested for new 
physicians. A physician can display a fee discussion 
plaque, available for $1.00 from the A. M. A., which 
encourages talks about charges to achieve mutual 
understanding. 

Keeping Track of Income and Expenditures 


A physician, like any businessman, must be able 
to evaluate his owti financial situation at any given 
time by checking his records. He has to know how 
much he has earned, how much he has collected, 
what he has spent, and what he owes. He should 
be able to compare this montli’s income with last 
month’s, this year’s with last year’s, in order to 
evaluate his progress. Furthermore, the federal gov¬ 
ernment requires increasingly deailed, complete 
financial records for income tax purposes. The doc¬ 
tor must not only keep a full record of what he 
earns but itemize his expenses so that he can ex¬ 
plain them. He also must keep a number of govOT- 
ment records for any employees he may have, tor 
this reason he needs a good financial records system. 

A doctor’s bookekeeping system need not be com 
plicated. Some of tire most efficient systems are the 
simplest ones. No one system will meet the nee s 
of every doctor. Tliere are many excellent systems 
in use, and a physician establishing his owri recor s 
system probably will want to talk over various pos 
sibilities xvitli professional management 
others familiar with the medical bookkeeping be 


Elements of a Good Financial Records System. 
'Though the forms used may vary, there are en 
elements which should be a part of any good hnan 
cial records system: (1) a daily listing of pajunen 
and charges, (2) individual records of patien^^ 
charges and payments, (3) a permanent ledger m 
which daily financial information is placed a ong 
with records of income and e.xpenditures, wi 
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detailed description of money disbursed, and (4) a 
petty cash system within the offiee for paying small 
bills from day to day. 

Daily Record; In every office the doctor or his as¬ 
sistant must carefully record the names of every 
patient, the amount charged for medical service, 
and any money collected. Tliis daily record, which 
sometimes is combined with a list of appointments 
for the day, when totaled at night should give the 
following information: the amount of cash collected, 
die amount of money received by check, and die 
amount charged to patients who have not paid and 
must be billed later. The total cash collected and 
die money received by check should be identical 
with the figures for these items showm on the day 
sheet. 

Individual Patients’ Records: Information regard¬ 
ing patients’ charges and payments should be main¬ 
tained in a separate file, which in bookkeeping 
jargon is teimied die “accounts receivable records.” 
Tliis data, taken from the daily sheet, can be kept 
in a ledger or on account cards. It should not be 
placed on a patient’s medical record, as die disad¬ 
vantage of combining medical and financial records 
was pointed out earlier. 

Patients’ account records usually are quite simple, 
containing a column for entering die charge or fee 
for services, a column for entering die amount the 
patient has paid on account, and a column in 
which die balance appears. General information, 
including die patient’s name, age, business and 
home address, and the name of the person respon¬ 
sible for the bill, usually also appears at the top of 
the card. (Often a child is the patient, but the 
parent is the individual responsible for the bill.) 

In the process of transferring information about 
charges and payments from the daily record to die 
patient’s individual record card, great care should 
be taken to make sure errors do not occur. Nothing 
irritates a patient more than to be billed for a serv¬ 
ice he paid for weeks before. Tlie individual cards 
are used to make up die patients’ bills at the end of 
each month, or at whatever interval the physician 
sends out statements. 

Permanent Ledger: The daily sheet and the pa¬ 
tients’ individual financial cards are the working 
elements of a physician’s bookkeeping system. These 
are used in keeping the permanent record of all 
income and expenditures. It is these permanent rec¬ 
ords which are used to analyze the doctor’s finan¬ 
cial status over a period of time, to compute his 
income tax, and to perpetuate his practice. 

Some bookkeeping systems have forms similar to 
the daily record of patients’ charges and payments 
on which the doctor or his aide keep track of dis¬ 
bursements. For example, if the doctor pays out two 
or three dollars for gasoline, this is listed, along 
with any expenditures for stationery, for medical 
supplies, or for paying routine office bills. These 


payments are listed and placed in proper columns, 
such as personal, maintenance, office expense, and 
so forth. 

Tire totals from the daily record sheet and the 
totals from daily disbursement records are trans¬ 
ferred to the permanent ledger each day, so that at 
tire end of each month complete totals on all in¬ 
come and expenditures can be tallied. From this 
information a monthly statement of income, e.xpend- 
itures, net gain or loss, and other evaluating in¬ 
formation can be prepared. Over a period of 12 
months, this forms the basis for a yearly statement. 

Typical items on the disbursement record include 
“expendables” (drugs, medical and laboratory sup¬ 
plies, office supplies); “maintenance” (rent, utilities, 
laundr)', office upkeep); “capital outlay” (major 
equipment); “salaries”; “automobile”; “dues” (pro¬ 
fessional only); “subscriptions” (professional jour¬ 
nals); “insurance” (medical or dental liabilitj% office 
and equipment, fire and theft, ^^^orkmen’s Compen¬ 
sation); “taxes” (from profession only); “entertain¬ 
ment” (minor donations, professional entertain¬ 
ment); “depreciation”; ‘Trad debts”; and “collection 
fees” (paid out to agencies for fees). If a doctor 
receives any income from sources other than the 
practice of medicine, this should be listed as “per¬ 
sonal” and itemized. Any expenses for living that he 
would incur regardless of his profession must be 
recorded as “personal.” 

Keeping accurate, detailed records pays off. It 
keeps the physician informed about his oum finan¬ 
cial picture and it simplifies preparation of tax and 
other necessary records. The establishment of a 
sound system and regular attention to that system 
is the most efficient means of handling these busi¬ 
ness details. 

Petty Cash: Every office requires a little cash on 
hand to pay out for small items, but major bills 
should be paid by check. Usually $20 or $25 is 
ample to keep in tlie office for “petty cash” expend¬ 
itures. Keep such funds in a safe place, preferably 
in a drawer that can be locked. In most offices an 
established sum is set up on a monthly basis and 
balanced each month. A small, triple-column ac¬ 
count book should be kept wntli the petty cash in 
which debits or the amount paid, credit or tlie 
amount received, and the balance on hand can be 
indicated. No money should be taken out unless 
the amount and the reason for taking it along with 
the date are shoivn. Receipts or vouchers for each 
expenditure also can be used and are good business 
procedure. To replenish the petty cash, a check can 
be made out payable to petty cash and the money 
secured, preferably in small bills and change. This 
check should be made out for tlie amount actually 
spent, so that the petty cash fund returns to its 
original balance each time it is replenished. 

Recording Money Obtained Out of the Office.— 
Sometimes a doctor is paid in cash or by check 
while he makes a house call or when he encounters 
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a patient on tlie street. It is too easy to put the 
money in yoiu- pocket and forget about it. When 
the bills are made out, the payment has not been 
recorded and the patient receives a bill. This does 
not make for harmonious relations between doctor 
and patient. It is wise for a physician to carry a 
little booklet in his pocket so that when he makes 
house calls he can enter the name of the patient, 
charges and payments. This information then can 
be added to the daily sheet at the end of the day, 
and the money deposited as a part of the day’s 
receipts. Don’t use such payments as “spending 
money” or the records will never be straight. 

General Bookkeeping Suggestions 

The physician should maintain records on his 
personal affairs. These records include his property 
ledger in which he enters information about his 
personal property, real estate, securities, profes¬ 
sional travel and other tax deductible e.xpenses and 
honorariums. He will also want to set up separate 
files for listing his insurance and other personal 
financial information. 

He must maintain banking accounts, and it is 
probably simpler to keep separate accounts for his 
practice and his personal affairs. All deposits from 
fees and all withdrawals for professional expendi¬ 
tures he handles through the professional account. 
Ideally, a deposit is made daily for each day’s 
receipts with the deposit slip made up from the 
information on the day sheet. 

The time will come when the physician will wish 
to consider placing his more valuable papers in a 
safe or safety deposit box. Records best kept in a 
safe include such vital documents as birtli, mar¬ 
riage and divorce records, wills, passports, diplo¬ 
mas, business contracts, deeds or leases, investments 
and mortgages, property inventory lists, and insur¬ 
ance policies. 

Otlier Filing Suggestions 

In addition to medical and financial records, the 
physician must maintain a correspondence file into 
which all letters he receives and answers should go. 
He mil decide himself whether to separate corre¬ 
spondence into another file or to place letters about 
patients’ medical conditions with their medical 
records and letters regarding financial matters with 
financial records on patients, tyffiatever system he 
selects, he should set it up in an efficient manner, 
then adhere to die pattern established. 

In all ofBce filing systems, it is important to sep¬ 
arate outdated material to avoid cramming of 
cabinets. A system for eliminating temporarily im¬ 
portant information (letters of acknowledgment, 
duplicate forms and reports, and orders) should be 
established. In some offices, a “destruction date” is 
penciled at the top of the page on all correspond¬ 
ence routed to file and the cabinets regularly 
checked to eliminate outdated material, tyffien de¬ 
stroying material which once was considered of 
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permanent value, list each item on a single sheet 
then have someone witness the destruction. This is 
proof of disposal in case your action later is ques¬ 
tioned. 

How Long Should Records Be Kcpff-Legallv, a 
physician’s records belong to him and to his widow 
should he die. Thus, the physician has the legal 
right to destroy his records at any time. In general, 
professional records should he kept as long as they 
are of value to the patient in connection with his 
medical treatment and until the statute of limita¬ 
tions has run out on the- various legal actions with 
which a physician might be faced. 

Narcotics records, for example, must he kept a 
specified period of time under federal or state law 
—generally for two years. A record that may be use¬ 
ful as evidence in a pending criminal case should 
be preserved until the case is concluded. This same 
general rule also applies in civil court actions, in 
cases where disposition of a will or age of consent 
may be significant. That is why doctors usually pre¬ 
serve birth and death certificates and autopsy and 
police reports. Some doctors also arrange for dis¬ 
position of patients’ records in event of their death, 
usually by a colleague, to spare tlreir widows this 
responsibility. 

Rights to Records.—Though his records belong to 
him, a physician who moves his practice to a dis¬ 
tant location may wish to provide his patients with 
x-ray' interpretations or copies of other reports if 
they may be helpful in the future. 

He need not give out medical records except 
when officially requested to do so by the proper law- 
enforcing bodies or when he is referring a case to a 
colleague for further treatment. In instances of 
referrals, the doctor decides whether to send the 
complete file on the patient or transmit only per¬ 
tinent data, answering specific questions the other 
pohysician asks. The governing point is the welfare 
of the patient. 

Remaining Personal Records.— Retention of pof" 
sonal records is a decision to be made by tlie phy¬ 
sician himself. He must keep in mind tlie possibility 
that someday' he may' be questioned regarding a 
possible malpractice action. Consequently', he shoulc 
keep professional reports beyond their apparent 
usefulness, to support his arguments and substan¬ 
tiate his claims should tliis someday become neces¬ 
sary. An attorney should be consulted concerning 
the period of time in which suit may be brought for 
malpractice or for breach of contract in the state m 
which the physician practices. 

Stocks, bonds, titles, mortgages, contracts, 
ance, and records bearing on income tax should e 
kept for at least three years. It is advisable to see 
competent advice on such matters and request it m 
■writing. Although tlie government does not nor 
mally indict for tax deficieiicies more than three 
years after the questioned return is filed, ^ 
bring suit at any time in a civil action to collec 
alleged back taxes, plus interest and penalties. 
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■.The Operating Microscope in Otologic Surger)’: 16 mni., 
;■ color, silent, showing time 23 minutes. Prepared in 1958 by 
George E. Shambaugh Jr., M.D., Eugene L. Derlacki, M.D., 
; and Wiley H. Harrison, M.D., Chicago. Procurable on loan 
' or purchase ($250) from George E. Shambaugh Jr., M.D., 
' 55 E. Washington St., Chicago 2. 

■ This film shows the most essential steps in the 
surgical technique of removing the epidermis from 
the tympanic membrane in preparation for applica¬ 
tion of a skin graft to repair a perforation or defect. 

The technique of this procedure is beautifully 
shown. Restoration of the articulation of the incus 
and stapes, in a case in which disarticulation had 
been accidentally done at a previous operation, is 
included. The hearing returned to normal after res¬ 
toration. This is of value chiefly as a demonstration 
of unusual cause for hearing loss and its repair. 
The technique is not a standard one and is perhaps 
less important than the demonstration of the 
pathology. The technique of one method of prepa¬ 
ration of the fenestra at the fenestration operation 
as devised by Lempert is showm. Tliis is the most 
perfect demonstration of this technique that has yet 
been shown by motion pictures. The technique of 
the stapes mobihzation in cases of otosclerotic ank>'- 
losis is very clearly demonstrated. This is also the 
best demonstration of technique that has yet been 
accomplished by motion pictures. All of these pro¬ 
cedures are shown more clearly than is possible to 
demonstrate by direct visualization through the 
microscope. The film does not attempt to include 
detailed information such as diagnosis. Because of 
the e.xcellence of the photography and visualization, 
this film is highly recommended for its teaching 
value to specialists who are either learning or 
doing these operative procedures. 

Femoral Artery Bypass Graft with Crimped Teflon: 16 
mm., color, sound, showing time 14 minutes. Prepared by 
W. Sterling Edwards, M.D., and Richard A. Dillard, M.D., 
Birmingham, Ala. Produced in 1958 by the Department of 
Surgery, Veterans Administration Hospital and Medical Col¬ 
lege of Alabama, Birmingham. Procurable on loan from 
Central Office Film Library, Veterans Administration, Wash¬ 
ington 25, D. C. 

The purpose of this film is to demonstrate the use 
of crimped Teflon prosthesis for a femoral bypass 
graft in a 71-year-old man who had had a left thigh 
amputation two years previously for gangrene of 
the left foot. It is a clearcut demonstration of the 
standard procedure of femoral bypass. The authors 
use a new experimental material, namely, crimped 
Teflon, but the advantages of this material over the 


existing ones are not mentioned. The narration is 
crisp and to the point. The photography is excellent 
and all irrelevant material has been deleted. The 
film should be useful for postgraduate teaching of 
surgical residents and surgeons interested in vascu¬ 
lar surgery. If the exact indications of the procedure 
were outlined, the film might be useful for the gen¬ 
eral medical profession as a possible means of re¬ 
storing peripheral arterial circulation. 

Bence-Jones Protein Test: 16 mm., color, sound, showing 
time 5 minutes. Produced in 1957 by tlie Medical Illustration 
Service, Veterans Administration, West Side Hospital, Chi¬ 
cago. Procurable on loan from Veterans Administration, 
Central Office Film Library, Washington 25, D. C. 

The purpose of this film is to demonstrate a posi¬ 
tive Bence-Jones protein test. Although routinely 
performed in most clinical laboratories, the test is 
rarely positive. The film shows a dramatically posi¬ 
tive Bence-Jones test applied to urine containing 
almost pure Bence-Jones albumose. It tells the story 
of this interesting phenomenon better and more 
convincingly than thousands of words would do. 
The pictorial demonstration of the changes as they 
occur when the temperature rises to the critical 
level and beyond must be revealing to the un¬ 
initiated and is fascinating even to the expert. 
Technically, the film is satisfactory and the narra¬ 
tion is well done. It will be useful mainly in teach¬ 
ing medical technologists and medical students and 
is worth showing to physicians in general. 

NEW FILM ADDED TO A. M. A. MOTION 
PICTURE LIBRARY 

Intracranial Aneurysms: 16 mm., color, sound, showing time 
43 minutes. Prepared in 1956 by Professor Rudolf Peter and 
Dr. Rudolf Malec, Prague, Czechoslovakia, for the Depart¬ 
ment of Popular and Scientific Films. Procurable on loan 
(service charge $3) from Motion Picture Library', American 
Medical Association, 535 N. Dearborn St., Chicago 10. 

This film on the surgical treatment of intracra¬ 
nial aneurysms presents the anatomic and padio- 
logical background of these lesions and shows the 
technique employed in their diagnosis, evaluation, 
and subsequent surgical treatment. The subject is 
based on an experience of about six years with 48 
patients. Examples of the surgical treatment of 
intracranial arteriovenous malformations are in¬ 
cluded also. This is a beautifully dramatic and 
scientifically correct presentation of a subject on 
which the authors are authorities. The animation is 
e.xceedingly good. Tlie film is especially recom¬ 
mended for residents, medical students, and gen¬ 
eral surgeons. It would also be of interest to neuro¬ 
surgeons because of the special instruments and the 
statistics presented. 
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SURGERY 

Superior Vena Caval Obstruction. R. Allansmith 
and V. Richards. Am. J. Surg. 96:353-359 (Sept.) 
1958 [New York]. 

The work done in the experimental laboratory 
has increased our knowledge of the clinical picture 
a sociated with superior vena caval obstruction. 
The increased venous pressure causes dilation of 
the veins over the upper half of the body. There 
is respiratory distress, increased by the edema of 
the neck and glottis, plus pleural effusions, as well 
as by the increase in the carbon dioxide content of 
the blood in the respiratory center. Headache and 
somnolence are. caused by congestion of the brain, 
and there may be syncope and even Jacksonian 
convulsions from cerebral thrombosis. The cere¬ 
brospinal fluid pressure is elevated. The eyes bulge, 
and the lids are edematous. All the symptoms of 
this condition are exaggerated by bending forward, 
and many patients sleep sitting up, since they be¬ 
come dyspneic with recumbency. 

Roentgenologic examination usually reveals a 
widened mediastinal shadow. A tumor or aneurysm 
may be obvious with the use of routine films, or 
tomograms may be required to visualize a mass. 
Phlebograms usually reveal a maze of collateral 
vessels and a block at the thoracic outlet. If the 
obstruction includes the azygos vein, and it usu¬ 
ally does, the blood flow in the remainder of the 
azygos system and in the superficial and deep col¬ 
lateral veins, carrying blood to the femoral and 
iliac veins or to other veins communicating with 
the inferior vena cava, is prominent in a caudal 
direction. In the few instances in which the occlu¬ 
sion is above the azygos vein, a prominent venous 
plexus develops over the sternum, seeking the 
perforating branches of the internal mammary 
vein and thence to the azygos veins via the inter- 
costals. If the superior vena cava is occluded be¬ 
low the azygos vein, or if both the superior vena 
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cava and the azygos systems are obstructed, fe 
blood from the upper half of the body must tde 
a very circuitous route in order to return to the 
heart through the inferior vena cava. Venous pres¬ 
sure increases with exercise if a block is present 
whereas elevated venous pressures caused by heart 
failure do not show a significant increase \vith er- 
ercise. If a tourniquet is applied to the chest, con¬ 
stricting the superficial thoracoabdominal vessels, 
and the venous pressure rises with inspiration, the 
block is distal to the azygos vein. 

The prognosis depends upon; (1) the cause oltk 
obstruction; (2) the location and rate of obstruction; 
and (3) the adequacy of the collateral circulation 
which develops. Mediastinal tumor is still the singli 
most common causative factor. The over-all mor 
tality from severe obstructions is approximate!! 
70 to 80%, regardless of cause. The nonsurgicd 
treatment includes the use of antibiotics, chemo¬ 
therapy, and x-ray therapy, while the surgical 
treatment consists of phlebotomy, mediastinal de¬ 
compression, and vascular grafting. In the senes 
presented, 21 patients have had almost immediate 
relief of symptoms after surgical procedures de¬ 
signed, to relieve the obstruction and establish an 
adequate shunt. Arterial homografts (presened) 
were used in 10 patients, arterial heterografts (pre¬ 
served) in 1, vein autografts in 7, and prostheses 
(crimped nylon) in 1; no grafts were employed in 
the remaining 2 patients. The right auricular ap¬ 
pendage was the site of the shunt to the heart m 
10 patients, and the superior vena cava in 8. At t e 
present time the optimal treatment of superior vena 
caval obstruction, not due to a malignant neoplasm 
but to a benign fibrotic process, is the insertion o 
a homograft between the proximal patent cava or 
innominate veins and the intrapericardial superior 
vena cava, if patent, or the right auricle. 


The Pathogenesis and Treatment of Prima^ 
Hydroceles in Infancy and Childhood. D- 
McKay, R. Fowler Jr., and J. S. Barnett. Australian 
& New Zealand J. Surg. 28:1-11 (Aug.) 1938 [Mel¬ 
bourne]. 


The authors report on 100 infants and chi e 
with hydrocele who-were treated at 2 cbilmen 
hospitals in Melbourne and Adelaide, Australia.^ 
wide anatomic variety of the hydrocele sac 
observed, with all intervening gradations 
the simplest communicating type of sac ana 
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rmost comple.K noncommunicating and multiple 
^■saccular formations. Whether communicating or 
noncominunicating, such hydroceles were always 
associated with an abnormal patency of at least the 
proximal part of the processus vaginalis testis. From 
the succession of types observed, the natural his¬ 
tory of evolution of the various forms was con¬ 
sidered as beginning with simple patency of the 
.vaginal process and its gradual distention by peri¬ 
toneal fluid. If delayed spontaneous obliteration of 
the entire vaginal process sbould occur, then spon¬ 
taneous cure will result and the fluid will be reab¬ 
sorbed. But if a fine vaginal process should become 
obliterated only at its junction with the hydrocele, 
the ne.xt evolutionai'y change would be the dilata¬ 
tion of that portion of the process immediately 
above the distal sac. When tire communicating 
process is wide and has a communication witli a 
distal sac, progressive enlargement of the hydrocele 
might take place upwards into the cavity of the 
hernial sac above, producing a ratber bizarre “inner 
sleeve” arrangement which had not been reported 
before. 

These findings suggested the concept of a con¬ 
genital origin of the hydrocele, and this concept 
was supported by additional evidence. The right¬ 
sided preponderance, typical of hernias and un¬ 
descended testes, was likewise found for these 
hydroceles. A history was usually elicited, even in 
the apparently noncommunicating cases, of inter¬ 
mittent variation in tlie size of the hydrocele at 
some stage in its life history. The fluid from both 
communicating and noncoinmunicating hydroceles 
was microscopically and chemically indistinguish¬ 
able from peritoneal fluid. Surgical treatment, 
therefore, was directed to the vaginal process alone. 
Simple herniotomy with transfixion, ligation, and 
division of any patent derivative or strand of the 
vaginal process was performed. The hydrocele was 
emptied by simple aspiration or minimal stab in¬ 
cision. Imprisoned hydrocele fluid was shown to 
be reabsorbed from both communicating and non¬ 
communicating hydroceles after simple operative 
ablation of a patent funicular process. If the hydro¬ 
cele sac was left behind, emptied of its fluid, reac¬ 
cumulation of such hydrocele fluid did not occur 
after severance of the funicular process or strand. 
Of the 100 children operated on, 6 had had recur¬ 
rences after previous orthodox surgery; these re¬ 
currences were always associated with a fine patent 
vaginal process which had been overlooked at the 
original operation. Severance of this fine process 
cured the condition. The more extensive interfer¬ 
ence with the hydrocele sac inherent in orthodox 
surgical procedures is therefore unnecessary. In 
infants, the management of hydroceles should be 
expectant because of die tendency to spontaneous 
cure. 


NEUROLOGY & PSYCHIATRY 

The Uveo-Encephalitic Syndrome or Vogt-Koy- 
anagi-Harada Disease. H. Reed, A. Lindsay, J. L. 
Silversides and others. Canad. M. A. J. 79:451-459 
(Sept. 15) 1958 [Toronto]. 

The uveo-encephalitic syndrome is characterized 
by uveitis, depigmentation of skin and hair, and 
cerebral manifestations. It has long been recognized 
by ophthalmologists, but it may present a diag¬ 
nostic problem to general physicians, neurologists, 
neurosurgeons, and dermatologists. The authors 
review die literature, report 5 more cases, and dis¬ 
cuss the etiology of die condition. Aldiough Vogt is 
usually given credit for being the first to describe 
diis syndrome in 1906, it was described by Hutchin¬ 
son in 1892. Koyanagi wrote an account of diis 
disease in 1929, reviewing 12 cases from the litera¬ 
ture and presenting 4 of his own. He described die 
clinical picture of headache, fever, bilateral uveitis, 
dysacousia, vidligo, pohosis, and alopecia. After 
Koyanagi’s publication die condition was knowm as 
the Vogt-Koyanagi disease. In 1926 Harada de¬ 
scribed 5 cases characterized by bilateral posterior 
uveitis with inferior exudative retinal detachments. 
For nearly two decades it was considered that die 
Vogf-Koyanagi disease and the Harada disease 
were 2 separate entities, the difference being that 
in the former die uveitis was anterior in situation 
and no detachment occurred, while in the latter the 
uveitis was posterior and was accompanied by ret¬ 
inal detachment; but this distinction is not justified. 

Great variations in the severity of the clinical 
picture may occur, and incomplete manifestations 
of the disease are probably common. It has been 
pointed out that bilateral uveitis with pleocytosis 
of the cerebrospinal fluid is not uncommon and diat 
such cases should probably be considered as 
“formes frustes” of diis disease. The 5 cases pre¬ 
sented here show the great variations in severity 
and in the clinical picture which may be encoun¬ 
tered. The first patient exhibited mild manifesta¬ 
tions of the disease. The second patient had retinal 
detachment in one eye only. His case was unusual 
in that a severe encephalitis developed, which re¬ 
sulted in diabetes insipidus and a permanent psy¬ 
chosis. The third patient had a condition typical 
of the picture described by Harada with bilateral 
retinal detachments. The fourth patient illustrates 
an unusual mode of onset because recurrent uveitis 
preceded the neurological signs. It is interesting 
that, whereas the ocular manifestations failed to 
respond to corticosteroids, tlie neurological lesions 
rapidly responded to a dose of Meticorten which 
was more than double the previous dose. In the 
fifth patient the disorder presented as a bilateral 
retrobulbar neuritis and then developed into an 
apparently typical Harada pattern with recovery. 
Two theories concerning the cause of this disease 
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have been advanced, namely, that it is (1) a virus 
infection and (2) an allergy to uveal pigment. At 
the present time the weight of evidence suggests a 
virus as being the cause. No effective treatment is 
known, except that some reports suggest that corti¬ 
costeroids might be of value. Wider recognition of 
the disease is important, so that unnecessary craniot¬ 
omies will be avoided, because severe cases may 
resemble a rapidly expanding intracranial space- 
occupying lesion. 

Deficiency of Vitamin B-Complex Causing Psychi¬ 
atric Symptoms of Atypical Endogenous Depres¬ 
sion. E. J. W. Keuter. Nederl. tijdschr. geneesk. 
102:1501-1503 (Aug. 2) 1958 (In Dutch) [Amster¬ 
dam]. 

The author presents the history of a 40-year-oid 
woman who was referred to a psychiatric clinic 
because of severe depression. Pernicious anemia 
was thought of, because the diameter of the eryth¬ 
rocytes was enlarged, and achylia gastrica was 
detected, but sternal puncture did not corroborate 
this diagnosis. Since the patient also had hypo¬ 
chromia, she was treated with iron and hydrochloric 
acid. The psychiatric picture, which had existed for 
17 years, remained uninfluenced by electroshock 
and chlorpromazine treatments. Later, a pellagra¬ 
like syndrome was recognized, and it was found 
that the vitamin Bi content of the blood was low. 
The administration of vitamin B complex caused 
disappearance of psychiatric symptoms, so that the 
patient could be discharged from the clinic. 

GYNECOLOGY & OBSTETRICS 

Myopathy of the Climacteric (Menopausal Mus¬ 
cular Dystrophy). H. E; Kaeser. Schweiz, med. 
Wchnschr. 88:849-855 (Aug. 30) 1958 (In German) 
[Basel, Switzerland]. 

The author groups the climacteric or menopausal 
form of muscular dystrophy with the degenerative 
myopathies, which presumably are caused by 
metabolic or endocrine disturbances, although the 
relationship has not been definitely established. In 
a survey tabulation of myopathies and myositides, 
3 main groups are differentiated: (1) hereditary 
forms; (2) myopathies resulting from metabolic dis¬ 
turbances; and (3) chronic myositides. The second 
group, in which the author includes menopausal 
muscular dystrophy, also embraces the myopathies 
that accompany the follo\ving disorders; hyperthy¬ 
roidism, hypothyroidism, liver diseases, pancreatic 
and adrenocortical insufficiencies, and vitamin E 
deficiencies. 

The author presents 3 established and 2 doubtful 
cases of climacteric myopathy. He points out that, 
after early reports by Nevin and Bramwell in 1936 
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and 1922, respectively, Shy and McEacfem u 
1950 and 1951 presented several papers on a dis 
order which they designated as "menopausal mw 
eular dystrophy.” The disorder is characterized b 
weakness in the musculature of the pelvic ant 
shoulder girdles; it occurs chiefly in women durin: 
and after the menopause. Muscular atrophy is no 
always evident, because the muscles are covered bi 
fat tissue. The involved muscles are soft, the deej 
reflexes are normal in the early stages, but late 
they become weaker or completely abolished, T!« 
weakness appears first in the muscles of the pehii 
girdle and later in a milder degree in those of tin 
shoulder girdle. The women usually complain of in 
creasing weakness while walking. When ascendin; 
the stairs, they have to pull themselves up h 
grasping the handrail. They cannot rise from i 
chair without aid, they fall without apparent rea 
son, and later, when the arms become invofvet 
they need help in dressing themselves. Other peop! 
notice the waddling walk and the increasing k!f 
lessness. 

On biopsy, in the series examined, the muscle 
were pale. Histological examination showed spott 
degeneration of the muscle fibers. Endocrine dii 
orders could not be established. Electromyograpii 
and transaminase studies were made. During th 
active phase of the myopathy the glutamic-oxalc 
acetic transaminase was increased. With the at 
ministration of prednisone an impressive and lasi 
ing clinical improvement could be observed in 
of 4 patients, with normalization of the transam 
nase. There is no evidence as to whether meat 
pausal muscular dystrophy is related to a myopafii 
or a chronic polymyositis. 

Meigs’s Syndrome. P. Stavem. Tidsskr. norske Iffigf 
for. 78:703-704 (Aug. 1) 1958 (In Norwegian) [Oslo 

In most cases of Meigs’s syndrome the pek 
tumor is the size of a child’s head or larger, bi 
tumors smaller than a hen’s egg have been seei 
According to Meigs, the term Meigs’s syndrom 
should be used only in cases in which the tumc 
consists mainly of fibrous tissue, as ascites an 
hydrothorax are fairly frequent only in fibrous ovi 
rian tumors. Sometimes there is marked hydrothois 
which reaccumulates rapidly after tapping, "’hi 
ascites is scanty and established on’ laparotoip 
The fluid in the pleural cavity is like tlrat in 
peritoneal cavity and is usually a transuoai 
though sometimes an exudate is found, with pT 0 te> 
content of more than 3% and positive Rivalta tes 
In case of rapidly reaccumuiating hydrothorax an 
pelvic tumor in a woman of any age, the possibi i 
of Meigs’s syndrome should be considered. AH 
symptoms will disappear as by magic on remo'* 
of the tumor. Meigs’s syndrome is not to be £■ 
eluded because ascites cannot be demonstra 
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clinically or because ascites and pleural fluid re¬ 
semble an e.\udalc more than a transudate. A large, 
firm ovarian tumor may occasionally be mistaken 
{or a fibromyoma of the uterus. In the case re¬ 
ported, in a woman, aged 37 years, admitted with 
a right-sided pleural effusion, there was rapid reac¬ 
cumulation after tapping. The effusion disappeared 
within 2 weeks after removal of a large fibroma 
of the ovarj'. 

Preservation of Ovarian Function in Combined 
Treatment of Early Cancer of the Cervix Uteri in 
Young Women. C. Krebs and N. Bli.\enkrone-M0l- 
ler. Ugesk. Ireger 120:1012-1015 (July 31) 1958 (In 
Danish) [Copenhagen]. 

At the Radium Station in Aarhus during the one- 
year period 1949-1950, an attempt was made to 
prevent the grave complications of premature cli¬ 
macteric due to irradiation in young women with 
cancer of the neck of the uterus in early stage by 
lifting one ovary or both ovaries to a distance of 
at least 12 cm. from the tumor before radium treat¬ 
ment. Six of the 8 patients who received only 
radium treatment after the intervention have pre¬ 
served ovarian function. The material seems to 
show (1) that neitlier lifting of the ovaries as such 
nor preserved ovarian function has any adverse 
effect on the result of radium treatment of cancer 
of the neck of the uterus, (2) that it is not possible 
, by the operation to attain preserved ovarian func¬ 
tion if combined radium-roentgen-ray ti-eatment 
'■ is applied, and (3) that after the intervention most 
of the patients given only radium treatment pre- 
•' ■ serve their ovarian function. The authors intend 
to resume this method of treatment in patients un¬ 
der 40 years of age with cancer of the neck of the 
uterus in stages 1 and 2. If laparotomy shows the 
disease to be more advanced than indicated by 
L the clinical examination, the intended intervention 
must be given up, as iir such cases intensive ra¬ 
dium-roentgen-ray treatment is necessary. 

Precordial Murmurs During Pregnancy and Lac¬ 
tation. J. W. Hurst, J. Staton and D. Hubbard. New 
England J. Med. 259:515-517 (Sept. 11) 1958 
[Boston]. 

A variety of innocent murmurs may develop 
during pregnancy and are often attributed to heart 
disease. Some of these murmurs are due to an 
increase in blood velocity and emanate from the 
heart itself, whereas others are of extracardiac 
origin. The precordial murmur in one patient was 
due to a bruit in a branch of the mammary artery; 
it persisted after delivery and vanished only upon 
termination of lactation. The precordial continuous 
• murmur in a second patient originated in the large 
dilated veins of the breast and could be altered by 
firm pressure with the stethoscope bell, indicating 
that the murmur was extracardiac in origin and 


suggesting that it was related to the vascular en¬ 
gorgement of the breast that occurs during preg¬ 
nancy. 

The Prophylaxis of Iron-Deficiency Anaemia in 
Pregnancy, D. N. S. Kerr and S. Davidson, Lancet 
2:483-488 (Sept. 6) 1958 [London]. 

The authors studied patients attending the 
antenatal clinic of the Simpson Memorial Maternity 
Pavilion in Edinburgh in an attempt to ascertain 
the incidence of anemia in pregnancy; the effect 
of season, age, parity, recent pregnancy, and dura¬ 
tion of pregnancy on the incidence and degree 
of anemia; the adequacy of the present diet of 
Edinburgh mothers; the most suitable forms of 
iron to be administered orally, if supplements are 
necessary; and the stage in pregnancy at which iron 
supplements should be started. It was found that, 
although severe anemia is rare at the beginning 
of pregnancy, mild anemia with a hemoglobin level 
of less than 12.6 Gm. per 100 cc. (or 85%) is com¬ 
mon. No correlation was found between incidence 
of anemia and age, parity, or number of pregnan¬ 
cies within the previous 5 years. An estimate of 
the average daily dietary intake of iron in pregnant 
women in Edinburgh suggested that it is slightly 
less than the 15 mg. usually recommended. The 
incidence or degree of anemia was not found to 
correspond closely with the dietary intake of iron. 

To obtain information about tire potency and 
toxicity of certain iron preparations, an investiga¬ 
tion was undertaken on women attending tlie ante¬ 
natal clinic. The 430 women accepted for tliis 
investigation were assigned by random selection 
(choosing a card from a pack) to one of 4 groups. 
Group A (20%) received ferrous sulfate; group B 
(20%) received ferrous gluconate; group G (20%) 
received ferrous gluconate plus ascorbic acid; and 
group D (40%) formed the control group which 
received pills containing lactose. As regards gas¬ 
trointestinal side-effects, no difference was found 
between ferrous sulfate and ferrous gluconate, 
given in doses containing 105 mg. of iron daily. 
Neither preparation caused significantly more un¬ 
pleasant gastrointestinal symptoms than the other 
or than the control pills containing lactose. The 
addition of ascorbic acid to ferrous-gluconate pills 
did not increase their therapeutic efficacy or reduce 
their toxic effects. The authors suggest the follow¬ 
ing scheme of supervision for antenatal patients; 
routine hemoglobin estimation at the first ante¬ 
natal visit; iron therapy from the first visit for all 
patients with an initial hemoglobin level of less 
than 12.6 Gm. per 100 cc. (85%); and routine ad¬ 
ministration of elemental iron in a dosage of at 
least 105 mg. daily to all patients from the 24tb 
week to term. This dosage is prowded by one 
300-mg. (5-grain) pill of ferrous gluconate 3 times 
a day. The customary dose of ferrous sulfate is 
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one 180-mg. (3-'grain) pill 3 times a day, which 
provides a much greater amount of elemental iron, 
namely, 180 mg. per day. The choice of prepara¬ 
tion for iron therapy remains controversial. This 
study suggests that ferrous gluconate may be 
slightly more efficient than ferrous sulfate (when 
given in the same dosage in terms of elemental 
iron—namely, 105 mg. daily). 

A Report of 549 Cases of Breast Cancer in Women 
35 Years of Age or Younger. N. Treves and A. I. 
Holleb. Surg. Gynec. & Obst. 107:271-283 (Sept.) 
1958 [Chicago]. 

Five hundred forty-nine women, aged 35 years 
or less, with cancer of the breast were studied at 
the Memorial Center for Cancer and Allied Diseases 
in New York from 1937 through 1949; sarcomas 
were excluded. Twenty-one patients were between 
the ages of 19 and 25 years, 124 between 26 and 
30 years, and 404 behveen 31 and 35 years. Eighty- 
two per cent of the patients were married; and 
66% had been pregnant at least once. The incidence 
of previous g^mecologic surgery was only 5.2%, but 
additional gynecologic disorders were found. Nip¬ 
ple discharge was present in 5.5%, and bloody 
discharge outnumbered serous discharge. Infiltrat¬ 
ing duct carcinoma accounted for 86.6% of the 
pathological diagnoses. The minimum 5-year clini¬ 
cal ciure rate was 30.7%, if all patients other than 
those known to be free of clinical evidence of 
recurrent or metastatic cancer 5 years after therapy 
were classified as failures. The 5-year clinical cure 
rate in terms of operability was 37.7%. If further 
selection were made in the group with operable 
disease, a maximum cure rate of 40.6% could be 
obtained. These data and a review of the literature 
indicate that carcinoma of the breast in young 
women offers a prognosis equal to that in older 
women. 

When axillary lymph node involvement was 
present, the clinical cure rate was lower than that 
found in older women, suggesting that the disease 
may be more lethal in the young patient when 
regional metastases have occurred. Outer quad¬ 
rant lesions showed a higher frequency of a.xillary 
node metastases than those arising in the inner 
quadrants; yet, the 5-year clinical cure rate was 
essentially the same, whether the tumor was lo¬ 
cated in the inner or the outer half of the breast. 
When axillary nodes were not involved, cancers 
located in the outer half of the breast had an 8% 
better clinical cure rate, compared with the rate 
for inner half, midline, and central lesions com¬ 
bined. The prognosis was better for patients with 
the less common type of cancer of the breast, e. g., 
medullary, comedo, and colloid carcinoma, than 
for infiltrating duct carcinoma. The incidence of 
axillary node metastasis was likewise lower. In¬ 
filtrating duct carcinoma, grade 2, showed a lower 
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incidence of axillary node metastases and a hijtet 
clinical cure, rate than grade 3. The highertie 
level of axillary node involvement, the poorer wis 
the prognosis. Involvement of level 3, howeve;, 
should not be used as a criterion of inoperabilih- 
since 16% of these patients were free of recurrerit 
cancer 5 years or more after radical mastectomy. 

Although pregnancy occurring- simultaneoasly 
with breast cancer had an extremely poor prog¬ 
nosis, the pregnancy should not be utilized as a 
criterion of inoperability. Pregnancy occurriog 
subsequent to surgical therapy for cancer of the 
breast appeared to have little influence on prog¬ 
nosis. Definite conclusions concerning the manage¬ 
ment of pregnancy for women with concunent 
cancer of the breast could not be formulated. Like¬ 
wise, no recommendations could be made regard¬ 
ing management of pregnancy for the woman 
previously treated for breast cancer. Patients who 
delayed longer than 6 months before surgical 
treatment showed a higher incidence of axillary 
node metastases and a lower clinical cure rate than 
pratients who sought medical care earlier. Post¬ 
operative x-ray therapy, regardless of a.\illary node 
involvement, had no influence on the clinical cure 
rates. 

Patients considered clinical failures had a median 
survival of slightly over 2 years. More than tsvo- 
thirds had died by the end of the third year. There 
was no postoperative mortality in 399 patients 
treated by radical mastectomy. When the axillary 
lymph nodes were uninvolved, prophylactic cas¬ 
tration did not affect the clinical cure rates. When 
the axillary nodes were involved, tire 5-year clinical 
cure rate was 8.3% higher in patients who svere 
castrated. The median survival after therapeutic 
castration for metastatic cancer of the breast was 


9 months. Prophylactic simple mastectomy is no' 
to be recommended even in the presence of a 
significant familial history of cancer of the breast. 
The incidence of axillary^ node metastasis increase 
proportionately with the size of the tumor. The 
5-year cure rate diminished as the size of tlie himor 
increased. Tumor size alone was of significan 


prognostic import, whether the axillary nodes were 


involved or not. 


These data suggest that certain criteria of oper 
ability should be modified. Even young women 
with axillary node metastases at the highest leve 
have a 16% chance for 5-y'ear clinical cure. Ear) 
diagnosis and prompt radical surgery offer tlie bes 
chance for survival. The maximum opportunity or 
5-year clinical cure exists when the primary les’on 
is small and still localized to the breast. 
occurring in the breast during pregnancy shou 
be treated immediately. The previous impressions 
of poor prognosis for breast cancer in the 
woman who is not concurrently pregnant must 
supplanted by a more hopeful outlook. 
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PEDIATRICS 

• Serious Co.vsuckic Iiifeclion in Infants and Chil¬ 
dren: Myocarditis, Meningoencephalitis, and Hepa¬ 
titis. D. M. Hosier and W. A. Newton Jr. A, M. A. }. 
Dis. Child. 96:251-267 (Sept.) 1958 [Chicago]. 

There is increasing evidence to show that Cox- 
sackie virus, group R, may cause fatal myocarditis 
in the neonatal period. This prompted the authors 
to report on the isolation, during a nonepidemic 
period, of a Coxsackie, group B, virus in 2 male 
infants, a female infant, and a 5-year-old boy 
admitted to hospital in the last 2 years. The 7- 
week-old boy died of heart failure after a 10-day 
illness. The autopsy findings consisted of a severe 
necrotizing inflammation of the myocardium and 
evidences of cardiac failure elsewhere in the body. 
Co.xsackie virus, group B, type 4, was isolated from 
the myocardium. A blood culture yielded no 
growth. The 8-day-old girl was hospitalized with 
a diagnosis of sepsis showing jaundice and lethargy. 
A progressive cardiac lesion and a bleeding ten¬ 
dency developed, and the patient died after an 
illness of about 9 days. Postmortem examination 
showed extensive focal necrosis of the heart and 
liver, a mild meningoencephalitis, and focal ne¬ 
crotizing infection of the adrenal. Coxsackie virus, 
group B, type 4, was isolated from the heart, liver, 
kidney, and lung. No virus isolation studies were 
performed on the 6-day-old boy who died on the 
day of admission. The infant’s mother was incu¬ 
bating pleurodynia at the time of delivery and 
developed the tj'pical clinical findings 24 hours 
post partum. The infant’s myocardium showed no 
morphologic changes, but diffuse meningoencepha¬ 
litis, severe focal hepatic necrosis, necrosis of the 
entire fetal cortex of tire adrenal, and focal necrosis 
of the bone marrow were found at autopsy. It was 
postulated that the brain and liver changes were 
produced by a Coxsackie, group B, virus infection. 
Tire 5-year-old boy recovered from myocarditis, 
during the acute phase of which a Coxsackie virus, 
group B, type 2, was isolated from the stool, and 
a subsequent rise in homologous serum neutraliz¬ 
ing antibodies was demonstrated. Treatment witli 
digitalis and cortisone produced improvement, al¬ 
though cardiac enlargement persisted for 10 
months. The patient recovered completely. 

According to the literature, the predominant 
finding in isolated myocarditis has been interstitial 
inflammation, while necrosis of muscle fibers 
seemed to predominate in virus myocarditis. These 
findings induced the authors to review their orvn 
observations made between 1951 and 1957 at au¬ 
topsy on 9 infants and children with myocarditis 
of varying severity. All but 2 of these patients died 
during the summer months. The degree of cellular 
infiltration paralleled the amount of myocardial 
necrosis in all but one patient. The brain and the 
liver showed a significant incidence of pathological 


changes in these children with myocarditis. Four 
of the 9 showed a mild to severe meningoencepha¬ 
litis, and 4 had moderate to severe hepatic necrosis, 
with little Or no cellular reaction. The distribution 
of the necrosis was centrilobular in most, but some 
showed an irregular pattern of focal necrosis. It is 
of interest to note, however, that the children who 
showed the hepatic changes had only mild to 
moderate changes in the myocardium, while those 
showing marked myocardial damage showed no 
liver damage histologically. 

Acute Cerebellar Ataxia of Undetermined Origin 
in Childhood. D. N. Walcher and A. T. Ross. 
A. M. A. J. Dis. Child. 96:278-283 (Sept.) 1958 
[Chicago]. 

The authors call direct attention to a syndrome 
of acute cerebellar ataxia which, as a rule, carries 
an excellent prognosis. Twenty patients with acute 
cerebellar ataxia, unassociated with anj^ definite 
cause, 17 of whom were between the ages of 9 
months and 4 years and 3 were aged 7 or 8 years, 
were seen at the Indiana University Medical Center 
and the Indianapolis General Hospital between 
1948 and 1957. Premonitory sjTnptoms of listless¬ 
ness, drowsiness, fever, vomiting, headache, or a 
cold were present in 13 children and preceded the 
ataxia by one or several days. The main feature 
was the rapid development of ataxia, which always 
affected tlie hunk and legs and in some children 
the arms as well. No abnormalities were detected 
in the ocular fundi. The hyporeflexia often seen in 
cerebellar lesions was common. Neurological ex¬ 
amination disclosed no clinical evidence of involve¬ 
ment of structures other dian the cerebellum, Tire 
average period for complete recovery was 5 weeks. 
As a rule, the children had a single episode of 
ataxia, but 2 of them had relapses. 

It appears tliat this disease provokes little sys¬ 
temic response to whatever may be the causative 
agent, a fact in keeping with its benign course. The 
cause of the disease is undetermined, but it is 
presumably a viral infection. Tumor of the poste¬ 
rior fossa, acute labyrinthitis, encephalitis, drug 
intoxication, and hysteria are the most important 
conditions for which differential diagnosis is re¬ 
quired. 

Oral Phenoxymethyl Penicillin Therapy in Prophy¬ 
laxis of Recurrent Rheumatic Fever. S. Kaplan. 
A. M. A. J. Dis. Child. 96:288-293 (Sept.) 1958 
[Chicago]. 

The autlror reports the results in a group of 266 
patients in whom oral administration of pheno.xy- 
methyl penicillin (penicillin V) had been used ex¬ 
clusively as a prophylaxis against recurrences of 
acute rheumatic fever. All tlie patients studied had 
had at least one previous episode of acute rheu¬ 
matic fever. Throughout the period of study they 
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were treated with one oral dose of phenoxymethyl 
penicillin, 125 mg. (or 200,000 units) daily. In the 
event of an intercurrent acute streptococcic infec¬ 
tion, the amount of pheno.xymethyl penicillin given 
was increased to 625 mg. (1 million units), admin¬ 
istered in divided doses daily for a period of 10 
days. There were no instances of toxic effects due 
to the oral administration of phenoxymethyl peni¬ 
cillin. 

There was a recurrence of acute rheumatic fever 
among only 6 (2.2%) of the 266 patients studied. 
Three of these patients had had at least 3 episodes 
of acute rheumatic fever prior to the institution 
of penicillin phophylaxis. A 4th patient had a re¬ 
currence of acute rheumatic fever while still being 
given steroid therapy. It is possible that the 4 
patients were still in an active subclinical phase 
of rheumatic fever when a clinical recurrence be¬ 
came manifest. One episode of subacute bacterial 
endocarditis due to a streptococcus organism of 
the viridans group occurred during the period of 
penicillin prophylaxis. This infection was cured by 
larger oral doses of phenoxymethyl penicillin. The 
low incidence of recurrence of rheumatic fever 
and intercurrent infection due to beta-hemolytic 
streptococci, group A, indicates that this form of 
prophylaxis is practical and successful. 

Chronic Renal Disease in Children: Correlation of 
Clinical Findings with Morphologic Characteristics 
Seen by Light and Electron Microscopy. L. R. 
Vernier, M. G. Farquhar, J. G. Brunson, and R. A. 
Good. A. M. A. J. Dis. Child. 96:306-343 (Sept.) 
1958 [Chicago]. 

The authors report a study on 72 kidney biopsy 
specimens from 58 children with diffuse renal dis¬ 
ease. Included were children suffering from anaphy¬ 
lactoid purpura, disseminated lupus erythematosus, 
acute, subacute, and chronic glomerulonephritis, 
and the nephrotic syndrome. Needle biopsy of the 
kidney was found to be a safe, relatively atrau¬ 
matic procedure in children, worthy of extensive 
use as an investigative technique. Light microscopy 
revealed the renal lesion of anaphylactoid purpura 
to be segmental glomerulitis characterized by oc¬ 
clusion of lobules of the glomeruli by fibrinoid 
material. The glomerular lesion observed in ana¬ 
phylactoid purpura is similar to an abnormality 
often seen in disseminated lupus erythematosus, 
and it is suggested that anaphylactoid purpura 
probably should be classified as a systemic fibrinoid 
vascular disease. 

The characteristic patliological abnormalities ob- 
serv'ed in kidney biopsy specimens from children 
with disseminated lupus erythematosus varied from 
segmental vascular fibrinoid lesions to severe glom¬ 
erulonephritis. Serial biopsies in 3 children treated 
with intensive prolonged corticosteroid therapy 
confirmed the clinical and laboratory evidence of 
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improvement in renal disease during the intenal 
of treatment. Renal biopsy may occasionally aid 
in the confirmation of the diagnosis of disseminated 
lupus erythematosus when other evidence is in¬ 
conclusive. 

Biopsy findings in the patients with glomerulo¬ 
nephritis, including acute, subacute, and chtonic 
cases, supported the concept that acute strepto¬ 
coccic nephritis is an entity separate from subacute 
or chronic glomerulonephritis. The pathologii 
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findings obtained by kidney biopsies in patient: 
with the nephrotic syndrome are correlated will 
the clinical and laboratory features of the disease 
It is concluded that the pathology of nephrosis i 
related to the duration and the severity of th 
disease. 

Electron microscopic observations of 42 ren.i 
biopsy specimens from children with glomerulo 
nephritis, the nephrotic syndrome, and dissemi 
nated lupus erythematosus revealed glomerula 
changes. The 3 distinct components of the glomei 
ular capillary wall—endothelium, lamina densi 
and epithelium—appear to be differently involve 
early in the course of each of these diseases. Th 
principal glomerular abnormality observed in tlie 
nephrotic syndrome and the only abnormality seen 
in early or “pure” nephrosis are a marked loss or 
smudging of epithelial-cell foot processes. Abnor¬ 
malities of the foot processes have not been seen 
as an early manifestation in patients with anaphy¬ 
lactoid purpura, glomerulonephritis, or dissemi¬ 
nated lupus erythematosus. 

Electron microscopy of glomeruli from patients 
with glomerulonephritis revealed pronounced pro¬ 
liferation of endotlielial cells, some proliferation of 
epithelial cells, and an accumulation of basement- 
membrane-like material. Early in the course of 
glomerulonephritis, the epithelial-cell foot proc¬ 
esses appeared normal. In the subacute and cluon- 
ic forms of glomerulonephritis, severer degrees o 
basement membrane proliferation u'ere obsen'Ct- 
Electron microscopy of kidney biopsy specimens 
obtained early in the clinical course of acute dis¬ 
seminated lupus erythematosus revealed basemen 
membrane thickening and variable degrees of endo¬ 
thelial proliferation. The severity of the basemen 
membrane involvement in disseminated lupn* 
erytliematosus seems to be related to the duration 
of the disease process. Abnormalities of the epi 
tlielial cells were encountered only late in t 
course of the disease. 

Repeated Follow-up on Fate of 298 Asthmatic 
Children. E. Ryssing. Ugesk. Imger 120:1052-10o 
(Aug. 7) 1958 (In Danish) [Copenhagen]. 

In 1944, 298 children with asthma were folio" c*' 
up. In 1957, follow-up of 281 of the 293 sursnvors 
showed only 106 to be free from symptoms; m o 
these had received desensitization treatment. T us, 
90 patients, or about 30%, had outgrown the diseas 
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or IiacI hcconic free from symptoms after different 
forms of vmspecifie treatment. Of the 165 patients 
with symptoms, 1,35 could do full-time work, 13 
found work difficult, 16 were unable to work, and 
1 was mentally inc.apacitated. Ten patients bad 
died, 9 of asthma and 1 of chronic bronchitis. The 
best chance for continued freedom from symptoms 
of asthma is in children in whom the disease sets in 
early, is of short duration, and disappears about 
the age of 15 years. 

Lymphosarcoma in Childhood. S. A. Rosenberg, 
H. D. Diamond, H. W. Dargeon and L. F. Graver. 
New England J. Med. 259:505-512 (Sept. 11) 1958 
[Boston]. 

At the Memorial Center for Cancer and Allied 
Diseases in New York the group of cancers known 
as lymphosarcoma were analyzed, particular at¬ 
tention being given to their occurrence in children. 
This study covers the 30-year period from 1928 to 
1957, but in order to jorovide a follow-up period of 
at least 5 years, only patients in whom the disease 
began before 1953 are considered. Of 1,269 pa¬ 
tients, 69 (or 5.4%) were less than 15 years of age. 
The authors use the term “lymphosarcoma" to in¬ 
clude all primary malignant tumors of lymphoid 
origin except Hodgkin’s disease. An attempt was 
made to exclude patients with leukemia. The in¬ 
creased frequency of lymphosarcoma in males was 
seen in the entire group, but the male preponder¬ 
ance was greatest in late childhood, reaching a 
maximum of 4.5:1.0 in the age group from 11 
through 15 years. Tiie ratio of males to females 
approaches unity in the very young and in the 
very old. Cervical lymph node enlargement is the 
most common presenting manifestation in chil¬ 
dren as well as in adults, but the disease in child¬ 
hood presents with abdominal s}anptoms about 
twice as often as in adults. In the 15 children 
in whom abdominal symptoms were the initial in¬ 
dications of disease, e.xploratory laparotomy re¬ 
vealed primary lesions of the small intestine in 5 
cases and a lesion of the ileocecal region in 1. Two 
of these 6 children had mesenteric lymph node in¬ 
volvement as well, and in 3 patients intussusception 
resulted from the intestinal tumor. 

Roentgenographic manifestations of lymphosar- 
■ coma in children were found to parallel those seen 
in adults. Obstruction of the superior vena cava, 
with characteristic dyspnea, c3'anosis, venous en¬ 
gorgement, and edema of the upper half of the 
body, which is often described as a late manifesta¬ 
tion, was seen in 5 children (or 7.2%). Ten of the 
69 children (or 14.5%) showed a transition suggest¬ 
ing a leukemic change. Of the 42 children with 
small-cell lymphosarcoma, the cases of 9 (or 21.4%) 
ended in leukemia, 5 of these being indistinguish-- 
able from acute leukemia. The remaining 4 were 
classified as leukolymphosarcoma, with incomplete 


bone marrow invasion or characteristic lymphosar¬ 
coma cells in the peripheral blood. One child with 
reticulum-cell sarcoma showed a picture of acute 
leukemia during the course of the disease. It was 
found that, when bone marrow invasion occurred 
in children, acute leukemia usually supervened, and 
the therapeutic regimen should be designed in ac¬ 
cordance with that diagnosis. 

Though the treatment of banphosarcoma, espe- 
ciall)' in childhood, is unsatisfactory, the authors 
feel that judicious use of x-ray therapy continues to 
be the backbone of the therapeutic program and 
can provide relief of distressing symptoms and be 
lifesaving, if only for an unpredictable period. The 
use of the polyfunctional alkylating agents, alone 
and combined with adrenal steroids, provides little, 
if any lasting, benefit to the majority of children. 
The antimetabolic drugs, chiefly- the folic acid 
antagonists, appear to be useful, particular!)’' in 
children with a picture of acute leukemia. In spe¬ 
cific problems, such as superior vena caval ob¬ 
struction and spinal cord compression, tire poly¬ 
functional alkylating agents administered before 
radiation therapy appear to have both anticon- 
gestant and antitumor effects. The fact that 17.4% 
of 5-year survivals were among the children, com¬ 
pared with 27.7% among the adults, demonstrates 
the seriousness of lymphosarcoma in childhood, 
but it should nevertheless discourage a defeatist 
attitude. 

UROLOGY 

Serum Mucoproteins in Prostatic Carcinoma. J. A. 
Ai’cadi. J. Urol. 80:192-193 (Sept.) 1958 [Baltimore]. 

There frequently is an increase in the amount of 
protein-bound carbohydrates of blood serum in 
patients with carcinoma. Evidence was presented 
that the carbohydrate-containing protein of the 
serum arose from the “ground substance” of the 
connective tissue, which is the nonfibrillar com¬ 
ponent or intercellular cementing substance 
through which collagen and reticulin grow and 
upon which cells rest (i. e., the basement mem¬ 
brane). In the region of tissue injury, and around 
growing tumors, the protein-bound carbohydrate 
(gtycoprotein or mucoprotein) was found to be ex¬ 
tremely water soluble, as opposed to its relative 
water insolubility in normal tissue. The author 
presented evidence showing that the connective 
tissue glycoprotein of untreated prostatic cancer is 
quite different in appearance from that of estrogen- 
treated or castration-treated prostatic cancer. 

Two groups of patients were studied. The con- 
ti’ol group consisted of 25 persons without clinieal, 
roentgenologic, or biochemical evidence of prostatic 
cancer. The study group consisted of 33 patients 
with histologically proved carcinoma of die pros¬ 
tate. Tliose who were treated received Stilbestrol 
in a dose of 3 mg. per day and/or had a bilateral 
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orchiectomy. Blood was drawn with the patient 
fasting. Mucoproteins were determined by a slightly 
modified Winzler method. In the control group, 
the values of serum mucoproteins ranged from 9 
to 17.2 mg. per 100 cc.; this averages 13.2 mg. per 
100 cc. In patients with untreated prostatic cancer, 
the values of serum mucoproteins ranged from 23.3 
to 86 mg. per 100 cc.; the over-all average was 
49 mg. per 100 cc. All the patients with carcinoma 
had elevated serum mucoprotein levels. Fourteen 
patients were followed as to the response of their 
serum mucoproteins to bilateral orchiectomy and/or 
Stilbestrol administration. In 12 of the 14 patients 
a decline in serum mucoproteins was noted 1 to 7 
days after the institution of therapy. In 3 patients a 
rise in serum mucoproteins, after an initial decline, 
heralded a relapse that was not clinically evident 
for several more weeks. This observation suggests 
that the level of serum mucoproteins in prostatic 
cancer may be of prognostic significance. Most of 
the patients with prostatic cancer had metastases. 
It is suggested that serum mucoprotein determina¬ 
tions be made also in patients in whom the tumor 
is still confined to the prostate. The observations 
presented further prove the importance of the 
ground substance in prostatic cancer. 

Impotence and the Leriche Syndrome: An Early 
Diagnostic Sign; Consideration of the Mechanism; 
Relief by Endarterectomy. V. J. O’Conor Jr. J. Urol. 
80:195-198 (Sept.) 1958 [Baltimore]. 

A young man, whose presenting complaint was 
inability to maintain penile erections, was found to 
have early arteriosclerotic occlusion of the aortic 
bifurcation (Leriche syndrome). Complete return of 
erectile function followed aortoiliac thromboen- 
darterectomy. Partial impotence may be the earliest 
manifestation of impaired pelvic blood flow and 
may be present with minimal occlusive disease of 
the aorta or iliac vessels. Impotence has been de¬ 
scribed in patients with localized iliofemoral ar¬ 
teritis, the mechanism being ascribed to reflex 
vasospasm of the pelvic arteries. In this condition, 
striking relief has been effected by lumbarsym- 
pathectomy. In general, partial or incomplete im¬ 
potence is produced by organic disease, either 
neurological or, as in this case, vascular in origin. 
This differs distinctly from the total impotence as¬ 
sociated with psychic disorders. 

OPHTHALMOLOGY 

Homer’s Syndrome: An Analysis of 216 Cases. C. L. 
Giles and J. W. Henderson. Am. J. Ophth. 46:289- 
296 (Sept.) 1958 [Chicago]. 

The classical description of Horner’s syndrome 
lists die components as miosis, ptosis of the upper 
hd, anhidrosis, and enophdialmos—all on the 
affected side. Clinicians have designated as Horn¬ 


er’s syndrome many cases in which only ptosis and 
miosis have been present. The studies presented 
aim to determine the anatomic site of s)'mpathetic 
interruption and the etiological factors involved in 
216 patients with Horner’s syndrome observed over 
a period of 21 years (1936 to 1957) at the Univer¬ 
sity Hospital in Ann Arbor, Mich. The diagnosis 
had been verified by either the neurological or the 
ophthalmological service. The constant diagnostic 
features included ptosis and miosis plus a variable 
number of other signs. 

The following conclusions were drawn from this 
study; 1. The most common site of interruption of 
the sympathetic pathway to the eye is in the s}®- 
pathetic trunk and in the postganglionic fibers be¬ 
fore they course intracranially. The upper thoracic 
and lower cervical anterior spinal roots are affected 
less than half as often as the sympathetic trunk, 
while the brain stem, spinal cord, and intracerebral 
postganglionics are only rarely affected. 2. Neo¬ 
plasia, malignant far more often than benign, is 
the most common etiological agent. Bronchogenic 
and metastatic carcinomas are the most frequent 
malignancies, and neurofibroma and thyroid ade¬ 
noma are the only significant benign tumors. Sur¬ 
gical procedures, nonoperative trauma, and vascular 
disease are less important causes of Horner’s S)!!- 
drome. 3. Neoplasia is the most important factor 
incriminated in sjonpathetic b'unk lesions, wliile 
trauma and vascular disease are the most frequent¬ 
ly encountered agents at the anterior spinal root 
and brain stem levels respectively. Interruption of 
the spinal cord sympathetic pathway was most 
commonl)' a result of trauma. Herpes zoster was 
the only lesion implicated in an intracranial post¬ 
ganglionic lesion. 4. Horner’s syndrome is seen 
most commonly in the older age groups. In the 
first 2 decades of life trauma is tlie most common 
etiology. Malignant and benign neoplasms account 
for the largest percentage of sympathetic interrup¬ 
tion in the 3rd, 4th, and 5th decades. In the group 
over 50 years of age malignant tumors are more 
likely. 5. In view of the frequently serious nature 
of the lesions involved in the production of a 
Horner’s syndrome, a complete investigation is 
warranted. 

THERAPEUTICS 

Mephentermine and the Arrhythmias. M. Wilson, 
M. Perez-Arzola and M. J. Oppenheimer. Am. J. H- 
Sc. 236:300-310 (Sept.) 1958 [Philadelphia]. 

The clinical studies described aimed to evaluate 
the acute response of various cardiac arrhythmias 
in the abnormal heart to mephentermine sulfate, a 
member of the pressor amine group of drugs- 
Twelve patients were studied: 8 males, from 52 to 
80 years, and 4 females, from 24 to 36 years of age. 
One patient was studied on 2 different occasions. 
Seven patients had arteriosclerotic heart disease; 3, 
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hypertensive heart disease; 1, active rheumatic 
fever; and 1, a congenital complete heart block. 
Six were in chronic congestive heart failure, and 
one had had a recent myocardial infarction. Nine 
patients were receiving digitalis; one was consid¬ 
ered to have digitalis toxicity. After a 12-Iead elec¬ 
trocardiogram and after a long tracing of the lead 
that showed best cither the P wave or the arrhyth¬ 
mia, mephentermine sulfate was given intraven¬ 
ously. Subsequent long tracings were taken after 
each administration of the drug and from 10 min¬ 
utes to 4M: hours after completion of total dosage. 
In some cases electrocardiograms were taken the 
next day. 

It was found that mephentermine sulfate has an 
antiarrhythmic effect upon the diseased human 
heart. This salutary action was especially noted in 
patients with ventricular ectopic systoles. The 
mechanism of action is a decrease in the refractory 
period, an increase in the velocity of conduction, 
and a positive inotropic effect. With doses up to 
3 mg. per kilogram administered intravenously, 
there was no significant electrocardiographic effect 
in patients with chronic atrial fibrillation. Effective 
reduction in functional atrioventricular block was 
produced. Supraventi'icular tachycardia with sec¬ 
ond-degree atrioventricular block represents a con¬ 
traindication to the use of mephentermine. The 
antifibrillatory properties of mephentermine may 
be of value in open heart surgery with therapeutic 
cardiac arrest. Theoretically, an oral preparation of 
mephentermine may find use as an adjuvant to 
digitalis in patients witli chronic congestive heart 
failure. 

Results of Treatment of Tuberculous Meningitis by 
Oral Administration of Neoteben. J. Gehrt. Mo- 
natsschr. Kinderh. 106:357-361 (Aug.) 1958 (In Ger¬ 
man) [Berlin]. 

The author reports on 70 children, between the 
ages of less than 2 and 14 years, with tuberculous 
meningitis who were treated at the pediatric clinic 
of the City Hospitals in Wuppertal, Germany, be¬ 
tween 1948 and 1957. Of the 70 children, 34 were 
treated with streptomycin given by intramuscular 
and intrathecal routes; 11 of these obtained a cure, 
while 23 died. Seven children treated in 1951 and 
1952 were given for the first few weeks or months 
streptomycin by intramuscular and intrathecal 
routes and then Neoteben, a proprietary prepara¬ 
tion of isonicotinic acid hydrazide, given orally in 
doses of 10 mg. per kilogram of body weight; all 7 
children obtained a cure, although 3 of them suf¬ 
fered permanent mental impairment. Of the re¬ 
maining 29 children who were treated between 
1952 and 1957, one group of 6 received combined 
treatment with streptomycin and Neoteben; 2 of 
the 6 died within the first 5 days after admission; 
of the surviving, 4, 2 obtained a cure, and 2 died. 
In the other group of 23 children, who received 


Neoteben exclusively or Nicoteben, a compound of 
Neoteben and isonicotinic aldehyde thiosemicarba- 
zone, 1 died within the first 5 day^s after admission; 
of the remaining 22, 20 obtained a cure, and 2 died. 
One of the 2 who died, and who had been given 
phenobarbital (Luminal) in addition to Neoteben, 
had a sudden onset of extensive hemorrhages of the 
skin and the mucosa in the complete absence of 
thrombocytes, thus presenting the picture of throm- 
bopenic purpura. An increased allergic disposition 
apparently was responsible for the occurrence of 
the thrombopenic purpura. 

The case of 1 of the 20 children who recovered, 
a 3%-month-old infant with miliary tuberculosis 
and meningitis (positive cerebrospinal fluid in ani¬ 
mal experiments), is reported in detail. The child 
is at present 4 years old and completely healthy. 
Early institution of treatment is essential. Neoteben 
should be given orally' immediately', even if the 
result of lumbar puncture at first leaves it unsettled 
w'hether the patient may have abacterial or tuber¬ 
culous meningitis. Combined treatment with Neo¬ 
teben orally and streptomycin intrathecally should 
be given a trial in patients with far-advanced men¬ 
ingitis. A still further improved cure rate may be 
expected from early additional treatment with cor¬ 
tisone preparations. 

Initial Sensitivity to Streptomycin and Isoniazid of 
Mycobacteria Isolated from Previously Untreated 
Patients with Primary Pulmonary Tuberculosis. 
G. Spina, G. Mescolini and M. Zubiani. Ann. 1st. 
Carlo Forlanini 18:47-61 (No. 1) 1958 (In Italian) 
[Rome]. 

The authors investigated the resistance to strep¬ 
tomycin and to isoniazid of mycobacterium tuber¬ 
culosis, the organisms being recovered from the 
sputum and the gastric contents of 74 patients with 
primary pulmonary' tuberculosis who had not pre- 
vioiisly' received chemotherapy. The virulence of 
the recovered tubercle bacilli was high, as was 
demonstrated by inoculating them into guinea pigs. 
Strains of bacilli resistant to streptomy'cin and/or 
isoniazid were found in 3 patients. The micro¬ 
organisms recovered from one patient, who was 20 
years of age, proved to be resistant to streptomycin 
in a concentration of 10 meg. per cubic centimeter 
and to isoniazid in a concentration of 0.5 meg. per 
cubic centimeter. The other 2 patients were a 
brother and a sister, aged 5 years and 17 months 
respectively'. The micro-organisms recovered from 
the boy proved to be resistant to streptomy'cin in a 
concentration of 100 meg. per cubic centimeter and 
to isoniazid in a concentration of 10 meg. per cubic 
centimeter. The micro-organisms from his sister 
were slightly resistant and only to isoniazid in a 
concentration of 0.1 meg. per cubic centimeter. 
Both brother and sister were infected witli My'co. 
tuberculosis at the same time and apparently from 
the same source—an uncle. It is, therefore, possible 
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that the uncle spread simultaneously different 
strains of bacilli, each one being resistant to strep¬ 
tomycin and to isoniazid in varying degree. It is 
also likely that the autliors were unable to isolate 
from the cultures derived from the girl those strains 
which were highly resistant to the 2 antibiotics. A 
combined treatment with streptomycin and iso¬ 
niazid for 4 or 5 months brought about remission 
of the tuberculous disease in all 3 patients. 

Four Year Evaluation of an Antihypertensive Agent. 
E. Roberts. J. Am. M. Women’s A. 13:349-352 (Sept.) 
1958 [New York]. 

The author investigated the long-term effects of 
a combination drug, which contains rauwolfia, 
protoveratrine, and phenoxybenzamine in fixed 
amounts, since there was evidence that preparations 
containing small amounts of several antihyperten- 
sive agents, each of which acts on a different site 
of the vascular complex and thereby produces a 
combined therapeutic effect, may be superior to 
larger doses of a single drug. Sixty-five patients (51 
women and 14 men) were selected for evaluation 
on the basis of significantly elevated blood pres¬ 
sures and other sjnnptoms associated with hyper¬ 
tension. Thirty patients were 60 years of age or 
older. Forty-seven patients had, in addition to ele¬ 
vated blood pressures, one or more of the following 
hypertensive symptoms; headaches, chest pains, 
dyspnea, insomnia, persistent fatigue, and pulse or 
heart consciousness. Mild neurotic symptoms, such 
as periodic moods of nervousness or depression, 
were present in 34 patients. Menopausal symptoms, 
manifested by menstrual disturbances, crying spells, 
and idiopathic gastrointestinal disturbances, were 
present in 17 patients. 

Seven patients withdrew from the evaluation 
during the first month. Tlie remaining 58 patients 
were treated with the compound for periods up to 
4 years. Blood pressures were reduced to normo- 
tensive levels in 59% and to satisfactory levels in 
24%. Of 8 patients in whom normotensive pressures 
had been maintained for a year with the drug, and 
in whom medication was then discontinued, 7 re¬ 
mained normotensive; the other patient had a blood 
pz'essure elevation to pretherapy levels within 4 
months, but the blood pressure was again reduced 
to a normotensive level by resuming therapy. 

Fifteen patients complained of nasal congestion 
as a side-effect; 7 of these dropped out of the eval¬ 
uation during the first month; in the other patients 
the condition cleared up within 8 weeks. There 
were no other side-effects. Thirty piatients (52%) 
had an excellent over-all response to the medica¬ 
ment, and another IS (.31%) had a good response; 
ten patients (17%) achieved relief of accompanying 
hypertensive symptoms but did not achieve low¬ 
ered blood pressures. The rauwolfia-jmotoveratrine- 
phenoxybenzamine preparation, can be used when 
long-term antihypertensive therapy is required. 
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Antibiotics in Bartonellemia in Man. P. Larrea H. 
Arch, peruanos pat. y clfn. 12:1-41 (March) 195$ 
(In Spanish) [Lima, Peru]. 

One hundred fifteen patients with bartonellosis 
in the septicemic phase were observed at the Hos¬ 
pital of the Faculty of Medicine of the UniversiF 
of Lima between 1947 and 1957. The treatment 
consisted of the administration of antibiotics; peni¬ 
cillin, streptomycin, tetracycline, chloramphenicol, 
chlortetracycline, erythromycin, and nitrofurantoin 
(Furadantin) were used. The patients were placed 
in either of 2 groups: (1) those who were hospital¬ 
ized in the course of the toxic-infectious phase 
(with fever, bacillaiy forms of Bartonella organisms 
in the peripheral blood, and rapidly developing 
anemia) and (2) those who were hospitalized in the 
course of the immunity reaction of the body, (with 
or without fever, coccobacillary forms of Bartonella 
organisms in the peripheral blood, and anemia in a 
stage of regeneration). In the 54 patients in the first 
group, all antibiotics gave satisfactory results; 
Fever abated within 24 hours and disappeared 
within 48 to 72 hours; destruction of red blood cells 
stopped within 48 hours, after which regeneration 
of the erythrocytes continued; and bacillary forms 
of Bartonella organisms changed into the cocco- 
bacillaiy forms within 24 hours and disappeared 
from the blood within 5 days. In the 59 patients in 
the second group, the results of antibiotic treatment 
could not be evaluated, since antibiotics act upon 
the bacillary but not upon the coccobacillary forms 
of Bartonella organisms. Destruction of the cocco¬ 
bacillary forms is accomplished by the reticulo¬ 
endothelial system. Fifty-nine patients out of the 
115 observed had complications. Salmonella or¬ 
ganisms of various types were identified in 25 
cases and other organisms in 10 cases. Twentv'-nine 
patients with complications died. 

The author concludes that antibiotics are effi¬ 
cacious in controlling bacillary bartonellemia if 
they are administered during the toxic-infectious 
phase of the disease. Antibiotics do not prevent the 
secondary complications of bartonellosis. The per¬ 
centage of complications, the presence of Salmo¬ 
nella organisms, and the death rate are less in pa¬ 
tients treated with chloramphenicol than in those 
treated with other antibiotics. Chloramphenicol has 
a double effect on the bacillai-y forms of Bartonella 
organisms in the blood and on Salmonella oi- 
ganisms. 

New Therapeutic Drug (Iproniazid) in Angiim 
Pectoris. A. Casellas Bernat. Med. din. 30:322-3-8 
(May) 1958 (In Spanish) [Barcelona, Spain]. 

Satisfactory results from the administration of 
Iproniazid (a derivative of isoniazid) in patients 
with coronary insufficiency and frequently severe 
crises of angina pectoris were reported in Archicos 
del Institute de cardiologta de Mexico (27:563-580 
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[Sept.-Oct,] 1957; abstracted, J. A. M. A. 166:1531 
[March 22], 1958). Eight patients with coronary 
insufficiency and angina pectoris and one with in¬ 
termittent claudication secondary to arteriosclerosis 
obliterans were treated with Iproniazid at the Hos¬ 
pital of the School of Cardioangiology of the Uni¬ 
versity of Barcelona between November, 1957, and 
February, 1958. The patients were between the 
ages of 29 and more than 50 years. In patients with 
coronary insufficiency, the anginal sjnnptoms were 
severe on mild e.vertion and in some patients even 
at rest. The disease had lasted between 5 months 
and 5 years, with previous failure of all treatment 
in common use for angina pectoris. The electro¬ 
cardiograms of these patients showed pathological 
changes of tlie types of myocardial infarction, left 
branch blockage, or anterolateral ischemia. The 
patients had one or more of the following condi¬ 
tions: b)'pertension, marked cardiosclerosis, or 
syphilis. In the patient with intermittent claudica¬ 
tion, the disease had lasted 2 years; pain restricted 
walking at a distance of 50 meters. 

Iproniazid was given in daily doses of 150 mg. to 
tlie patients with angina pectoris and of 200 mg. 
to tlie patient with intermittent claudication. The 
drug was given for 10 consecutive days, after which 
the dose was diminished according to tolerance and 
indiwdual needs. Anginal pain disappeared be¬ 
tween the 4th and the 13th day of administration 
in most patients; diminution of the dose did not 
cause its reappearance. In one patient, however, 
discontinuation of treatment resulted in the reap¬ 
pearance of pain, which disappeared only after re¬ 
establishment of treatment for a few days. Un¬ 
pleasant side-effects from the drug were mild, con¬ 
sisting of gastrointestinal and nervous disorders, 
dizziness, and difficult micturition. In no case did 
these secondary effects make it necessary to dis¬ 
continue administration of the drug. Partial re¬ 
covery of functional capacity has been obtained in 
all the patients. The patient with intermittent 
claudication has been able to walk a distance of 
about 1,250 meters (or three-fourths of a mile) with¬ 
out pain or discomfort. The author believes that 
Iproniazid is of value in angina pectoris and in 
intermittent claudication. The treatment calls for 
certain precautions; it should be given only by 
cardiologists to hospitalized patients. 

The Diagnostic Meaning of the Changes of Calcium 
Metabolism After Administration of Sex Steroids in 
Mammary and Prostatic Cancer. G. M. Molinatti, 
F. Camanni and M. Olivetti. Minerva med. 49: 
2389-2400 (June 16) 1958 (In-Italian) [Turin, Italy]. 

The authors investigated the usefulness of a sex 
steroid stimulation test for hormone dependency, 
devised by Pearson, in 39 patients who had either 
mammary or prostatic cancer with osseous meta- 
stases. The test consisted in measuring calciuria, 
calcemia, and serum phosphorus and alkaline phos¬ 


phatase levels before, during, and after the admin¬ 
istration of sex steroids to the patients, The pa¬ 
tients were kept on a low calcium diet throughout 
the investigation. Two courses of sex steroids, with 
a short drug-free period in between, were given to 
all patients. In the first course ethinyl estradiol was 
administered by mouth in daily doses of 0.15 mg. 
to 28 patients with advanced cancer of the breast, 
whereas testosterone propionate was given intra¬ 
muscularly in daily doses of 100 mg. to 11 patients 
with advanced prostatic cancer. The second course 
consisted in the administration of testosterone to 
the patients with mammary cancer and in the ad¬ 
ministration of estrogens to the patients with pros¬ 
tatic cancer. 

Before the administration of sex steroids, the 
urinary excretion of calcium was elevated in most 
patients with mammary cancer involving bones. 
Administration of estrogens produced a significant 
change in calcium and phosphorus metabolism in 
most patients with mammary cancer. Changes in 
the daily urinary excretion of calcium were the most 
significant metabolic response to estrogens. After 
administration of estrogens, calciuria increased 
only slightly in 2 patients who had a high calciuria 
level before the treatment, and it increased con¬ 
siderably in 7 patients who had a low calciuria 
level before the treatment. Calciuria changed in¬ 
significantly in 5 patients, and it decreased in 3 
patients. Increased calciuria was accompanied by 
deterioration in clinical symptoms, and the con¬ 
verse developed in patients with decreased cal¬ 
ciuria. The latter group consisted of postmeno¬ 
pausal women. Administration of androgens did 
not affect the calciuria level in patients in whom 
the estrogen therapy caused an increased calciuria 
level. Decreased calciuria was accompanied by 
relief of pain and by improvement in the state of 
health. The test devised by Pearson was a fairly 
accurate procedure for establishing the estrogen 
dependency of cancer of the breast in tliis series of 
patients and thus arriving at the most suitable 
endocrine treatment. The test, however, produced 
inconsistent responses in the daily levels of urinary 
excretion of calcium in patients with mammary 
cancer during the different phases of ovarian ac¬ 
tivity. 

Before the administration of sex steroids to pa¬ 
tients who had prostatic cancer with bone meta- 
stases, a decreased calciuria, an increased calcemia, 
a decreased serum phosphorus level, and an in¬ 
creased serum alkaline phosphatase level were ob¬ 
served. Administration of testosterone did not affect 
significantly the calcium and phosphorus metab¬ 
olism. Pain, however, was intensified considerably, 
which required discontinuance of the treatment. 
Consequently, Pearson’s test was not useful for 
investigating the androgen dependency of prostatic 
cancer, but it might be used for investigating tlie 
deterioration of pain related to it. Observation of 
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changes in calcium and phosphorus metabolism 
after administration of sex steroids in patients with 
mammary or prostatie cancer is a useful diagnostic 
procedinre for detecting bone metastases earlier 
than by roentgenography. 

Systemic Lupus Erythematosus: Results of Treat¬ 
ment with Triamcinolone. E. L. Dubois. California 
Med. 89:195-203 (Sept.) 1958 [San Francisco]. 

Twenty-two women and 7 men, of an average 
age of 33.7 years, with active systemic lupus ery¬ 
thematosus were treated with triamcinolone (Aristo- 
cort), a new synthetic unsaturated derivative of 
prednisolone, for periods varying from 4 days to 
10% months and averaging 4.3 months. The average 
duration of iUness from the time of onset was 92 
months. Four patients were well stabilized by the 
administration of other steroids when they were 
transferred to triamcinolone, and 14 had exacerba¬ 
tions of varying severity. The remaining 11 pa¬ 
tients had not recently received treatment with 
other steroids. Treatment with triamcinolone was 
instituted in these 11 patients with a daily dose 
varjdng from 4 to 40 mg. The average dose for 
beginning therapy in patients with mild systemic 
lupus erythematosus was 20.6 mg. per day. The 
average maintenance dose used to control mild 
exacerbations of the disease was 26 mg. per day. 
Triamcinolone proved to be 1.3 times as powerful 
as prednisone and 4.4 times more potent than 
hydrocortisone as an anti-inflammatory agent. There 
was no evidence of sodium retention or potassium 
loss. 

Sixteen patients underwent upper gastrointestinal 
roentgenologic studies before and during treatment 
with triamcinolone. There was no -evidence of 
peptic ulcers except in one patient who was receiv¬ 
ing a daily dose of 96 mg. of the drug. Free and 
total gastric acidities were determined before and 
after subcutaneous injection of histamine in 9 pa¬ 
tients before and during treatment with triamcino¬ 
lone. No significant changes were noted in results 
of tliese tests, even in the patient who had an ulcer. 
No abnormal increase in uropepsin was noted in 
the patients in whom this factor was tested. 

The pattern of elinieal improvement closely 
paralleled that obtained by previous treatment with 
older steroids. Seven of the 14 patients with 
exacerbations during treatment with the older anti¬ 
inflammatory hormones were better controlled and 
felt better witlr triamcinolone. There was a disap¬ 
pearance of all the clinical and laboratory ab¬ 
normalities produced by the disease, with the ex¬ 
ception of long-standing renal involvement. A major 
difference between the effects produced by tri¬ 
amcinolone and otlier steroids was a tendency of 
die patients to progressive gradual loss of weight, 
pardy due to loss of fluid. Moon-face appearance 
produced by previous dierapy widi other steroids 
did not disappear. The cutaneous side-effects, par¬ 
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ticularly moon face, hirsudsm, and striae, were 
more pronounced than with the older steroids. The 
most serious side-effect was muscle iveakness 
which appeared in 6 patients, all women, within 4 
to 32 weeks after the institution of triamcinolone 
therapy. Tlie profound muscle weakness, most pro¬ 
nounced in the quadriceps group, gradually eleared 
after treatment for several weeks with another 
steroid. Because of the great variability in dosage 
and individual unpredictability of action of the 
new agent, one may prefer to begin treatment of 
the average patient with systemic lupus erj'thema- 
tosus with hydrocortisone, unless there is a prob¬ 
lem of cardiorenal disease. 


First Observations on Therapy with Triamcinolone; 
Clinical, Laboratory and Experimental Findings. 
R. Scalabrino. Minerva med. 49:2825-2837 (July 21) 
1958 (In Italian) [Turin, Italy]. 


The author reports on the clinical and laboratory’ 
findings of triamcinolone therapy in 32 patients 
and on experimental study with the drug in rats. 
Rheumatic fever was present in 4 patients, rheu¬ 
matoid arthritis in 4, granulocytopenia in 2, acute 
leukemia in 2, grave sepsis in 4, bronchial asthma 
in 2, scleroderma in 1, psoriasis in 1, dermatitis 
herpetiformis in 1, premenstrual syndrome accom¬ 
panied by presence of androgen substance in the 
blood in 2, hay fever in 3, exudative pleuritis in 2, 
metastatic mammary cancer with bilateral ad¬ 
renalectomy in 1, food allergy with diffuse urticaria 
in 1, and diabetes associated with rheumatic dis¬ 
ease in 2. 

Triamcinolone was administered to the patients 
in daily doses of from 6 to 60 mg. Fever began to 
abate 48 hours after the beginning of treatment, 
and the temperature returned to normal after 4 or 
5 days of tire therapy. An average daily dose of 16 
mg. was sufficient to control fever, but high doses 
reaching 60 mg. a day were required for fever con¬ 
trol in patients with rheumatoid artliritis; triamcino¬ 
lone was replaced by prednisone in some febnle 
patients with this disease or with scleroderma. 
Joint pains disappeared rapidly in acute and sub¬ 
acute types of rheumatoid arthritis with daily dos¬ 
ages of from 12 to 18 mg. of triamcinolone. Diuresis 
increased up to 100% in this series of patients. 
Certain side-effects peculiar to triamcinolone ther¬ 
apy were observed in all the patients: headache, 
gastric discomfort, weakness, nausea, lack of ap¬ 
petite, depression, sweating, somnolence, and, in a 
few instances, insomnia. Triamcinolone produce 
side-effects common to other steroid therapy m 
patients only; each of these exhibited moon facies 
and erythematous disorder of the skin, with de 
terioration from the symptoms in an older patien^ 


with diabetes. Arterial blood pressure 


slightly, being similar to the change with predni 
sone therapy. Administration of triamcinolone 


caused abatement of the characteristic perican 
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frictional iniirmur in patients with rheumatic fever; 
likewise, the heart sounds improved. Roentgen¬ 
ography confirmed the clinical improvement, and 
the cai'diac diameter deereasecl in some patients 
after 5 days of this chemotherapy. Electrocardio¬ 
graphic patterns showed improvement in all but the 
older patients. Laboratory findings revealed increase 
in hemoglobin level, red blood cell count, and num¬ 
ber of granulocytes after 8 to 12 days of therapy 
vith triamcinolone, and the erythrocyte sedimenta¬ 
tion rate started to decrease after 3 to 5 days. 

Experimental studies for comparing the effects 
of prednisone and of triamcinolone were made on 
60 rats divided into 6 equal groups. Prednisone 
was given to 3 groups, triamcinolone to 2, and 1 
group was used for control. Prolonged administra¬ 
tion of triamcinolone determined involution of the 
adrenal cortex and the thymus even more than 
prednisone did. It is too early to evaluate the 
therapeutic effects of triamcinolone as compared 
wntli other steroids. The dosage of triamcinolone 
is smaller by 30% than that used in the administra¬ 
tion of other steroids. This is advantageous for 
maintenance treatment of patients with asthma or 
allergic disorders or total adrenalectomy for mam¬ 
mary cancer. Triamcinolone does not produce cer¬ 
tain undesirable effects related to steroid adminis¬ 
tration, but it brings about different effects which 
have not been observed in therapy with other 
steroids. 

RADIOLOGY 

Pulmonary Torulosis. L. G. Jacobs. Radiology 71: 
398403 (Sept.) 1958 [Syracuse, N. Y.]. 

The author reports on 10 men, between the ages 
of 22 and 62 years, with pulmonary torulosis who 
were admitted to the Veterans Administration Hos¬ 
pital in Oakland, Calif., during the last 10 years. 
Chest roentgenograms revealed consolidation of 
the left upper lobe in 1 patient, a granulomatous 
mass lesion in the right upper lobe in 1 patient, a 
small solitary nodule in either the left lower or the 
left upper lobe in 5 patients, and a small solitary 
nodule in the right lower lobe in 3 patients. A 
lobectomy was performed on the first 2 patients 
and a wedge resection on the other 8 patients. 
Microscopic examination of the surgical specimen 
in 8 of the patients revealed the late stage of the 
granuloma of torulosis, with a “caseous” necrotic 
center surrounded by moderately well-developed 
connective tissue in which groups of lymphocytes 
and occasional giant cells and plasma cells were 
seen. Spherule-like organisms were well demon¬ 
strated by employing the periodic acid-Schiff stain. 
All the patients were well 7 to 48 months after the 
resection. 

A modified concept of torulosis of the lung is 
presented as follows. The disease is considered as 
a generally benign infection, healing by formation 


of a fibrocaseous nodule in which organisms, mor¬ 
phologically typical of those of Torula, are found 
on microscopic examination but cannot be cul¬ 
tured, being presumably inactive or dead. This type 
of lesion appears to represent most of tire cases. 
The mortality rate is relatively high, possibly 60%, 
in certain patients with active disease causing pro¬ 
gressive pulmonary or extrapulmonary lesions. In 
those patients with disease limited to the lung, 
cure by resection may be obtained, but most pa¬ 
tients with meningeal or generalized lesions die 
despite any form of therapy known at the present 
time. 

Reversible Bronchiectasis. S. W. Nelson and A. 
Christoforidis. Radiology 71:375-382 (Sept.) 1958 
[Syracuse, N. Y.]. 

The authors report on 4 patients, a 17-year-old 
boy, a 28-year-old woman, a 10-year-old boy, and 
an 11-year-old girl, with bronchiectasis in whom all 
the bronchopulmonary segments were examined 
bronchographically. In order to determine whether 
or not there had been progression of the disease, 
bronchographic studies were repeated during a 15- 
month period. The first patient had been treated 
witli streptomycin for an acute episode of lobar 
pneumonia in the lower lobe of the left lung 5 
weeks before the diagnosis of bronchiectasis was 
made. There was no previous history of respiratory 
trouble, and the bronchiectasis disappeared in the 
25-day interval between the first bronchogram and 
the second admission to hospital for contemplated 
surgical intervention. The second patient had a 
long history of cough, and the original broncho¬ 
gram was justified because it was surmised that the 
patient might have bronchiectasis or a bronchial 
adenoma, eitlrer of which might have precipitated 
an episode of acute pneumonia and atelectasis. 
When bronchiectasis was found, it was, therefore, 
assumed to be related to the long history of pro¬ 
ductive cough; surgical intervention was felt to be 
advisable, but it was postponed since the patient 
was pregnant. A second bronchogram, which was 
obtained 6 months later, revealed complete disap¬ 
pearance of the previous ehanges, making opera¬ 
tion unnecessary. In the third patient, bronchiec¬ 
tasis occurred in the course of acute pneumonia. 
The dilated bronchi in this patient returned to 
normal roentgenographically, and, although the 
patient’s cough persisted, it is not probable tliat 
surgical removal of the temporarily dilated bronchi 
would have removed the source of so common a 
childhood respiratory symptom. The original bron¬ 
chogram was obtained from the fourth patient be¬ 
cause of chronic productive cough, and it was no 
surprise to see the bronchiectatic changes. The 
second bronchogram, obtained a year later, showed 
normal bronchial filling without evidence of bron¬ 
chiectasis. 
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Subsequent bronchograms obtained from these 
patients have proved that bronchiectasis is still re¬ 
versible when its presence is revealed by the orig¬ 
inal bronchograms. It is important for the radiol¬ 
ogist to recognize and emphasize to his clinical 
colleagues that bronchiectasis in its early stages is 
frequently a reversible process, particularly in chil¬ 
dren and young adults after acute pneumonia and 
atelectasis. Therefore, before surgical excision is 
contemplated, thorough medical management, in¬ 
cluding administration of antibiotics, postural drain¬ 
age, and breathing exercises, should be tried. Care¬ 
ful bronchography is the most reliable and prac¬ 
tical diagnostic method for detecting bronchiectasis, 
and repeated bronchographic studies should be 
done in order to follow accurately the course of 
the disease. 


PHYSIOLOGY 

Movements of the Common Bileduct in Man: 
Studies with the Image Intensifier. W. Burnett and 
R. Shields. Lancet 2:387-390 (Aug. 23) 1958 [Lon¬ 
don]. 

The authors studied possible peristaltic move¬ 
ments in the common bile duct of 10 patients 1 or 
2 weeks after cholecystectomy or choledochotomy. 
These studies were carried out in the unanes¬ 
thetized patients by using image intensification. A 
water-miscible contrast medium, a 50 or 70% 
solution of sodium acetrizoate, was instilled at the 
rate of 1 cc. a minute into the common bile duct. 
In cases of cholecystectomy the injection was made 
through a ureteral catheter, which had been in¬ 
serted at operation for a distance of about 1 cm. 
into the common bile duct through the stump of 
the cystic duct. If the common bile duct had been 
explored by choledochotomy, the injection was 
made through a short T-tube left in the common 
bile duct at operation. An initial injection of 3 cc. 
of the solution was made. Screening was done at 
this time to observe the filling of the duct. Since 
the duct emptied into the duodenum, further in¬ 
crements of the same or less volume were instilled, 
the amount being determined by the rate of empty¬ 
ing. No disturbance occurred in the patient, and no 
distention of the common bile duct was allowed to 
take place at any time. Observations were made 
both during the injection and afterwards. After the 
passage of 5 to 10 minutes for stabilization of con¬ 
ditions, permanent records were made by cine- 
roentgenography simultaneously with screening. 

Waves of peristalsis were observed in the com¬ 
mon bile duct in all 10 patients studied, whether 
this duct was intact or had previously been ex¬ 
plored. The waves of peristalsis were directed dis- 
tally along the common bile duct toward the 
duodenum and propelled bile into the duodenum. 
Respiratory and duodenal movements were also 
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studied; they played no great part in emptjing tie 
common bile duct under the conditions of the au¬ 
thors’ observations. It is believed that there is suf¬ 
ficient muscle in the wall of the bile duct to 
produce these observed rhythmic movements. Due 
to this intrinsic muscle, the common bile duct 
functions as an actively contracting duct rather 
than as a passive transmitter of bile. This concept 
may modify current views on the genesis of biliars- 
pain and permit consideration of common bile duct 
colic as an entity similar in nature to ureteral and 
intestinal colic. 


BIOCHEMISTRY 

Serum Phospholipids:' Genetic and Environmental 
Influences. L. E. Schaefer, D. Adlersherg and A. G. 
Steinberg. Circulation 18:341-347 (Sept.) 1958 [New 
York]. 

The authors determined the phospholipid levels 
in the serums of 1,067 normal persons, 516 male and 
551 female, betsveen the ages of 2 and 77 years, 
who were part of a total sample of 1,236 persons, 
representing a healthy and unselected group of 
New Y’ork City employees and members of their 
families, living on Staten Island. Of the 1,067 per¬ 
sons, 580 belonged to 156 families, consisting of 
156 fathers, 156 mothers, and 268 children of these 
parents. Results showed that serum phospholipid 
levels increased with age but in a different way 
for the 2 sexes. In the males, the levels remained 
practically constant until the age of 20 )'ears, then 
they rose sharply to the age of 32, after which they 
remained constant until the age of 60. In the fe¬ 
males, the levels remained constant until the age 
of 32 y’^ears, and then they rose gradually until the 
age of 60. These age-sex changes in serum phos¬ 
pholipid levels were similar to those obsers'ed for 
serum cholesterol levels, but they were of lesser 
magnitude. 

Correlation coefficients in the members of the 
156 families indicated the e.xistence of a genetic 
factor determining serum phospholipid levels in 
healthy' persons; negative mother-father and posi¬ 
tive parent-child and sibling-sibling correlations 
were revealed. These observations suggest that 
common environment in a family' does not result 
in common serum phospholipid levels unless bloou 
relationsliip e.xists, and that diet cannot be the only 
factor in determining serum phospholipid levels o 
healthy persons. Beeause of the age-sex variations 
of serum phospholipid levels and serum choles¬ 
terol levels, no single arbitrary line can be drawn 
between normal and abnormally elevated levels o 
these 2 serum lipid fractions. The levels are dis¬ 
tributed as continuous variables. The upper o-' 
levels of each age and sex group may' be utilized to 
characterize hyperphosphohpidemia and hyper 
cholesterolemia respectively. 
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Essentials of Pcdinfrics. By Philip C. Jeans, A.B., M.D., 
F. Howell Wright, B.S., M.D., Professor of Pediatrics, Uni¬ 
versity of Chicago, Chicago, and Florence G. Blake, B.N., 
M.A., Associate Professor of Nursing Education (Nursing 
Care of Children), University of Chicago. Sucth edition. 
Cloth. $6. Pp. 714, with 115 illustrations. J. B. Lippincott 
Company, East Washington Sq., Philadelphia 5; 4865 Wes¬ 
tern Ave., Montreal 6, C.inada; Pitman Medical Publishing 
Company, Ltd., 45 New O.vford St., London, W. C. 1, Eng- 
1,-md, 1958. 

Recent advances in pediatrics necessitate fre¬ 
quent revdsion of texts designed for teaching. This 
volume should be especially helpful for the student 
and graduate nurse as a textbook since it conveys 
information concerning basic principles and places 
proper emphasis on changing trends. Both normal 
and abnormal factors in physical and emotional 
growth and development are considered. The role 
of the nurse is a complex involving human rela¬ 
tionships and adjustments in addition to com¬ 
petence and skill in the practice of her profession. 
A special feature of this new edition is the inclu¬ 
sion of a section at the end of each chapter en¬ 
titled, “Situations for Further Study,” and a bibliog¬ 
raphy. This enables the serious student to apply 
in practical fashion some of the knowledge ob¬ 
tained in die preceding chapter. The order of pres¬ 
entation of the material illustrates many facets of 
the problems of pediatric nursing. An essential 
foundation for the management of disease involves 
proper nursing care and a knowledge of the normal. 
Reorganization has improved the effectiveness of 
the book as a text. 

Thorough coverage of the subject has been ac¬ 
complished within the limitations of a single vol¬ 
ume. Unit 1 covers expected growth and develop¬ 
ment including requirements for optional nutrition; 
unit 2 considers the lands, incidence, and severity 
of diseases among children, and preventive meas- 
mes; unit 3 treats the rudiments of nursing care, 
both physical and psychological; unit 4 discusses 
in detail diseases and special problems relating to 
the nursing care of the infant; and unit 5 discusses 
diseases characteristic of the older child, and in¬ 
cludes such diversified subjects as allergy, bums, 
obesity, and the collagen diseases. Tire revised 
edition includes important advances in knowledge. 
Illustrations are informative, and an index is pro¬ 
vided. This text should serve as a practical aid for 
more complete understanding of the child in health 
and disease. 

These book reviews have been prepared by competent autlioriUes 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Bndiation Protection. By Carl B. Braestrup, Director, 
Physics Laboratory, Francis Delafield Hospital, New York, 
and Harold O. Wyckoff, Chief, Radiation Physics Laboratory, 
National Bureau of Standards, Washington, D. C. Cloth. 
$10.50. Pp. 361, with illustrations. Charles C Thomas, Pub¬ 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blaclavell 
Scientific Publications, Ltd., 24-25 Broad St., Oxford, Eng¬ 
land; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 

This clear and readable textbook provides a 
compilation of information covering the practical 
aspects of protection from x-rays, gamma rays, and 
particulate ionizing radiation. In addition to giving 
the background underlying the practice of radia¬ 
tion protection, it provides the tables, graphs, and 
formulas essential for determining proper protec¬ 
tive barriers, particularly when used in conjunc¬ 
tion with the various handbooks of the National 
Committee on Radiation Protection. Both Braestrup 
and Wyckoff are experienced workers in the field,^ 
and many useful practical points are included. In 
view of the current interest in the measurement of 
beta rays, rather more emphasis might have been 
laid on beta ray instrumentation. The chapter on 
biological effects of radiation by Evans and Lough 
is factual but overly condensed. Specific biblio¬ 
graphic references for the several sections of the 
chapter would have been much more helpful than 
a general bibliography for the chapter as a whole. 
Thus, the reader interested in learning more about 
specific ionization or linear energy transfer has been 
provided no guidance as to where to turn for added 
information. In reading a small volume one can 
always be critical of the bibliographic references 
chosen, but tliis is perhaps not fair. While it may 
be unfair to criticize the particular choice of biblio¬ 
graphic references, there are a few particularly 
valuable references that have been omitted such as 
Trout and Gager, Speare, or Richards. The method 
for determining radium leakage on page 301 is out¬ 
moded. The electroplating technique is probably 
1,000 times more sensitive and is the method gen¬ 
erally preferred by insurance companies. 

Fit to Teach: Yearbook on Teacher Health. [Fred V. Hein, 
editor.] Cloth. $3.50. Pp. 249, witli illustrations. American 
Association for Health, Physical Education, and Recreation, 
a department of National Education Association, 1201 Si.\- 
teentli St., N. W., Washington 6, D. C., 1957. 

Twenty years have elasped since the first edition 
of this book appeared. This new edition has been 
completely rewritten jointly by a group of ex^perts 
in health education and altirough the emphasis 
throughout is on physical and mental health in 
teachers, most of what is said is applicable to fitness 
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in general. The book was written as a practical 
guide for teachers, school administrators, and all 
others concerned with the health of teachers. 
Although the mental, emotional, social, and physical 
aspects of the subject are sometimes discussed 
separately, their interrelationship is constantly 
stressed. Each chapter has a bibliography and those 
chapters that readily lend themselves to summary 
have one. The major subjects discussed include (1) 
the task of the teacher, (2) resources for health 
protection and promotion, (3) health problems, 
(4) the teacher’s health and the pupil, (5) school 
organization and teacher health, (6) administrative 
responsibilities for teacher health, (7) personal 
responsibility for physical and mental health, (8) 
the community’s responsibility for teacher health, 
(9) health problems of advancing years, (10) 
health education for teachers, and (11) teacher 
health and professional relations. There is no index'. 

Diseases of the Liver and Biliary System. By Sheila Sher¬ 
lock, M.D., F.R.C.P., M.R.C.P., Physician and Lecturer, De¬ 
partment of Medicine, Postgraduate Medical School, Uni¬ 
versity of London, London. Second edition. Cloth. $11.50. 
Pp. 719, with 213 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., O-sford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 

This edition of a well-known book brings the ma¬ 
terial up to date. The general format has remained 
unaltered, but important additions have been made 
in the sections on bile pigment metabolism, drug- 
induced jaundice, and hepatic coma. The section on 
jaundice in infancy has been expanded to include a 
general discussion of hepatic disease in childhood. 
Much other new material has been added, includ¬ 
ing electron microscopy of the liver cell, serum 
transaminases, circulatory phenomena in liver fail¬ 
ure, penicillamine in dermatitis exfoliativa, and 
epidemiology in primary hepatic cancer. More than 
500 new references and 37 new figures have been 
added. This book continues to be one of the best 
general treatises on liver disease. The style is clear 
and concise and the material is presented in such 
a way as to be useful to the practitioner as well as 
to the specialist in the field. It is highly recom¬ 
mended. 

Etiology and Treatment of Leukemia; Proceedings of the 
First Louisiana Cancer Conference. Edited by Walter J. Bur¬ 
dette, Ph.D., M.D., F.A.C.S., Professor and Head of Depart¬ 
ment of Surgery and Director of Laboratory of Clinical Bi¬ 
ology, University of Utah College of Medicine, Salt Lake 
City. Sponsored by Louisiana Division, American Cancer 
Society, Inc., Louisiana State University School of Medicine, 
and Tulane University School of Medicine. Cloth. $4 Pp. 
167, witlr illustrations. C. V. Mosby Company, 3207 Wash¬ 
ington Blvd., St. Louis 3, 1958. 

These papers deal with the cause, diagnosis, and 
treatment of leukemia. For the most part the pres¬ 
entation is by well-known authorities. Highlights 
of the book are the informal discussions following 
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each paper which often clarify obscure points, but 
even more often point out glaring gaps in' our 
knowledge of fundamental aspects of the disease 
its biologic behavior, and unpredictable responsive 
ness. A beautiful summary paper is presented bv 
the editor. There is an excellent bibliography. Tbe 
book is well indexed both as to subject matter and 
as to authors. The typography is beautiful. Unfortu¬ 
nately this book will be of prime interest only tt 
workers in a limited field, but members of most dis 
ciplines in medicine could profit by reading it. 

Electrocardiogram Clinics. By Joseph E. F. Riseman, M.D 
Assistant Clinical Professor of Medicine, Harvard Medic: 
School, Boston, and Elliot L. Sagall, M.D., Instructor i 
Medicine, Harvard Medical School. Cloth. $10.50. Pp. S 
with illustrations. The Macmillan Company, 60 Fifth Ave 
New York 11, 1958. 

This volume presents an original concept in tbe 
study of cardiovascular disease. For example, a 
series of electrocardiograms is reproduced and each 
case is discussed briefly. The net result is fortunate, 
as it has been possible to limit the presentations to 
items of importance in reaching an accurate diag¬ 
nosis, thus materially increasing the utility of tlie 
text. In tables 1 and 2 the normal variations of fbe 
ST segments and T waves are set forth for the three 
standard leads as well as for leads aVR, a\T, aVF, 
and Vo. In that table the ST displacements are pre¬ 
sented for all of the commonly recorded leads. This 
is the general procedure throughout the book. The 
book is an addition of some value to the growing 
literature of cardiovascular disease and its precise 
recognition. It can be recommended to those inter¬ 
ested in the correct diagnosis of cardiovascular dis¬ 
ease or suspected cardiovascular disease. 

Human Parturition: Normal and Abnormal Labor. By Nor¬ 
man F. Miller, B.S., M.D., F.A.C.S., Professor of Obstetno 
and Gynecology, University of Michigan Medical School, 
Ann Arbor, T. N. Evans, A.B., M.D., F.A.C.S., Associate 
Professor of Obstetrics and Gynecology, University of Midi- 
gan Medical School, and R. L. Haas, A.B., M.D., F.A.GN 
Gloth. $7.50. Pp. 248, witlr 67 illustraUons: Williams & 
kins Gompany, Mount Royal and Guilford Aves., Baltiaioie 
2, 1958. 

This book is an excellent contribution to one 
area of obstetrics, namely, labor. It deals "nth 
normal and abnormal labor in a concise, clear, an 
interesting manner. Much time, effort, and researc 
went into the preparation of this volume. Many o 
its contents are in outline form, easy to understan 
and to follow, with frequent and excellent 
tions, many of them pen and ink drawings whic 
are unusually attractive. Basic factors and mec a 
nisms involved in human parturition are clear) 
delineated. This is followed by a description an 
visual portrayal of abnormal labor and a discussion 
of complications. This holds the readers interes 
throughout. This book should be of great value o 
the student, general practitioner, and specialist 
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TREATMENT OF METASTATIC 
THYROID CARCINOMA 

To THE Editoe:—A 33-tjcar-old woman had a thy¬ 
roidectomy in 1949 for a papillary thyroid carci¬ 
noma. A few months ago, she developed an upper 
respiratory infection followed by a pneumonitis 
on the right side. X-ray of the chest revealed a 
well-defined, round, soft density about the size 
of a quarter in the right lower lobe. The lesion 
suggested a metastatic nodule. A roentgenogram 
tahen six months earlier had revealed no pathol¬ 
ogy. A right lower lobectomy was performed, 
and histological diagnosis was papillary thyroid 
carcinoma, metastatic. This patient made an un¬ 
eventful recovery and is now clinically asympto¬ 
matic. A recent chest roentgenogram revealed 
two small-sized nodules on the left side. Radio¬ 
active iodine uptake was zero. What management 
shoidd be considered at this time? Is chemo¬ 
therapy indicated? What is the prognosis? 

M.D., Connecticut. 

Answer.— The zero uptake of radioactive iodine 
(I”') in the neck by tlds patient suggests that the 
original operation was a total thyroidectomy. It is 
not stated whether tlie patient is currently on thy¬ 
roid therapy. Such treatment could cause a low 
neck uptake despite persistence of thyroid tissue. 
Assuming the former possibility to be correct, how¬ 
ever, and that she is not receiving thyroid, the first 
step in the management of this particular patient is 
to administer a large test dose of I‘“‘ (1 fic) for 
measurement of retention of at 24 hours and for 
scanning over the chest nodules and general body. 
Although the tumor is papillary, and hence would 
be expected to have no uptake, frequently there 
are follicular components in the m'etastases and 
these may be functional. Also, a complete skeletal 
roentgenographic survey for metastases is indicated. 
Retention of more than 40% of the test dose of I‘®' 
in this particular patient would make possible ther¬ 
apy with r®*; less would exclude this. However, it 
is more likely that therapy TviU not be possible 
in view of the histology of the original tumor and 
its right lung metastasis. This leaves two other 
methods of approach: thyroid or triiodothyronine 
in large doses and x-radiation to the left hemithorax. 
It can be said immediately that no recommendation 
TviU be acceptable to all physicians in the field. This 

The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organuation unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


consultant would first favor thyroid or triiodothy¬ 
ronine for as long as the lesions improve or remain 
static. 1*“' therapy, if feasible, would be used ne.xt 
and, finally, x-ray therapy. Radiation injury to the 
lungs is to be avoided in either of these latter in¬ 
stances. The combination of thyroid and x-ray ther¬ 
apy might provide a more intensive approach, but 
any result would be difiBcult to interpret. Methyl- 
testosterone tlierapy is useless, and other chemo¬ 
therapeutic agents have not been adequately tried. 
The prognosis would be four to five years as an 
average but could be considerably longer. 

VITAMIN D AND SUNBATHING 
To THE Editor:—T o what extent does suntanning 
sustained during one season of the year increase 
calcium absorption? Can this absorption be 
equated with vitamin D given orally? Can vita¬ 
min D intoxication result from sustained exposure 
to the sun, as beach bathers are in the habit of 
doing? Is kidney stone formation a special lia¬ 
bility for those addicted to sunbathing? 

Richard B. Gross, M.D., Bronx, N. Y. 

Answer.— There is no way at present of accu¬ 
rately measuring the amount of vitamin D formed in 
the human body by the action of the ultra\aolet 
rays of the sun on the dehydrocholesterol present 
in the skin. Whether the vitamin D obtained from 
the sun would increase calcium absorption would 
depend on the amount of calcium in the diet. When 
adults are receiving only small amounts of calcium, 
ingestion of vitamin D neither increases the utiliza¬ 
tion of the calcium that is ingested nor decreases 
tlie requirement for calcium. While vitamin D is 
important in the metabolism of both calcium and 
phosphorus, this consultant is not familiar with any 
studies giving quantitative figures for this relation¬ 
ship. The need for vitamin D is greatest during 
periods of rapid growth. The need for supplemental 
vitamin D by vigorous adults leading a normal life 
appears to be minimal. According to the Food and 
Nutrition Board of the National Research Council 
(Recommended Dietary Allowances, Publication 
589, 1958), “Evidence is good that vitamin D is 
needed throughout the growth period, but the 
actual requirement has not been determined ac¬ 
curately. It is known, however, that 400 units daily 
is ample for good calcium retention in children.” 
H 3 q)ervitaminosis D results only from a prolonged, 
greatly excessive intake of the vitamin, and it is ex¬ 
tremely imlikely that mere ex-posure to sunlight, 
even to the extent practiced by “sunbathers,” would 
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result in anything approaching toxic levels of vita¬ 
min D. It has been shown that 100,000 internation¬ 
al units per day in adults will result in toxic symp¬ 
toms. The amount manufactured by sunlight on the 
skin certainly does not approach this level. This 
consultant is unaware of any evidence correlating 
sunbatliing with the formation of kidney stones. 
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TREATMENT OF INSECT STINGS 

To THE Editor:— PZease discuss treatment of insect 

bites and stings in general, with speeial reference 

to bites of honey bees and red ants. 

J. M. Hesser, Benson, Artz. 

ANStVER.—In general, the reactions to insect bites 
can be treated prophylactically with repellents and 
symptomatically \vith common local antipruritic 
agents. Orally given antihistamines will add some¬ 
what to the comfort. The reaction usually is self- 
limiting. Capturing and identifying the offending 
insect will assist vector control agents to institute 
effective measures. A few insects, especially ticks 
and larval forms of mites and flies, are buried in 
part or entirely beneath the skin surface. In a num¬ 
ber of such instances, excision is necessar}'. Sec¬ 
ondary infection may vary from a slight pustule to 
a large abscess, and treatment is dietated by the 
character of the lesion. In circumstances of repeated 
bites and secondary pustulation, as often occurs 
with flea bites, treatment with staphylococcus vac¬ 
cine may reduce the unsightly residual discoloration 
from such infected lesions. Allergic reaction to bites, 
especially of the mosquito, deer fly, black fly, and 
flea, is treated with frequent success by “desensi¬ 
tization” injections of an extract made from the 
offending insect. The questioner is referred to an 
e.xcellent article on this subject by Allington and 
Allington (J. A. M. A. 155:240-247 [May 15] 1954). 

With specific reference to the order Hymenoptera, 
and especially to tlie honey bee and red ant, the 
most dramatic effect is the anaphylactic reaction 
which is responsible for more deaths in a year than 
from the bite of poisonous snakes. The literature 
is replete witli reports of these dramatic allergic 
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incidences and descriptions of treatment will 
symptomatic and specific measures. Morhousi 
(J. A. M. A. 141:193 [Sept. 17] 1949) reports or 
ant bites. Prince and Secrest (/. Allergy 10:379 
1939) discuss allergic reactions to various member 
of this order. Treatment of the ordinal}' local dis 
comfort of stings from the honey bee and the rei 
ant has encompassed a vast number of home reme 
dies and pharmaceuticals. Since the venom of re 
ant is presumed to contain an appreciable amour 
of formic acid and since the stinging apparatus o 
the honey bee contains both acid and alkalin 
venom sacs, cold packs containing baking soda 
would provide the preferable home remedy. Cr)'o- 
therapy (application of cold in the form of ice cubes 
or ice bag) will provide the most comfort. Since the 
venom sac of the honey bee is left in the victim to 
continue its pumping action, this should be re¬ 
moved—not by grasping ^vith tweezers to promote 
the injection of more venom but, preferably, by 
scraping off witli a pen knife or with tlie fingernail. 
Local applications of antipruritic ointments and 
orally given antihistamines may give relief from 
persistent discomfort. 


SMOKING AND HEADACHES 
To THE Editor:—A 55-year-old man has had chron¬ 
ic, daily headaches for approximately 10 years. 
The headaches are classified as the atypical vas¬ 
cular tension type. Ordinary drug therapy has 
been of no avail. The results of extensive investi¬ 
gations, including skull roentgenograms, elec¬ 
troencephalograms, cervical spine x-rays, and 
numerous blood studies, have been entirely tvilh- 
in normal limits. His general physical condition 
and health status is otherwise unimpaired except 
for the presence of mild emphysema. He smokes 
habitually and excessively, averaging three to four 
packs of cigarettes per day, and has smoked tins 
much for the past 35 years. Is it possible that 
nicotine in such an excessive amount could he 
the etiological factor in this patient’s cephalgia. 

Alexander Wallace III, M.D., Los Angeles. 


Ans'W'er.— It is difficult to state whether the ex¬ 
cessive use of tobacco is the cause of this patients 
headache or not. Excessive use of tobacco has been 
known to induce headache, insomnia, vertigo, ano 
a variet)' of other symptoms. Tobacco amblyopia is 
observed occasionally. An individual absorbs about 
2.5 to 3.5 mg. of nicotine from smoking a cigarette, 
and tlie effects are comparable to those noted after 
the intravenous injection of 1 mg. of nicotine. There 
are many agents in tobacco smoke, but the reactions 
to smoking can be attributed almost entirely to the 
nicotine content of the tobacco. The nicotine con¬ 
tent amounts to about 2% in the average cigarette 
and to about 1% in so-called denicotinized prepara¬ 
tions. Nicotine is a peripheral vasoconstrictmg 
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agent. Prompt cutaneous vasoconstriction, as well 
as constriction of the retinal arterioles, can be dem- 
' onstiated in smokers as well as in nonsmokers. 
Nicotine has no therapeutie value. It would be in¬ 
teresting to observe the patient’s reactions if he 
stopped smoking e\'en for only a few days. This 
patient probably has a so-called tension headache, 
and excessive smoking, like the headache itself, 
may be an expression of an anxiety state. 

INDURATION OF CORPORA CAVERNOSA 
To THE Enn'cn:—PZcflsc give information regarding 

the most efficacious treatment of induration of 

the corpora cavernosa (Peyronie’s disease). 

M. D., Louisiana. 

Ansxver.— The treatment of induration of the cor¬ 
pora cavernosa has not been satisfactory in spite of 
the many therapeutic suggestions made in recent 
5 'ears. There is a long list of methods which might 
be tried, some of which have been reported to bring 
relief, but none has proved to be uniformly suc¬ 
cessful. In general, the reports have been more fav¬ 
orable in the early stages of the disease. When the 
tissue changes have gone on to extensive fibrous 
scar tissue with destruction of the erectile tissue or 
witli bone formation, therapeutic measures have 
been less satisfactory. In recent years, injection of 
hydrocortisone into the fibrous plaques has been 
recommended even though the technical procedures 
employed have not always been satisfactory'. Appli¬ 
cation of radium or x-ray therapy has proved bene¬ 
ficial in some cases, particularly in relieving any 
painful symiptoms which may be present. In ad¬ 
vanced cases, surgery' has been advocated by Lows- 
ley, who reported a number of permanent cures. 
Many of his American colleagues, however, failed 
to corroborate his claims. Fogh-Andersen (Acta 
chir. scandinav. 113:45, 1957) recently reported e.x- 
cellent results in a series of patients operated on by 
surgical removal of the fibrous areas according to 
Lowsley'’s techniques. It should be remembered, 
however, that in many cases the symptoms present 
will gradually become ameliorated spontaneously. 

Answer.— Induration of the corpora cavernosa 
has been called, besides Peyronie’s disease, fibrosis 
of the corpora cavernosa, fibrosclerosis of Buck’s 
fascia, and chronic chordee. It is due to a fibrous 
infiltration of the wall of Buck’s fascia which, of 
course, lines the venous spaces and constitutes the 
bodies called the corpora cavernosa. The effect of 
this disease is to cause a crooking of the penis when 
there is an erection by preventing the normal dis¬ 
tention of the corpora cavernosa. Many things have 
been incriminated as being etiological factors in the 
development of this disease; however, none of them 
has been verified. The cause of the disease is not 
known. It is not due to syphilis, diabetes, arterio¬ 
sclerosis, or any other individual lesion; neither is 


it associated with a gouty diatliesis. The only pos¬ 
sible factor connected with induration of tire corpora 
cavernosa has been the occasional coexistence of 
Dupuytren’s contracture of the hand. Since tire lat¬ 
ter condition has responded by' softening with 
large doses of vitamin E, this has been an accepted 
treatment of induration of the corpora cavernosa 
for the past 10 or 15 years. It is true that occasion¬ 
ally' the fibrosis or cavemositis, as it is sometimes 
called, will soften up and respond to the ingestion 
of vitamin E over a period of several montlrs. This 
is usually' given in the form of tocopherol acetate, 
100 mg. three times a day. X-ray', radium, and other 
types of iiTadiation therapy have been used and 
have been reported as being somewhat helpful in a 
limited number of instances. The infusion of heat 
by use of diathermy electrodes has been tried, and 
the fibrosis has been softened in a few instances. 
More recently, with the introduction of such sub¬ 
stances as hyaluronidase, hydrocortisone, and chy- 
motrypsin, attempts have been made to inject the 
fibrosed area directly. Much has been claimed for 
some individual patients for this ty'pe of tlierapy. 
However, this consultant has given every' one of 
these methods an honest opportunity', and in prac¬ 
tically no instance has there been any improvement 
in the condition. Some patients have had less pain, 
where pain was a feature, and tliis is not usually 
the case. At the present time, it might be said that 
there is no efficacious treatment of this disease. Oc¬ 
casionally, the disease disappears or partially dis¬ 
appears spontaneously without any treatment what¬ 
soever. There are some instances where history' of 
injury to the corpora cavernosa can be elicited prior 
to tile development of the induration. In these pa¬ 
tients, the prognosis is usually better than in those in 
whom it develops insidiously without any history' of 
trauma. Apparently', there is a resorption of the 
fibrotic process in the cases that follow a hemor¬ 
rhage or fibrous replacement of the hemorrhagic 
area. 

PREGNANCY AFTER MASTECTOMY 
To THE Editor:— A 40-year-old woman had a rad¬ 
ical mastectomy two years ago. She wants to have 
children; ivhat advice shoidd be given? Has a 
mother in a similar case successfully borne a baby? 

iil.D., Minnesota. 

Answer.— The problem posed by pregnancy after 
mastectomy is not so much a question of the ability 
to carry' the pregnancy to a successful termination 
as it is a question of unfavorable effects on the ulti¬ 
mate prognosis of the mother. It is difficult to find 
data on such cases. A colleague has reported on a 
45-y'ear-old patient who was delivered of a normal 
baby three years after a radical mastectomy for 
mammary carcinoma with metastases. Five years 
after the birth of her child the mother was without 
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evidence of disease. The poor prognosis of mam¬ 
mary carcinoma developing during pregnancy is 
recognized and is considered to be related to the 
outpouring of estrogen occurring at this time 
(Haagensen, Diseases of the Breast, Philadelphia, 
W. B. Saunders Company, 1956). However, it is 
now established that approximately 40-45% of pa¬ 
tients with metastatic mammary carcinoma respond 
favorably for a limited period of time to female 
hormone therapy. There is no way of determining 
whether the primary breast tumor was the type 
which might be aggravated or the type which could 
be controlled by estrogen in a patient who has no 
evidence of tumor at this time. One might assume 
that the patient in question has, at the most, a 55% 
chance of worsening her disease and a possible 
chance of improving it by pregnancy. A further 
practical consideration, however, is the over-all 
prognosis for all mammary cancer patients of only 
a 33% five-year survival rate (Organized Clinical 
Investigation of Cancer, 10th Report, 1936-1953, 
University of Michigan). In view of these statistics 
one might not want to start a family. 

NEPHROTIC SYNDROME 
To THE Editor:— Three months ago, a man, aged 38, 
noticed swelling of the ankles (edema) extending 
to the legs. Findings on examination were nor¬ 
mal, except for a large amount of albumin in the 
urine. The edema varies from time to time—some¬ 
times more, sometimes less—but the albumin in 
the urine persists. Tests and results are as follows: 
total protein level, 4.4 Gm.%; albumin level, 
2.6 Gm.%; globulin level, 1.8 Gm.%; albumin- 
globulin ratio, 1.5; prothrombin time, 13 seconds; 
prothrombin activity, 100%; Fishberg concentra¬ 
tion test: first specimen, specific gravity 1.005, 
second, 1.011, and third, 1.010 (normal, at least 
one specimen with specific gravity of 1.025 or 
more); blood urea nitrogen level, 16 mg.%; and 
phenolsulfonphthalein excretion: first specimen 
(65 cc.), 45%, second (50 cc.), 25%, third (95 cc.), 
7%, and fourth (40 cc.), 5%, with total dye ex¬ 
creted, 82% (normal, more than 60%). How should 
this case be managed? 

Michael Austin, M.D., Reading, Pa. 

Answer.— The patient with edema, heavy pro¬ 
teinuria, hypoproteinemia, and normal renal func¬ 
tion, as tested with phenolsulfonphthalein, is 
evidently sufi^ering from a neplirotic syndrome. This 
diagnosis would be even more probable if hyper¬ 
cholesteremia were present. Nephi'Otic syndrome 
is usually due to chronic glomerulonephritis. More 
and more evidence is accumulated that nephrotic 
s>'ndrome caused by chronic nephritis may develop 
after a severe attack of allergy due, for instance, to 
poison ivy, poison oak, or insect bites. In all cases 
of nephrotic syndrome, the possibility of amyloid 
of tlie kidney, liver puncture, systemic lupus ery¬ 
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thematosus (search for L. E. cells), or sj-philis 
must be investigated. In nephrotic syndrome due lo 
glomerulonephritis or to systemic lupus er)'tliem- 
atosus, corticosteroids may have a favorable in¬ 
fluence. Patients with chronic glomemlonephiitis 
often improve by a long sojourn in the desert di¬ 
mate. 

TESTICULAR PAIN 

To THE Editor:—A 42-year-old man gives a histonj 
of having a crushing injury to both testes 15 years 
ago. He states that intercourse proceeds normally 
until just before ejaculation and that he then has 
sharp pain in both testes and loses erection with¬ 
out ejaculation. He also states that after inter¬ 
course both testes are painftd for a period of fice 
days. The patient wishes information as to 
whether removal of both testes would allow him 
to have intercourse without pain. Would testos¬ 
terone prevent him from developing a feminine 
appearance? 

Howard V. Weems, M.D., Sehring, Fla. 

Answer.— Unfortunately, no mention is made ot 
the extent of tlie injury to the testes. Presumably 
the testicular tissue is preserved, and, even though 
spermatogenesis may be depressed, hormone secre¬ 
tion is proceeding at a normal rate. In that event, it 
is most likely that the patient’s present difBculties 
have no relation to the injury. Partial or complete 
loss of potency is not unusual at tliis age, being 
generally attributed to psychogenic disturbances 
rather than to hormone deficiency. The pain may 
be psychogenic also or may result from epididyunal 
distention which accompanies sexual excitement 
without ejaculation. Castration seems to be too 
drastic, even if it ultimately solves the patients 
problem. If operation is contemplated, bilateral 
epididymectomy should suffice insofar as the pain 
is concerned. The administration of testosterone 
after castration will prevent development of a femi¬ 
nine appearance. However, the need for continued 
administration of the drug, which is at best a poor 
substitute, leads diis consultant to the conclusion 
that the remarkable organs which nature has pro¬ 
vided should remain undisturbed. 

PITYRIASIS VERSICOLOR 

To the Editor:—a skin biopsy of a 25 -ijear-old 
man revealed pityriasis versicolor. These lesiotrs 
have been present for 10 years and are slowly 
covering more area. At present they cover half 
of the trunk and arms. What is the treatment for 
this condition? M.D., Texas. 

Answer.— To perform a biopsy in order to estab 
lish a diagnosis of pityriasis versicolor is to 
things the hard way. The disease responds to trea 
ment with most any fungicidal preparation, such as 

dilute Whitfield’s ointment or mild concentrations 
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of salicylic acid and sulphur preciiDitate in combina¬ 
tion. Sponging the affected areas with 10% aqueous 
; solution of sodium hypochlorite is eflfeetive, as is 
washing wth selenium sulfide shampoo. With all 
! metliods, however, the condition is apt to recur. 

HARELIP AND CLEFT PALATE 
To THE Eniron:—A patient toith cleft palate and 
harelip, whose father also had harelip, is noio 
married and toants to know what will help avoid 
this defect in his children. In a medical period¬ 
ical it was stated that these conditions are due to 
a lack of certain vitamins. If this is true, what 
vitamins should be used? 

Irving S. Weinstein, M.D., New Rochelle, N. Y. 

ANs^VER.—There has been in Hie past some dis¬ 
cussion about the relationship of vitamin deficiency 
to cleft palate and cleft lip. However, tliis has only 
been a tlieory which was talked about but quickly 
exploded. From present knowledge, thei-e is abso¬ 
lutely no relationship between cleft palate and cleft 
lip and idtamin deficiency. The mere fact that a 
parent or a relative of a parent has or has had a 
cleft palate or cleft lip does not mean that the off¬ 
spring will also be so afflicted. In the experience of 
the writer, approximately 65% of all persons with 
cleft palate and cleft lips do not have a history of a 
similar deformity in the family. However, one must 
consider tliat the offspring of a parent with a cleft 
palate or a cleft lip will have a larger chance of 
being born with such a deformity. There is no way 
known today to positively prevent children from 
being born with this deformity. The only thing that 
can safely be said is that under proper care, during 
the first trimester particularly, the possibilities of a 
normal birtli are increased. There is no way to prog¬ 
nosticate the probability of a cleft palate or cleft 
lip. This consultant has seen normal children born 
to parents with cleft palate and/or cleft lip and vice 
versa. The real cause is not known at the present 
time. 

VITILIGO 

To THE Editor:—W/ iflt is the possibility that a prod¬ 
uct with the following ingredients may cause 
vitiligo? It contains less than 4% each of isopro¬ 
pyl alcohol, alkyl aryl sodium sulfonate, sodium 
metasilicate, and sodium orthosilicate and less 
than 1% each of sodium tripolyphosphate, alkyl- 
phenyl of polyethylene glycol, and coloring. The 
product is 90% water. 

Norman W. Erickson, M.D., Beaver Dam. Wis. 

Answer.— There is a noticeable percentage of in¬ 
dividuals who possess the somewhat embarrassing 
characteristic of losing the skin pigment in areas 
which have been the seat of an inflammatorj' proc¬ 
ess. The degree of hypersensitivity is variable. Alkyl 
aryl sodium sulfonate is a member of the anionic 


surfactants, which are highly defatting to die skin 
and, thus, are potentially irritants. Sodium meta- 
silicate and orthosilicate are strongly alkaline and, 
as such, may be irritating. In the presence of acid 
there may be formed silicic acid. Alkylphenyl of 
polyethelene glycol is a nonionic surfactant and is 
usually harmless to the skin. The method of approach 
in this matter would be to secure portions of solu¬ 
tions with the above-mentioned percentage and do 
patch tests. These should be repeated on the same 
areas if results are doubtful. As some of these agents 
are capable of producing a dermatitis, and inflam¬ 
matory conditions produce loss of pigment at the 
point of contact in some individuals, the product 
may cause vitiligo. 

SPINAL FORM OF HEREDITARY SCLEROSIS 
To THE Editor;—H as corticosteroid or ACTH ther¬ 
apy been used in the treatment of the spinal form 
of hereditary sclerosis (Friedrich’s ataxia}? This 
diagnosis was established in a brother and sister, 
10 and 12 years of age, respectively, about one 
year ago. Incoordination and ataxia are progress¬ 
ing rapidly, and the children fall frequently; 
thus, any increased tendency to fracture would 
be a practical consideration. Is any organization 
making study of this condition in the United 
States? M.D., Michigan. 

Answer.—A rapid worsening of disability be¬ 
tween die ages of 10 and 15 years is common in the 
classic type of hereditary sclerosis. No agent has 
yet been found to modify die course of die disease. 
ACTH and corticosteroids have not been tried ex¬ 
tensively, because the pathology of die disease does 
not resemble that of diseases when these substances 
have been effective. In the few cases where ACTH 
or steroids have been tried, there has been no ef¬ 
fect. No organization is known to be studying this 
condition in the United States, but every neurolog¬ 
ical department has studied the pathology of cases 
of this disease and the genetics have been exten¬ 
sively described. The difficulty is the absence of any 
clue as to the underlying defect, which probably 
concerns some aspect of cellular metabolism. 

RECURRENT TONSIL INFECTION 
To THE Editor:— Pfease provide information on the 
medical treatment of recurrent infection of cryp¬ 
tic tonsils. 

P. Pellegrini, M.D., Santa Marinella, Italy. 

Answer.— The cheesy material that can be ex¬ 
pressed from the crypts of the tonsils is made up of 
keratin from desquamated epidielium and is a 
normal condition which does not require treatment. 
In tonsiis wluch have previously been infected, scar 
tissue may have sealed the crypts and small abs¬ 
cesses may occur in them. This condition is not 
known to cause any general or local symptoms of 
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clinical importance. The only symptom that is caused 
by concretions in tonsillar crypts is foul-smelling 
breatli. It has been advised that with pressure on 
the anterior pillar of the tonsil this material can be 
expressed from the crypts. This can be done when¬ 
ever it is thought necessary. 

MALIGNANT WITH BENIGN TUMORS 
To THE Editor:—I s there any significant difference 
in the incidence of malignant tumors in patients 
afflieted with long-standing benign tumors? What 
difference is there in the incidence of malignant 
tumors of the genitalia or other parts of the body 
in women with chronic fibroids and in women 
of the same age group without fibroid or other 
benign tumors? These questions have no refer¬ 
ence to the occurrence of malignant degeneration 
of benign tumors. 

Samuel Dessen, M.D., Chicago. 

Answer.— As far as is known, there is significant 
difference neither in the incidence of malignant 
tumors in patients with benign tumors as compared 
with those svithout benign tumors nor in the fre¬ 
quency of malignant growths for different benign 
neoplasms. Likewise, there is no proof that there 
is an increased frequency of carcinoma in patients 
with leiomyoma, although in the past several gyne¬ 
cologists thought this was so. Intramural and sub- 
serous myomas can have no effect in producing ma¬ 
lignancies of the endometrium, but submucous my¬ 
omas which can produce disturbances in tlie endo¬ 
metrium theoretically may lead to malignancy. 
However, there is no definite evidence of this. 

ANAPHYLAXIS DURING ANESTHESIA 
To THE Editor:—I s it true that a person under gen¬ 
eral anesthesia (for example, plane 1 of stage 3) 
does not suffer an anaphylactic or severe allergic 
reaction if exposed to what, for this person, is 
normally strongly allergenic? Also, would it be 
possible as a general procedure to administer 
tetanus antitoxin (equine or bovine) to a patient 
under general anesthesia with assurance that an 
anaphylactic reaction would not occur? 

Tom Roe, M.D., Savannah, Tenn. 

Answer.— The question is apparently prompted 
by reports of early observations on experimental 
anaphyla.xis that animals in deep anesthesia could 
not be thrown into anaphylactic shock. Theoreti¬ 
cally, it would appear that this should apply to 
humans as well, but unfortunately tliis is not com¬ 
pletely true. At the most, one might obtain a sub¬ 
dued or delayed reaction. This is believed to be 
due to general muscular relaxation rather than 
interference vuth the hypersensitive mechanism. 
There is no assurance tliat equine or bovine tetanus 
antitoxin can be given with impunity to a sensitive 
individual under general anestliesia. 
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DEAFNESS AND TJSE OF EARPLUGS 
To THE Editor:—A patient is gradually going ckcj. 
For a number of years she has used a dictaling 
machine, to which she listens through ear plm. 
Is there any evidence that the long-contmci 
use of ear plugs might lead to deafness? 

Clifford L. Graves, M.D., La Jolla, Calif. 

Answer.— There have never been findings to sup¬ 
port any loss of hearing due to long-continued use 
of ear plugs relating to a dictating machine. There 
may be irritation to the canal from the ear plugs, 
which in some cases leads to external otitis aud 
edema. 

PITYRIASIS ROSEA 

To THE Editor:— Three girls in one family hu 
pityriasis rosea at approximately two-year inter¬ 
vals. What is known of its etiology? 

Robert S. Srigley, M.D., Altus, Okla. 

Answer.— The cause of pitjTiasis rosea is un¬ 
known. Its rapidly developing, widespread, sym- 
metrical lesions and the conferred immunit)' suggest 
an infectious basis. Although no specific agent has 
been demonstrated, a viral origin seems most likely. 

REMINDING PATIENTS TO OBTAIN 
IMMUNIZATIONS 

To the Editor:— PZeese give advice on the type of 
letter that could be sent to patients reminding, 
them to obtain poliomyelitis immunizations. 

Timothy A. Lamphier, M.D., Boston. 

Answer.— Since people often forget to start or 
finish the available preventive inoculation senes, 
sending of reminders by physicians is heartily ap¬ 
proved of. In fact, tlie American Medical Associa¬ 
tion has prepared two cards which physicians ma) 
use to remind patients to start or finish poliomyehln 
series, and these are available free of charge. It a 
physician prefers to send a personal letter to his pa¬ 
tients, he should remind tliem that it is time to get 
a second or tliird injection if they have alrea y 
started the series or urge tliem to begin tlie series 
if they have not done so. Attention might be cal e , 
at present, to the Detroit epidemic, witli the state¬ 
ment that poliomyelitis is still not completely 'dP® 
out and can spring up where people have not o 
tained immunization. The letter should indicate 
only concern with the patient’s health. Also, A ^s 
suggested that the patient be told to go to ® 
doctor of his choice” for the injections rather t an 
specifically to the reminding physician. It may 
desirable to suggest a fourtli immunization dose to 
patients living in an epidemic area or traveling n 
a place where they might need additional protec 
tion. 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


IlcttUh Care of Aged Rctnaiiis Major 
Subject for Discussion . . 

Consultant Group Starts on Problems of 
Medical Education . , 

HETF Drafts Board Program to 
Combat Air Pollution Menace . . 
“Provisional Qualification” 
to Be Offered Foreign M.D.’s . . 


HEALTH CARE OF AGED CONTINUES 
AS MAJOR DISCUSSION SUBJECT 

Secretar>' Flemming’s “listening” conferences with 
leaders of national organizations concerned r\dth 
liealtli, education, and welfare are producing a 
variety of views on a major topic—tire health care 
of tire aged. 

The question arose early in the first of three 
meetings on “healtlr problems and emerging health 
needs.” Surgeon General Leroy Burney conceded 
that tliere are some problems in financing tlie care 
of tire aged but,tliere may be need first for more 
emphasis on facilities, personnel, and administra¬ 
tion. He cited the fact tliat the federal government 
had spent over 1 billion dollars on Hill-Burton 
facilities yet had expended only a little over 1 mil¬ 
lion dollars for research on facilities for various 
groups of patients. 

Spokesmen for tire American Medical Association 
(headed by President Gunnar Gundersen), Blue 
Shield, American Hospital Association, and Asso¬ 
ciation of Metliodist Homes and Hospitals told of 
numerous voluntary efforts and studies designed to 
solve problems of financing oldsters’ medical and 
hospital costs. Ray Amberg, president of the 
A. H. A., told the conference: “We hope to solve 
this problem without federal aid.” He had in mind 
hills for providing free hospital and medical care 
for social security beneficiaries. 

Dr. Ernest B. Howard, assistant executive presi¬ 
dent of the American Medical Association, said it 
would be “disastrous to jump into a full program 
so radical” as the social security proposal. In reply 
to a question, he added that there was a definite 
neeed for government research in this field. 

The need for a higher level of self-care of older 
people was cited by the spokesman for die Method¬ 
ist homes. 


CONSULTANTS STUDYING PROBLEMS 
OF MEDICAL EDUCATION 

A committee of advisers to Surgeon General Bur¬ 
ney is at work attempting to find an answer to the 
question: “How can the nation be supplied widi 
adequate numbers of well-qualified physicians over 
the next decade?” The group’s organization meet- 
‘ ing was held Dec. S in Washington, D. C. 


The new body is the outgrouiih of a plan, 
announced by Dr. Burney in October when he 
addressed the American College of Surgeons in 
Chicago. In announcing appointment of 17 mem¬ 
bers (with four to be named later), Dr. Burney said 
it would not be “just another study” of medical 
manpower, a reference to the many federal investi¬ 
gations and reports on this subject in the last few 
years. He said the consultants themselves would 
determine the scope of their study and methods 
of operation, but he suggested five possible ap¬ 
proaches: 

“Appraise existing data, plans, and proposals 
related to medical schools and the nation’s needs 
for physicians. 

“Identify areas of agreement and areas that re¬ 
quire further study. 

“Recommend general actions which might be 
taken to achieve reasonable and acceptable goals 
in medical manpower over the next 10 to 20 years. 

“Recommend any specific actions which educa¬ 
tional institutions, foundations, industry, local, 
state, and federal governments should take in meet¬ 
ing tliese goals. 

“Recommend the proper role, if any, that the 
Public Healtlr Serr'ice should play and the steps 
which it should take.” 

In his letters of invitation. Dr. Burney empha¬ 
sized that “whether there is an absolute or relative 
shortage of physicians, the need for physicians will 
increase in the immediate future.’*^ He said the 
Public Health Service is concerned, as are the 
medical and allied professions, the leaders in edu¬ 
cation, and the public. He declared that PHS is 
aware of specific need for more physicians by re¬ 
search institutions, hospitals, state and local gov¬ 
ernments, health agencies, and industry. 

Appointment of the committee, following a warm 
reception in the Department of Healtlr, Education, 
and Welfare for tire Bayne-Jones report and talks 
on the subject by the top officials of the depart¬ 
ment, is evidence that the administration next year 
rvill be prepared to push for enactment of some 
federal plan for financial assistance to medical 
schools. 

The Bayne-Jones report proposed a tripling of 
the nation’s spending for medical research in the 
next 12 years, and immediate start on behveen 14 
and 20 new medical schools. 

Chairman of tire. consultants group is Frank 
Bane, former executive secretary cif the Council of 
State Governments. He has been active in public 
affairs for more than 30 years. Tire 17 appointments 
announced are: 

Ward Darley, M.D., Executive Director, Asso¬ 
ciation of American Medical Colleges; Edward L. 
Turner, M.D., Secretary, Council on Medical Edu¬ 
cation and Hospitals, American Medical Associa¬ 
tion; Edwin L. Crosby, M.D., Director, American 
Hospital Association; Miss Marion W. Sheehan, 
(Continued on next page) 
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Associate General Director, National League f® 
Nursing; Harold Hillenbrand, D.D.S., Secxetan- 
American Dental Association; Vernon W. Lipparf' 
M.D., Dean, School of Medicine, Yale Unmrsih-; 
Dr. Harold L. Enarson, Executive Director, WesV- 
em Interstate Commission for Higher Education. 
Boulder, Colo.; John McK. Mitchell, Dean, Scliooi 
of Medicine, University of Pennsylvania; Isidor S. 
Ravdin, M.D., Vice-president, Medical Affairs, Uni¬ 
versity of Pennsylvania; Emor>' W. Morris, D.D.S., 
LL.D., President, W. K. Kellogg Foundation, Bat¬ 
tle Creek, Mich.; Mr. Douglas E. H. Williams, Ex¬ 
ecutive Secretary, Dunbar Communit)’ Association, 
Inc., Ann Arbor, Mich.; Morris Thompson, ScD., 
President, Kirksville College of Osteopathy and 
Surgery', Kirksville, Mo.; Julian P. Price, M.D., 
A. M. A. Trustee, Florence, S. C.; Fred C. Cole, 
Ph.D., Academic Vice-president, Tulane Univer¬ 
sity’; Clayton G. Loosli, M.D., Dean, School ol 
Medicine, University of Southern California, Los 
Angeles; and Charles E. Smith, M.D., Dean, School 
of Public Health, University of California, Berkelev, 
Calif. 


U. S. MAPS CAMPAIGN AGAINST 
AIR POLLUTION 

As a follow-up on the National Conference on Air 
Pollution, the Department of Health, Education, 
and Welfare has announced plans for legislative 
proposals, stepped-up research, and formation.of a 
study group, all aimed at combatting air pollution. 

Secretary Flemming outlined first what he de¬ 
scribed as a constructive step in dealing Mth inter¬ 
state air pollution problems. Congress should give 
consideration to allowing fire federal government 
to hold hearings and make findings and recommen¬ 
dations where interstate problems are involved, he 
said. 

The Robert A. Taft Sanitary Engineering Center 
at Cincinnati is launching a number of rKearch 
studies in the auto exhaust problem. They h'cjode 
(1) construction of two irradiation chambers which 
will study the action of sunlight on automobile 
exhausts as basis for determining health effects ot 
irradiated gases, (2) starting after the first of the 
year animal experiments on the effect of auto ev 
hausts, and (3) studies using precise measurements 
of effects of exlraust on plants and bacteria. 

A third development will be calling together 0 
a group representing industry', state and local go'- 
ernments, universities, and other research groups- 
Tlreir job xvould include working out practica 
methods of carrying out conference proposals m 
medical and engineering research. They also 
be asked to indicate w’hat should be a “fair share 
for federal, state, and local governments and icr 
industry' and other private groups. 


NATION’S MILK SUPPLY CONTINUES 
FREE OF DANGEROUS RADIATION 

Despite continuation of nuclear weapoiH test 
ing, die nation’s milk supply still does not have 
dangerously' high level of radioactivity. . 

This is Ae report from Public Health Serva , 
based on tests made during August at 10 samplu’S 
stations scattered across the country'. , 
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A decline in slrontiuni-90 levels, as compared 
-V; witli July testing, was recorded in milkslieds serv- 
’! ing.Anstin, Cincinnati, Fargo, N. D., New York 
Cit>’, Salt Lake City, and St. Louis, Mo. Slight in- 
cre.ises were reported for milkslieds serving At- 
Innta,-Chicago, and Sacramento, Calif. 

Tests for tour other specific radioactive elements 
in milk-iodine-13L strontium-89, barium-140, and 
cesium-137—showed variations not only among 
V s.nmpling stations but also among samples taken 
from the same stations. However, in no case was a 
• permissible ler’el exceeded. 

Samples are analyzed at the PHS Robert A. Taft 
Sanitar)' Engineering Center at Cincinnati. The 
operation takes more than six weeks. 


QUALIFICATIONS TO BE EASED FOR 
FOREIGN DOCTORS 

After a year’s e.xperiment, the group in charge of 
examining foreign-educated jDhj'sieians for intern¬ 
ships and residency appointments has decided to 
set up a “provisional qualification” for applicants 
who come within five points of the passing grade 
of 75. 

Dr. Dean F. Smiley of Evanston, Ill., executive 
director of the Educational Council for Foreign 
Medical Graduates, made a jirogress report on the 
new program at the clinical session of the District 
of Columbia Medical Society. He presented this 
information: 

In the first tests last spring, 298 applicants w'ere 
exarnined. Of these, 152 (51%) made passing grades 
of 75 or better and another 50 (17%) rated between 
70 and 74. The most recent examinations, in Sep¬ 
tember, found 318 of the 844 applicants passing and 
225 scoring 70 to 74. Next examinations are sched¬ 
uled for February, with 2,300 applications already 
received. 

Under the new procedure, those finishing be¬ 
tween 70 and 74 will he allowed to take internships 
or residencies for two.years. After this period they 
may take the examination again if they wish to 
stay in the United States longer. 

Objective of the testing program. Dr. Smiley 
explained, is to guard against medical imposters, 
cult practitioners, and other untrained or inade¬ 
quately trained foreign medical graduates being 
admitted to American hospitals and American med¬ 
ical practice. 

Dr. Smiley said one of the developments of the 
last year was the effort of a number of foreign 
countries to induce their nationals to return when 
they had finished their internships and residencies, 
rather than take up medical practice in the United 
States. 

, MISCELLANY 

Most recent tabulation by the Housing and Home 
Finance Agency shows a total of almost 2 million 
dollars in loans awarded for projects in the health 
fields. They are 8550,000 for a water distribution 
system in the Good Hope, Calif., area; $277,000 for 
a water system in Wood River Township, Ill.; 
$40,862 to plan a sewage disposal system in Pen 
Argyl, Pa.; $563,000 to help build a student nurse 
dormitory' at Albany Hospital, Albany', N. Y.; and 
$366,000 to help finance a student nurse dormitory 
at children’s Hospital, Columbus, Ohio. 
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MEETINGS 


A>!ERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
Norlli Dearborn St., Chicago 10, Executive Vice President 
1959 Annual Meeting, Atlantic City, June 8-12. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

1960 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Oinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 

1961 Annual Meeting, New York City, June 26-30. 

1961 Clinical Meeting, Denver, Nov, 28-Dec. I. 

AMERICAN 

1959 

January 

American Academy of Orthopaedic Surgeons, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretar>% 

American Coelece of Surgeons, Sectional Meeting, Francis Marion 
Hotel, Charleston, S. C., Jan. 19-21. Dr. Michael L. Mason, 40 E. 
Erie St., Chicago 11, Secretarj*. 

American Protestant Hospitae Association, Jefferson Hotel, St. Louis, 
Jan. 27-30. Mr. Leo M, Lyons, 105 W. Adams St., Chicago, Executive 
Director. 

AstERiCAN Society for Surgery of the Hand, Palmer House, Chicago, 
Jan. 23-24. Dr. George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary*. 

International College of Surgeons, Southeastern Regional Meet¬ 
ing, Miami Beach, Fla., Jan, 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

International Medical Assembly of Southwest Texas, Gunther 
Hotel, San Antonio, Tex., Jan. 26-28. Mr. S. E. Cockrell Jr., 202 
W. French PI., San Antonio, Tex., Executive Secretary. 

National Association of Methodist Hospitals and Homes, Sheralon- 
Jefferson Hotel, St. Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 Rush 
St., Chicago 11, General Secretary. 

Rocky Mountain Traumatic Surgical Association, Aspen, Colo., Jan. 
28-31, Dr. Charles B. Bartell, 1600 Orange Ave., Long Beacli 13, Calif., 
Secretar>'. 

Western Society for Clinical Research, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretar>’, 

February 

American Academy of Allergy, Morrison Hotel, Chicago, Feb. 9-11. 

Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
American Academy of Forensic Sciences, Drake Hotel, Chicago, Feb. 

26-28. Dr. Walter J. R. Camp, 1853 W, Polk St., Chicago 12, Secretary. 
American Academy of Occupational Medicine, Boston, Feb. 11-13. 

Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary’. 

American College of Radiology, Drake Hotel, Chicago, Feb. 6-7. Mr. 

William C. Stronach, 20 N. Wacker Dr,, Chicago 6, Executive Director. 
American College op Surgeons, Sectional Meeting, Shamrock Hilton 
Hotel, Houston, Texas, Feb, 2-4. Dr. J. Griffin Heard, 6410 Fannin St., 
Houston 25, Texas, Chairman. 

American. College of Surgeons, Sectional Meeting, Hotel Vancouver, 
Vancouver, B. C., Feb. 26-28. Dr. Michael L, Mason, 40 E, Erie St., 
Chicago 11, Secretar>*. 

Association of Clinical Scientists, Scientific Session, Mobile, Ala., 
Feb. 27-28. Dr. Earl B. Wert, Mobile Infirmaiy, Mobile, Ala., Chairman. 
California Medical Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretar>’. 

Colorado State Medical Society, Midwinter Clinical Session, Shirley- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremont Place, 
Denver 2, Executive Secretary. 

Congress on Industrial Health, Netberland Hilton Hotel, Cincinnati, 
Feb. 16-18. Dr. B. Dixon Holland, 535 N. Dearborn St„ Chicago 10, 
Secretar>’. 


March 

Alaska Territorial Medical Association, Boranof Hotel, Juneau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 
American Broncho-Esophagological Association, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

American College of Allergists, Fairmont Hotel, San Francisco, Mar. 

15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 
American College of Surgeons, Sectional 'hleeting for Surgeons and 
Nurses, Kiel Auditorium, St. Louis, Mar. 9-12. Dr. Michael L. Mason, 
40 E. Erie St., Chicago 11, Secretary’. 

American Laryngological Association, The Homestead, Hot Springs, . 
Va., Mar. 8-9. Dr. James H. hlax>veU, University Hospital, Ann Arbor, 
Mich., Secrelai>'. 

American I^ryngological, Rhinological & Otological Societi', The 
Homestead, Hot Springs, Va., hlar. 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N, Y'., Secretary. 

American Orthopsychiatric Association, Sheraton-Palace Hotel, San 
Francisco, hf.'ir. 30-Apr. 1. Dr. Morion F. Longer, 1790 Broadway, New 
Y'ork 19, Executive Secrelar>*. 

A^ierican Otological Society, The Homestead, Hot Springs, Va., Mar. 
13-14. Dr. LnuTence R. Boies, University Hospital, Minneapolis 14, 
Secretaij’. 


Michigan Academy of General Practice, PosT-GRAmn r 
Sheraton-Cadillac Hotel, Detroit, Mar.' 4. Dr. F. P. Rhoades 970 
cabees Bldg., Detroit 2, Convention Manager. ' 

National Health Council, Palmer House, Chicago, Mm, iMo u 
Philip E. Ryan, 1790 Broadway, New York 19, Exe’eulive Dbechi* 
National Multiple' Sclerosis Society, New York, Mar. 9 Mr iwj 
Vail, 257 4th Ave., New Y’ork 10, Secretary. ' 

Southeastern Surgical Congress, Deauville Hotel, Miami Bead fi 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E 
3, Ga., Secretary. ’ 

Southwestern SimcicAL Congress, New Brown Palace Hotel Dew 
Mar. 30-Apr. 1. Dr. C. M. OXeary, 1213 Medical Arts Bldg., OUiLci 
City, Okla., Secretary. 


April 

Aero Medical Association, Hotel Staffer, Los Angeles, Apr. 27-29.1 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 
Alabama, Medical Association of the State of, Birmbghaa, Ai 
9-11. Mr. WilHam A. Dozier, 17 Moulton Bldg., Montgomer>’, Executi 
Secretary'. 

American Academy of General Practice, San Fiandsco, Apr. & 
Mr. Mac F. Cabal, Wolker Blvd., at Brookside, Kansas Cit>’ 12,1! 
Executive Secretary. 

American Academy of Neurology, Staffer Hotel, Los Angeles, Apr. ] 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretar)*. 
American Association of Anatomists, SeaWe, Apr, 1-3. Dr. B.Een 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

American Association for Cleft Palate Rehabilitation’, Shm 
Hotel, Philaddphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Xi 
Hosps., Iowa City, la.. Secretary. 

American Associatio.v of Genito-Urinary Surgeons, Seariew Coc 
Club, Ahsecon, N J., Apr. 15-17. Dr. William J. Engel, 2020 E. { 
St., Cleveland 6, Sccrelaiy'. 

American Association of Immunologists, Atlantic City, N, J., Apr. 

17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretarj 
American Association of Pathologists and Bacteriologists, Seme 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane A 
New Orleans 12, Secretary. 

American Association or Railway Surgeons, Drake Hotel, Chic 
Apr. 16-18. Dr. Chester C. Guy. 5800 Stony Island Ave., Chicago 
Secretary’. 

American Association for the Study of Neoplastic Diseases, H 
Greystone, Gatlmburg, Tenn., Apr. SO-May 4. Dr. Bruce H. SisH 
268, Gallinburg, Tenn., Secretary’. 

American Association for Thoracic Surgery, Staffer Hotel, Los. 
gelcs, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondclct Ave., 
Louis 5, Secretary'. „ 

American College or Obstetricians * Gynecologists, Trayroorenj 
Atlantic City, N. J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., \ 
cago 3, Secretary. ^ i rv j 

American College of Physicians, Conrad Hilton Hotel, Chicap, i 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, £«« 
Secretory’. 

American College of Surgeons, Sectional Meeting for Surgeow 
Nurses, The Queen EHzabeth Hotel, hfontreal, Quebec, Apr* b*« 
Micliael L. Mason, 40 E. Erie St., Chicago 11, Secretaty. 
American Goiter Association, Chicago, Apr. 30-May 2. Dr. Jo 
McClintock, 149% Washington Ave., AJbany, N. Y., 

American Physiological Society, Atlantic City, N. J., Apr. ‘ 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D. C., i 
Secretary'. _ , 

American Psychiatric Association, Civic Auditorium, rm 
Apr. 27-MBy 1. Dr. C. H. Hardin Branch,. 156 Westminster A»e.. 
Lake City, Secretary'. , v Aor i 

American Radium Society, The Homestead, Hot Springs, va., P • 
Dr. Robert L. Brown, Robert Winship Clinic, Emory Umvemn. 
lanta 22, Gn., Secretary’. ^ • j. » 

American Society of Biological Chemists, Atlantic 

13-18. Dr. F. W. Putnam, Univ. of FJa. Medical School, baines 
Fla., Secretary. 

American Society for Experimental Pathology, Atlantic |>» 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medicai 
Birmingham 3, Ala., Secretary'. ^ i 

American Society of Internal Medicine, Conrad 

cago, Apr. 19. Dr. Clyde C. Greene Jr., 350 Post St., San r 
Assistant Secretary. trebai 

American Society for Pharmacology and Experimental 
TICS, Atlantic City, N. J., Apr. 13-17. Dr. -Harold Hodge, « 
Rochester, Rochester 20, N. Y., Secretary. Hotel, 

American Society for the Study of Sterility, Shelb^c • 
lantic City, N. J., Apr. 3-5. Dr. Herbert H. Thomas,- 920 
Birmingham 5, Ala., Secretary. P ndsco, 

American Surgical Association, Fairmont Hotel, San 

15-17. Dr. W. A. Altemeier. CincinnaH Gen. Hospital, Lincu 
Secretary. „ 

A.^fERfCAN Urological Association, CbaKonte-Hadaon oj 

Citj-, N. J.. Apr. 20-23. Dr. Samuel L. Raines, 188 8. Bellevae 
Memphis, Tenn., Secretary. TJnivei 

American Venereal Disease Association, Johns Hopkms 
Baltimore, Apr. 27-28. Dr. S. Ross Taggart, 1325, Upshur 
Washington 11, D. C., Secretary-Treasurer. 

Arizona Medical Association, San Marcos Hotel, Uhanoie * ^ 

May 2, Dr, Leslie B. Smith, 826 Security Bldg., Phoenw, .g 
Arkansas Medical Society, Goldman Hotel, Ft. Smith, 

Paul C. Schaefer, 215 KeUey Bldg., Ft. Smith. ExecuUve ^ 
Connecticut State Medical Association, Hamden High oc * ^ 
den, Apr. 28-30. Dr. William R. Richards, 160 St. Ronan o •* 
Haven, Executive Secretary. ir./'asllD, 

Hawah Medical Association, Hilo, Apr. 23-25. Ml L®® 

S. Beretania St., Honolulu 13, Executive Secretary'. 

(Continued on page 44) 
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COMPLICATIONS OF ENDOTRACHEAL INTUBATION 

William Hamelberg, M.D., C. Merle Welch, M.D., John Siddall, M.D. 

and 

Jay Jacoby, M.D., Columbus, Ohio 


NTUBATION of the trachea is a proce¬ 
dure of great value. It provides assurance 
of a clear airway and prevents the entry 
of foreign material into the tracheo¬ 
bronchial tree. Many advances in both surgery 
and anesthesia have been made possible by its 
use. Because the technique is so valuable, this study 
was conducted to determine tlie frequency Avith 
which intubation results in complications and 
whether the incidence of complications could be 
decreased. 

Among the factors which may limit the use of 
endotracheal intubation are complications due to 
the inexperience of the anesthetist and those due 
to the presence, of die foreign body. Prolonged in¬ 
duction, trauma, and hypoxia during attempts to 
intubate have largely been eliminated as increasing 
numbers of shilled anesdietists have become avail¬ 
able. The rapidly acting anesthetic and muscle re¬ 
laxing agents permit the skilled operator to induce 
anestiiesia and to insert the endotracheal tube in a 
minimum of time and without trauma. Coughing 
and straining after intubation can be minimized, 
and bacterial contamination need not be a major 
problem. The use of a local anesthetic by spray, 
transtracheal injection, or in the lubricant on the 
endotracheal tube reduces the depth of anesthesia 
required for tolerance of the tube. The late post- 


Comp/icofions occurring after endotracheal 
intubation for general anesthesia were studied 
in 1,932 patients with special reference to the 
possibility of reducing postintubation symp¬ 
toms by the topical use of hydrocortisone. This 
was added to the lubricant applied to the 
endotracheal tube in 322 patients. They were 
compared with 734 patients who received the 
lubricant without the hydrocortisone. A similar 
comparison was made between 670 patients 
who received the hydrocortisone topically in 
an aqueous medium and 206 patients who 
received the same medium (by spraying into 
the oropharynx and by instillation into the 
trachea) without the hydrocortisone. No seri¬ 
ous complications occurred in any of these 
patients. Complaints referred to the throat, 
when endotracheal intubation could be the 
only source for complaint, were spontaneously 
mentioned by 28 % of the patients, and ques¬ 
tioning elicited such complaints from an addi¬ 
tional 17%. No significant difference was 
found between the potienfs who received 
hydrocortisone and those who did not. 



From the Department o£ Surgery, Division of Anesthesiolog>', Ohio State University. 

Read before the Section on Anesthesiology at the 107th Annual Meeting of the American Medical Association, San Francisco, June 26, 1958. 
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operative complications, principally laryngeal gran¬ 
ulomas, are quite rare and are not a significant 
deterrent to the use of the technique. 

The complications of most concern to the patient, 
the surgeon, and the anestlietist are diose which 
may be manifest during the first few days after 
intubation. These may be caused by trauma, in¬ 
fection, edema, and inflammatory reaction. The 
patient notices sj'mptoms which include difficulty 
in swallowing, sore tirroat, hoarseness, and aphonia. 
On rare occasions, the anatomic changes may be so 
great as to cause respiratory obstruction and require 
tracheotomy for relief. Such serious reactions occur 
more often in children tlian in adults and may be 
associated widi infection or a tightly fitting endo¬ 
tracheal tube. 

There are many articles which call attention to 
the alarming consequences of intubation and occa¬ 
sional fatalities. The latter, fortunately, are very 
rare. The incidence of complications ranges from 
1.6 to 100%.’ 

Table 1.—Age Distribution of Patients Who Underwent 
Endotracheal Intubation 


Treatment with 

Age, Tr. Hydrocortisone, Xo. Controls, Xo. Total 

3-9. G 2S 34 

10-19. 49 Sa 131 

20-99. 112 141 2,>3 

30-39. 133 104 319 

40-49. ITS 107 345 

0O-.59. 21s 153 3C7 

00-09. 192 149 343 

;0-79. 09 48 117 

S0-S9. 13 10 23 

Total. 992 940 1,932 


Among tlie considerations in tlie prevention of 
complications are tlie use of sterilized tubes and 
die avoidance of trauma, excessively large tubes, 
irritation b)r chemical sterihzing agents, and allergic 
reaction to lubricants.* 

Interest in a possible means of reducing the 
incidence of complications was aroused after an 
experience witli a difficult case. The patient was an 
elderly woman who had had a somewhat traumatic 
intubation for a laparotomy and who developed 
hoarseness, sore throat, and mild respiratory^ ob¬ 
struction in the postoperative period. At tlie time 
when these sjnnptoms 5vere at tlieir height, she 
developed a dehiscence. Because she had just eaten 
lunch and because she refused regional anesthesia, 
endotracheal intubation was mandatory for the 
second operative procedure. Anesthesia, intubation, 
and operation were uneventful. An attempt was 
made to prevent furtlier larymgeal edema b\’ die 
use of hydrocortisone as a preoperative laryngeal 
spray and by postoperative inhalation of a nebulized 
solution. Tlie results were gratifying in tliat her 
already existing symptoms did not become worse; 
on the contrary, they disappeared more rapidly 
than e.xpected. 


J.A.M.A., Dec. 13, Itg 

Since one of the principal actions of hydrocorti 
sone is tlie reduction of edema and infiammaton 
reaction, it was postulated that this substanej 
might be useful in preventing the complication; 
which follow endotracheal intubation. 

Method,of Study 

Two groups of patients were studied, comprisin; 
most of the patients who had intubation during 
one-)'ear period. Not included are patients i 
whom intubation was done when the recover 
room was closed (since the records were Icj 
there) or who left the hospital before a postoper 
tive interview could be obtained. Tire endotracheaj 
tubes were of the red rubber variety. After use, flie 
tubes were washed witli liexachlorophene (pHiso- 
Hex) and water and dien autoclaved and stored on 
open shelves. They u'ere considered to be clean but 
not sterile at the time of flieir ne.xt use. Intubation 
was done by about 30 individuals ranging in skill 
from beginning residents to senior staff. Macintosh 
laryngoscopes were used in almost all cases. 

llie total number of patients in this study was 
1,932. Male and female patients were approxi¬ 
mately equal in number. The majority' of patients 
were between the ages of 20 and 70 years. Tlie age 
distribution is indicated in table 1. 

In the first group, comprising 1,056 patients, 
hy’drocortisone was used in a 1% concentration in a 
5% lidocaine (Xylocaine) hydrochloride ointment; 
this was applied to the endotracheal tube before 
insertion. In the second group, comprising 876 pa¬ 
tients, a 2% solution of hy’drocortisone in isotonic 
sodium chloride solution was used. Two cubic cenh- 
meters was instilled into tlie trachea prior to the 
removal of the endotracheal tube and 3 cc. sprayed 
into the oral phary'nx wth a no. 15 DeVilbiss atom¬ 
izer. In each group, control studies were carried 
out with use of similar ointment or isotonic sodium 
chloride solution u'itliout tlie addition of hydro¬ 
cortisone. 

The patients were visited daily' for tlie first three 
days or longer by' a single individual in the ms 
study and by two individuals in the second study. 
None of the personnel associated with intubation, 
instillation of solution, or postoperativ’c visits 
aware of the nature of the material which was use 
for any patient. The data obtained were ^ 
on mimeographed sheets and transferred , 
cards, which were tlien sorted into control an 
e.xperimental categories. 

During the postoperative visits in the hibrican 
study, the patients were not specifically informer 
of the study' or questioned about their sy'mptoms- 
During the interviews, tliere were general con'cr 
sations regarding tlie patients’ phy'sical condihon. 
If a patient volunteered that he had symptoms re 
erable to his throat or his voice, detailed 
were asked about tlie nature of the difficulty, 
the hy'drocortisone solution study, patients 'vere m 
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: formed that inlubalion had been done and were 
specifically asked about any symptoms referable to 
the throat or the voice. 

Results 


Tredisposing Causes.—There arc many reasons 
why patients might have s>'mptoms referable to 
tlie throat. Some bad preexisting upper respirator^' 
infection with cough, sore throat, hoarseness, or 
sinusitis. Many had symptoms from the nasogastric 
tube inserted prior to surgerx'. Main’ had operative 
procedures in adjacent areas, including tonsillec¬ 
tomy, th\Toidectomy, neck dissection, and other 
operations within the oral or pharyngeal ca\'ities. 
Tliree of ever)’ five patients had these predisposing 
causes for SNinptoms referable to the throat. Among 
tliese, ss'mptoms arose in 53%. Among the patients 
who did not have predisposing causes, symptoms 
arose in only 37%. 

Influence of Direct Questioning.—In order to ob¬ 
tain more significant information about the inci¬ 
dence of postintubation symptoms, the patients 
were divided into categories of those who had pre¬ 
disposing causes and those in whom the endotra¬ 
cheal intubation was the only obvious cause for 
sx’mptoms. 

Twenty-eight per cent of the patients who xvere 
not questioned specifically about their throat or 
voice (tlie lubricant group) mentioned tliat they 
had sj'mptoms. Fort)’-fi\'e per cent of the patients 
who were informed that intubation had been done 
and who xvere questioned about symptoms (the 
solution group) gave positive replies. A similar 
difference occurred in the control group; 35% com¬ 
plained spontaneously and 49%’ complained if asked 
(table 2). 

Effect of Hydrocortisone.—Among the patients 
who had predisposing causes for symptoms refer¬ 
able to the throat, the use of hydrocortisone eitlier 


Table 2.—Incidence of Postintiibation Symptoms in 
Patients with No Predisposing Causes 


Route of 
Intubation 

No leading questions 

(lubricant group) . Oral 

Nasal 


Total . 

Leading questions 
(solution group) 


Patients, , 
No. 


SIG 

90 


Symptoms 

Present 


Xo. 


Oral 

Xasal 


243 

20G 


93 

20 


lOG 

100 


29 

28 


42 

48 


Total 


in the lubricant or in the solution made little differ¬ 
ence in the incidence of symptoms. Among those 
patients who had no predisposing cause for syrnp- 
toms, the use of the hydrocortisone solution made 
little difference. When the hydrocortisone lubricant 
was used, however, the incidence of symptoms after 
intubation diminished from 35 to 26%> (table 3). 


Other Interesting Findings.—There was no differ¬ 
ence in the incidence of symptoms for patients 
intubated by first-year residents, second-year resi¬ 
dents, or staff anesthetists. This was probably due 
to the fact tliat most intubations done by tlie staff 

Table 3.—Influence of Hydrocortisone on 
Postintubation Symptoms 

No Predisposing 

Causes Predisposing Causes 

A >■ 

f V - r ^ 

Symptoms Symptoms 



Pn- 

tlcntP, 

No. 

Present 

Pa- 

> tients, 
No. 

Present 


No. 

% 

' No. % 

Hydrocortisone liiliricunt .. 

.. Its 

38 

20 

171' 

72 41 

Control liibrlcnnt . 

.. 2SS 

81 

35 

44G 

20G 

40 

Hydrocortisone solution .. 

331 

150 

45 

339 

223 

00 

Control solution .. 

.. 318 

58 

49 

88 

55 03 


were those which the residents were unable to com¬ 
plete because of ine.xperience or technical difficulty. 
Patients in whom intubation was done by staff 
members, tlierefore, had already been subjected to 
some degree of trauma. For the entire group, easy 
intubation was followed by symptoms in 45% of 
the patients, whereas difficult intubation was fol¬ 
lowed by symptoms in 54%’ of tlie patients. 

The route of intubation had some bearing on 
the incidence of symptoms. Nasal intubation tended 
to be used more often with patients who had opera¬ 
tions on the neck and within the throat. Since these 
operations predispose to the development of symp¬ 
toms, disproportionate figures are obtained if only 
these patients are considered. Table 2 indicates the 
incidence of symptoms and the routes of intubation 
in those patients who had no predisposing causes. 
In the lubricant study, all routes of intubation pro¬ 
duced appro.\imately the same proportion of symp¬ 
toms. In die solution study tiiere were symptoms 
in 48% of patients in whom nasal intubation was 
done and in 42%’ in whom the oral route was used. 

Comment 

How often do symptoms develop after endo¬ 
tracheal intubation? Some surgeons believe that 
every patient with a sore throat after operation has 
it because of the intubation. It has been found in 
some instances that a sore throat is ascribed to 
intubation even when intubation has not been done. 

Tliere is a wide divergence in the reports of 
incidence of complications. This, of course, stems 
from the fact that various observers do not use the 
same criteria in determining whether a complica¬ 
tion exists. In diis study, the factor of individual 
variability in interpretation was kept to a minimum 
by having all interviews conducted by a single 
individual in one group of patients and by two 
individuals in the other group. In addition, no 
effort was made to eliminate slight, as compared to 
moderate, degrees of discomfort. Had the post¬ 
operative observations been carried out by die 
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persons who actual!)’ performed the intubation, 
about 30 different observers would have been 
involved. 

Patients who were already complaining about 
sore throat and hoarseness when they arrived in the 
operating rooms, or whose operations would nor¬ 
mally produce such symptoms regardless of whether 
intubation was done or not, comprised over half 
of the entire series (61%). Three of every five 
patients either had, or might be expected to get, 
symptoms regardless of whether intubation was 
done. These individuals had a higher incidence of 
postoperative symptoms (53%) tlian the others 
(37%). 

Tlie incidence of symptoms after intubation in 
this study is probably higher than would be en¬ 
countered in nonteaching institutions. In particular, 
the incidence of symptoms after nasal intubation is 
higher because many of the worhers were just 
learning the technique and it was used to a large 
extent for head and neck surgery. 

It is important that in practically all patients 
tlie symptoms were an annoyance rather than a 
significant complication. Many patients were 
troubled so little tliat they did not mention the 
symptoms unless specifically asked about them. 
When the patients were informed that intubation 
had been done and when they were specifically 
questioned about symptoms referable to the throat, 
the number of complaints significantly increased 
(45% compared to 28%). Differences of similar 
magnitude appear between the control groups in 
which no medication was used (table 3). Neither 
signs nor symptoms of respiratory obstruction oc¬ 
curred in any patient. Severe respiratory obstruc¬ 
tion due to intubation is so rare in adults tliat in 
this institution during the past 11 years trache¬ 
otomy has not been required. 

The use of hydrocortisone topically, by instillation 
- into the trachea, by spray into the phar)Tix, or as a 
lubricant on die endotracheal tube produced no 
statistically significant change in the incidence of 
sx'mptoms. Hydrocortisone solution is rapidly ab¬ 
sorbed from mucous membranes. In a lubricant on 
the endotracheal tube, the topical effect is also 


J.A.M.A., Dec, 13, IJS) 

rather brief. Mdien applied in this way, howeva 
there was a reduedon in the incidence of symptonx 
from 35%) to 26%. Although not statistically signif. 
cant, this suggests that more prolonged topical 
application of hydrocortisone might have a mote 
marked effect. Further studies are planned vitli 
more prolonged topical application. 

Summary 

The topical use of hydrocortisone has Ikwi 
studied as a means of reducing postintubation 
symptoms referable to the throat. No statistically 
significant changes in the incidence of symptoms 
followed the topical application of hydrocortisone 

Predisposing causes for symptoms referable t( 
the throat were present in 61% of patients in whon 
intubation was done. Almost two-thirds of the pa 
tients who developed symptoms in the postoperativi 
period had factors other than intubation which ma 
have been responsible. These included preexistin 
respiratory infecdons, nasogastric tubes, and open 
tions in the area. 

No serious complications were encountered i 
more than 1,900 intubations. In many instance 
postintubation complications were so mild that p; 
tients did not mendon them. The presence of sjm] 
toms was stated voluntarily by 28% of patients; 
response to questioning 45%) of patients gave i 
affirmative reply. 

This study was supported by a grant from the Upjo 
Company. 
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H azard of carbon dioxide.— Two instances of severe reactions to high 
concentrations of carbon dio.xide re-emphasize the fact that tliis gas can be 
dangerous because it produces effects rapidly and is more than a simple 
asphyxiant. These incidents involved near-collapse of aircrew members on a cargo 
aircraft transporting frozen foods with 12,000 and 7,400 pounds of drj' ice, re¬ 
spectively. Some countries require that dry ice transported in aircraft be in a closed 
container vented to the outside. A more practical approach is being made by tlie 
Military’ Air Transport Serx’ice through the utilization of industrial hygiene engineer¬ 
ing studies to determine safe dr>’ ice loadings for all tj’pe aircraft based on a threshold 
limit value of 0.5 per cent carbon dio.\ide.-Col. J. B. Nuttall, Toxic Hazards in the 
Aviation Environment, The Journal of Aviation Medicine, September, 1958. 
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Just as liighly fertile cmiplcs desire methods of 
family limitation, so childless couples desire help 
for tiicir infertility. The demand hy the infertile 
couple for medical aid is growing, and, despite ga^is 
in our knowledge of human reproduction, much 
can be acliies'cd. 

The stress of modern civilization has been blamed 
for the apparent high incidence of infertility. For 
the exact incidence of involuntary sterility, we must 
consult the demographers. Tietze ' quotes Louis 
Henry (census of England and Wales, 1911) tliat, 
at the age of 20, 3% of wives are sterile; at the age 
of 30, 12%; and at the age of 40, 32%. Tietze in his 
study of the Hutterites showed that 1 in 10 ceased 
to reproduce at the age of 35, 1 in 3 by the age of 
40, and 7 in S by the age of 45. 

Guttmacher * showed that, in rural Quebee, Can¬ 
ada, where birth control probabl)' is not used, the 
percentage of childless marriages increased with 
the age of the wife at the time of marriage. In the 
25-29 year age group, for example, 10.2% of mar¬ 
riages were childless, and in the 30-34 year age 
group 16.2% u'ere childless. He further reported 
that, even in fecund couples with planned preg¬ 
nancies, 10% required more than a year to conceive. 

Medically approved birth control measures will 
not induce sterilitx' but will delay the possibility of 
conception to an older, less fertile age group. 

In order to understand some of the problems of 
human infertilitx', let me rex'ieu' the physiology of 
reproduction and my diagnostic survey of the in¬ 
fertile couple. 

Physiology of Reproduction 

The physiology of reproduction is illustrated in 
figure 1. The anterior lobe of the pituitary gland se¬ 
cretes a hormone known as follicle-stimulating 
hormone (FSH). This hormone acts on the ovary 
to stimulate the growth of perhaps 10 or more fol¬ 
licles. For some unknown reason, all but one of 
these follicles become smaller and undergo certain 
changes, which are called atresia. The remaining 
follicle enlarges and becomes ripe (the graafian 
follicle). 

Estrogen, elaborated by these follicles, acts on 
the lining of the uterus to produce a proliferative 
endometrium. The estrogen also acts on the endo- 
cervical glands to produce a clear, mucoid secretion 
which grossly resembles egg-xvhite. Just prior to 
ovulation, the cervix, uterus, and fallopian tubes 
are filled with clear, mucoid secretion. Spermatozoa 


From the Division of Obstetrics and Gynecology and the Department 
for Research in Human Reproduction, Michael Reese Hospital. 

Read before the Population Association of America, Chicago, May 
4.1958. 


Many of the factors involved in sterility are 
still unknown, but, when married couples de¬ 
sire children, diagnostic surveys are frequently 
successful. Careful diagnosis is essential to 
good treatment, but for some reason preg¬ 
nancy sometimes follows the diagnostic survey 
before treatment is begun. Attention must be 
given to both partners. Each must have a phys¬ 
ical examination, and laboratory procedures 
such as semen analysis may be necessary in 
addition to special procedures such as tubal 
patency tests and culdoscopy. The diagnosis, 
though sometimes difficult, occasionally re¬ 
veals a situation that is obviously remediable 
by medicine or operation. The roles played by 
various hormones in pregnancy tests, in the 
induction of ovulation, in controlling sperm- 
production, and in preventing fetal wastage 
need to be better understood and more fully 
utilized. 


deposited at the upper end of the vagina at this 
time find easy access through cervical, mucus into 
the uterus and up into the tubes. This clear passage 
enables fertilization to occur in the ampulla of the 
tube. Estrogen produced by the ovarian follicles 
acts on the anterior lobe of the pituitary gland to 
release luteinizing hormone (LH). LH then stimu¬ 
lates rupture of the graafian follicle with release of 
the ovum. 

Ovulation in the living albino rat has been de¬ 
scribed and beautifully photographed by Richard 
J. Blandau. Ovulation was induced in immature 
rats by giving gonadotropin. In his work, the first 
indication of approaching ovulation was the forma¬ 
tion of the macula pellucida, or stigma, which usu¬ 
ally appeared at the apex of the follicle. This 
stigma forms witliin a few seconds to several min¬ 
utes. As rupture of the follicle becomes imminent, 
the superficial germinal epithelial cells, which cover 
the stigma, may be observed breaking up into small 
clumps. The time required to extrude the egg varied 
according to the position of the cumulus oophorus 
within the follicle. All ovulations that could be seen 
in a particular ovary were completed in less than 
an hour and a half. Often, several follicles ruptured 
at the same time. Hemorrhage was minimal in most 
ovulations. In Blandau’s magnificent film, he showed 
how readily the fimbria of the tube seemed to 
swallow tliese ova, which were colored by means 
of a vital dye. 
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Ovulation in tlie human has been observed by 
but a few men. Decker,^ who invented the culdo- 
scope or transvaginal peritoneoscope, described 
o\'ulation occurring as follows: the fimbria of the 
tube would apply itself to tlie follicle and would 
remain attached for several minutes until the egg 
was e.xtruded from tire follicle into the tube. When 
the fimbria of the tube fell off the ovary, the ovary 
became transformed and contained a corpus hemor- 
rhagicum. 

Doyle,'' by means of a different technique, that 
of culdotomy (using a different t^^pe of instrument 
through a much larger opening in the vagina and 
v'ith the patient under prolonged general anes¬ 
thesia), has described and photographed ovulation 
occurring without the exact attachment of the 
fimbria of the tube to the ovary. 



Fig. 1.—Physiology of reproduction. 

During one isolated instance at culdoscopy, I ob¬ 
served ovulation occurring as follows: the fimbria 
of the tube became attached to the lateral as¬ 
pect of the ovary and remained there for several 
minutes. After this, the follicle that had been pres¬ 
ent prior to the attachment immediately was trans-. 
formed into a corpus hemorrhagicum. Therefore, I 
was able to confirm Decker’s original findings. 

After ovulation and extrusion of the egg into the 
tube, the anterior lobe of the pituitary gland se¬ 
cretes a third gonadotropic hormone, known as 
prolactin (Luteotrophin). This maintains the corpus 
luteum. When seen early after ovulation, tliis corpus 
luteum occupies from one-third to one-half of the 
ovar)' and is intensely red, witli a number of blood 
vessels coursing into it. The area of rupture may 
be represented by a small blood clot or coagulum, 
or it may be represented by a thin membrane. When 
seen about the IStli to ITtli day, it has the appear¬ 
ance of an intensely blood-shot eye, “the eye of the 
corpus hemorrhagicum.” 


The eorpus luteum secretes both estrogen and 
progesterone, which then act on the proliferative- 
endometrium, converting it to a secretory endonl^ 
trium or glycogen-containing membrane, into wliid, 
the fertilized egg can be implanted. Estrogen and 
progesterone also act on the cervical mucus to 
thicken it, so that spermatozoa cannot now pene¬ 
trate into the uterus easily. Fertilization itself tales 
place in the ampulla of the tube, and the fertilizc-d 
egg takes several days for its passage into tie 
uterus. 

Apparently, tubal epithelium plays an important 
part in the early stages of cell division. Landrum B. 
Shettles has been able to develop follicular eggs in 
vitro. With a large-gauge needle, he taps a mature 
follicle to obtain an ovum from the ovar)' in a pa¬ 
tient at laparotomy. The ovum and follicular fluid 
are discharged into a sterile Petri dish, to which a 
drop of fresh human semen and some minced frag¬ 
ments of mucosa from the fallopian tube are added. 
Tubal mucosa is used because of evidence that its 
fibrinolytic enzyme system is important to denuda¬ 
tion of the ovum and its subsequent penetration by 
the spermatozoon. When incubated, the ouim 
grows to as much as a 32-cell or Morula stage. 
When aetual implantation takes place in the hu¬ 
man, the egg is implanted in the blastocyst stage. 

Conception, therefore, depends on (1) fertile 
spermatozoa, (2) receptive secretions in the female, 
(3) open fallopian tubes, (4) ovulation, (5) good 
corpus luteum function, and (6) an adequate endo¬ 
metrial response for good implantation of the fer- - 
tilized egg. 

Diagnostic Simvey 

The wife usually consults her doctor first. Hou'- 
ever, it is always preferable for both husband and 
wife to be interviewed before any diagnostic surs'ey 
is attempted, in order that fidl understanding and 
cooperation are obtained from both. In tlie initial 
interview, tlie phy'sician must gain some insight into 
the emotional needs of tlie couple. He must deter¬ 
mine whetlier their marriage is secure. Their desire 
for a child must not merely be an attempt to patch 
up an unhappy marriage. 

The following points should be covered in tie 
initial interview of the couple: (1) lengtli of mar¬ 
riage, including prior marriage of either partner, 

(2) infertility—primary, secondary, and duration, 

(3) birth control—duration; (4) conceptions; ( / 
abortions; (6) previous diagnostic studies; (7) coita 
history, including frequency, techniques, difficulties, 
dyspareunia, and frigidity; (8) menstrual history, 
including leukorrhea; and (9) general liistoq' o 
each partner, including medical, surgical, and nii 
tritional history in childhood, adolescence, an 
adulthood. A general physical examination 
partner, with genital examination of the bus an 
and pelvic examination of the wife, and 
laboratory' examination of both partners should a so 
be done. 
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Semen Aualijsis.—The ucUial stirvoy of the infer¬ 
tile couple usually begins u'ith semen analysis, un¬ 
less the couple present thcmseh’cs near ovulation 
time. In that ease, it is more rational to observe the 
effect of spermatozoa in \’ivo in (he female, rather 
than obtaining a bottle specimen at such a time. 
Although, theoretically, it only takes one normal, 
motile spermatozoon to achie\-e conception, a highly 
fertile male will have millions of actively motile 
spennatozoa present in his ejaculate. A sterile se¬ 
men specimen contains no spermatozoa (azoosper¬ 
mia); few spermatozoa (oligospermia); or all dead 
spermatozoa (nccrospermia). There are \’ast varia¬ 
tions and degrees of fertility, as shown by semen 
analysis. Gross characteristics include a volume 
range of 2 to 8 cc. (average, 3.5 cc.), cloudy and 
whitish fluid, and minimal viscosity. Many times 
multiple examinations must be done, as there are 
variations in sperm count (average normal, 40-60 
million per cubic centimeter), motility (60% or 
more motile, with majority showing good forwaird 
progression and S-24 hours’ longex’ity in vitro), and 
perhaps c\’en morphology (70% or more normal). 

In figure 2, variations in semen quality are pre¬ 
sented. Motility, as observed in a fresh thin smear, 
is more impor¬ 
tant than actual 
number of sper¬ 
matozoa. The 
stained smear is 
ver>’ useful in 
evaluating se¬ 
men qualit)', but 
the interpreta¬ 
tion of abnormal 
spermatic mor¬ 
phology requires 
training and e.xperience. The clumping phenome¬ 
non, as illustrated, can also be demonstrated 
in tile fresh smear. Clumping of spermatozoa 
is frequently seen in the ejaculates of infertile 
males. 

Clinical Evidence of OoHjo/iqn.—Pregnancy, of 
course, is the best evidence of ovulation. Although 
the ovum is the largest cell in the body, it cannot 
be found excejit experimentally by washing out the 
fallopian tubes. All tests of ovulation are clinical or 
subjective. They are chiefly the result of the cyclic 
effects of estrogen and progesterone. 

The wife is instructed to take her basal body 
temperature, rectally if possible, each morning be¬ 
fore arising, beginning shortly after her menstrual 
period is over and continuing daily until menstrua¬ 
tion ensues. A typical basal temperature chart is 
illustrated in figure 3, with the low point of the 
temperature on the 12th day and a sustained ele¬ 
vated temperature curve from the 14th to 27th 
day. Should pregnancy result, this elevated tem¬ 
perature will be sustained well beyond the time of 
the first missed ireriod. 


Other associated phenomena are indicated above 
this basal temperature chart (fig. 3). These include 
the rat test for ovulation," vaginal smears for evi¬ 
dence of cornification, and quantity and quality of 
cervical mucus. Below the basal temperature chart, 
one may note the endometrial biopsy on the last 
day of the cycle (the first day of the menstrual 
period), as well as the endometrial biopsy on the 
21st day, when glycogen secretion is maximal. The 
24-hour daily urine excretion of pregnanediol, a 
metabolite of progesterone, is also shown. 

This typical patient is instructed to report to the 
office daily from the 10th to 14th day of the cycle. 
The day of the cycle is counted from the first day 
of the menstrual period. A vaginal speculum is in¬ 
serted, without lubrication, and the routine is as 
follows: 

A small amount of vaginal secretion from the 
vaginal fornix is plated on a glass slide, immediately 
immersed in equal parts of alcohol and ether ac¬ 
cording to the method of Papanieolaou, and stained 
by means of the rapid Schorr stain. 

The tip of a glass cannula is inserted into the 
endocervix, and, by means of gentle suction, a quan¬ 
tity of endocervical mucus is obtained for e.xamina- 



tion. Tliis is blown out on a glass slide, and an 
estimation of the amount from 0 to 4-{- (profuse) is 
made. A glass cover slip is tlien placed on this 
glob of mucus and tbe spinnbarkeit or sh-etcb 
phenomenon measured in centimeters. The cover 
slip is then replaced, and the slide e.xamined for 
the presence of white blood cells and spermatozoa. 
The cover slip is then removed, the mucus allowed 
to dry, and the fern phenomenon or crystallization 
of cervical mucus is observed. 

Note the variation from the 10th to the 14th day 
of the cycle (fig. 3). It is believed that ovulation 
occurs either at the low point in the temperature 
cycle, the day before this lou' point, or on the rise 
from low to high. Prior to ovulation, the cervical mu¬ 
cus becomes profuse, thin, acellular, and stretches 
from 10 to 15 cm. Normally at this time, large 
numbers of spermatozoa are recovered postcoitally. 
The vaginal smear will show gradations of in¬ 
creasing cornification. After ovulation occurs, the 
temperature becomes elevated and sustained; tlie 
cervical mucus becomes scantier and thick and 
shows very little stretch. The vaginal smear e.xhibits 
curling and clumping of cells, or the so-called ex- 
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Fig. 2.—Variations in semen (luality; left, normal spermatozoa; center, clumping phenomenon; right, 
highly abnormal sperm population (hemato.xylin, roscbengal; X 1,.500). 
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Fig. 3.—Typical charts, with biopsies, showing presumptive evidence of ovulation. 
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folialive phenomenon. The fern lest docs not show 
changes as critical as the vaginal smear, cervical 
mucus, and basal body temperature graphs. 

The rat test for oxuilation should prove valuable 
when the other simpler criteria for ovulation are ab¬ 
sent or atypical. The technique of the test is as fol¬ 
lows; 3 cc. of the first morning urine is injected intra- 
peritoncally into each of two 50-to-60-Cm. immature 
female rats, and the rats arc sacrificed in four hours; 


Small quantities of pregnanediol may begin to 
appear in the urine prior to ovulation, but it is 
chiefly found in the premenstrual phase of the 
cycle. It must be noted that ovulation can occur 
with poor corpus luteum function, as indicated by 
short or atypical diphasic curve on the basal body 
temperature chart, endometrial biopsy showing 
poor secretory function, or diminished pregnanediol 
e.vcretion, resulting in infertility. 
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Fig. 4.—Tubal patency test, pneumoperitoneum, and culdoscopy. 


a positive reaction is cherry red hyperemia in one 
or more of the rats’ ovaries. Preliminary experiments 
in this laboratory indicate that the rat test is posi¬ 
tive on the day of maximal spinnbarkeit, as well as 
on the following day, as indicated on days 13 and 
14 in figure 3. 

The endometrial biopsy showing secretion in the 
gland lumina indicates that ovulation probably has 
taken place but does not indicate tire time of ovula¬ 
tion except in retrospect. 


Tubal Patency Tests (fig. 4).—In 1919, Dr. I. C. 
Rubin made a revolutionary' discovery in the field 
of infertility when he devised a simple method of 
establishing whether or not the fallopian tubes are 
open. The technique is as follows: An intrauterine 
cannula is inserted through the cervix into the 
lower part of the uterus. By means of a source of 
carbon dioxide, and a method of controlling the 
flow of the gas at low levels, it is possible to estab¬ 
lish tubal patency. Typically, the flow of gas rises 
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to a pressure of about 100 mm. Hg and then drops 
suddenly to a level of 70 or 80 mm. Hg, oscillating 
at this level. When one listens to the lower part of 
the abdomen, bubbles of gas are heard to escape 
from the fimbriae of the tubes. Finally, at the 
conclusion of the test, when the patient assumes 
the erect position, the gas so introduced into the 
peritoneal cavity rises beneath the diaphragm, pro¬ 
ducing referred pain in one or both shoulders. 

An alternate metlrod of establishing tubal patency 
is performed by utilizing an opaque medium, such 
as iodized oil or an iodized aqueous medium, which 
casts a shadow on an x-ray film. This latter method 
not only is useful in establishing tubal patency but 
also is useful in delineating the size, shape, and 
position of the uterus. , 

Pneumoperitoneum and Cwldoscop!/.—Refine¬ 
ments in diagnostic techniques involving the female 
include pneumoperitoneum and culdoscopy. Pneu¬ 
moperitoneum,® is a method of silhouetting the 
female organs by means of carbon dioxide. This 
may be combined with opaque mediums, and such 
a combined procedure has been called complete 
gjmecography. Tliis technique is useful in delineat¬ 
ing ovarian cysts, fibroids, and other intrapelvic 
pathology. The x-rays in figure 4 demonstrate that 
more information can be obtained by the addition 
of carbon dioxide gas to the standard hystero- 
salpingogram. This technique requires special 
training. 

Culdoscopy, or transvaginal peritoneoscopy, in¬ 
troduced by Alfred Decker, has become a valuable 
addition to diagnostic armamentarium in the survey 
of the infertile couple. It has made possible demon¬ 
stration of ovulation or failure of ovulation. This 
procedure has been invaluable whenever the usual 
criteria of ovulation were atypical or absent. Cul¬ 
doscopy is valuable also to establish the presence 
or absence of peritubal and periovarian adhesions, 
fibroids, endometriosis, and other barriers to fer¬ 
tility. 

In tlie management of the infertile couple, cul¬ 
doscopy is usually a final procedure useful in ruling 
out obscure pelvic pathology. Certainly for those 
women who have undergone an otherwise exhaus¬ 
tive survey, culdoscopy can be of paramount impor¬ 
tance in determining whether tlrey should continue 
treatment, institute adoption proceedings, or recon¬ 
cile tliemselves to a childless marriage. In the older 
age group, culdoscopy has been used as a means 
of very rapid survey in order to conserve time. Fre¬ 
quently a final prognosis can be given after this 
examination. This technique, which requires special 
training, is illustrated at the bottom of figure 4. 

Treatment of the Infertile Man 

Treatment of tire infertile man has been rather 
disappointing on the whole. However, general meas¬ 
ures for the improvement of health and nutrition 
should be outlined. The husband should avoid over¬ 
work and stress. He should reduce his smoking to 
a minimum. Good diet and plenty of outdoor exer- 
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cise are helpful. The gamut of vitamins from A to E 
have been given. Recently there has arisen an 
interest in the value of vitamin C to prevent clump¬ 
ing of spermatozoa. Thyroid or the newer triiodo¬ 
thyronine has been given with some benefit. 

The normal hypothermia of the testes should be 
maintained. The patient should be instnicted to 
wear a type of underwear that does not constrict 
or unduly warm the testicular region. E.xtremely 
hot baths should be avoided. The presence ol a 
varicocele may be a factor, and a testicular support 
or surgical correction may be beneficial. 

Testosterone rebound therapyhas evoked < 
great deal of interest. It has long been known that, 
when testosterone is given to the man, there vill 
be a depression of the sperm count. When testos¬ 
terone therapy is continued, not only will the sperm 
count become depressed but a complete azoosper¬ 
mia may be induced. However, when testosterone 
is then withdrawn, there will be a return to pre¬ 
treatment levels or even an improv'ement in the 
spermatic picture. This so-called rebound phenom¬ 
enon might show great promise, but it is a danger¬ 
ous tool and should only be used in the hands ol 
an expert. Testicular biopsies as well as frequent 
semen analysis are necessary to control such treat¬ 
ment. 

Coital frequency and timing is another method 
of improving fertility'. Certainly, if the e.\act time 
of ovulation can be ascertained, it would make good 
sense to instruct the couple to have coitus at that 
time. Further, if the time of ovulation can be pre¬ 
dicted four or five days in advance, it would be 
advantageous to forbid coitus until the exact time 
of os'ulation. However, the exact time of ovulation 
is still difficult to detect. Delaying coitus until oui- 
lation had already occurred would be fruitless. 
Long periods of se.xual continence will improve the 
total sperm count. Frequent coitus, though reducing 
sperm count, seems to improve tire quality and 
motility of spermatozoa. 

Treatment of the Infertile Woman 


Treatment in the woman depends on improve 
ment in general hygienic and nutritional factors, as 
well as correction of abnormal cervical, utCTine, 
tubal, or ovarian factors, as outlined in the drag 
nostic survey. The diagnostic survey, in itself, is 
therapeutic, and many women will conceive during 
this survey.' Especially significant is the patient w o 
will conceive after improvement of the cervie< 
factor or after tubal patency tests. . 

Cervicitis should be treated, if possible, "o * 
antibiotics rather than by cautery. Although cauter) 
may cure an infected cervix, cervical glands ar® 
destroyed. This destruction of cervical glands dimm 
ishes the normal mucorrhea which occurs just 
to ovulation. Hostile or absent cervical secretions 
are major factors in the infertile woman. This los 
tile cervical secretion frequently may be improve 
with small doses- of estrogen, such as diethyls 
bestrol, 0.1 to 0.3 mg. by mouth daily. 
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Uterine retroversion, hypoplasia, and fibroids are 
rarely factors in infertility. Extreme uterine hypo¬ 
plasia is usually part of an over-all underdevelop¬ 
ment of the female organs and is ehielly secondary' 
to ovarian insulTiciency—a condition difficult to 
improx'e. 

The tubal factor has become less important with 
better control of gonorrhea and tuberculosis. Tubal 
obstructions may be treated medically, by means 
of repeated carbon dioxide patency tests under high 
pressures, to perhaps blow out the fimbriae of 
the tubes, as well as by surgical procedures. Surgi¬ 
cal results have impros'cd with the acbent of finer 
teclmiqucs, antibiotics, and polyethylene tubing 
used as tubal splints. The over-all results" after 
tuboplasty operations, even those done by the best 
surgeons, statistically show less than 13% concep¬ 
tions. Further, there will be an appreciable inci¬ 
dence of tubal pregnancies after such surgical 
procedures. 

The treatment of failure of ovulation depends 
on adequate diagnosis. ^Vhen bilateral polycystic 
ovaries are present, resection of both ovaries has 
been followed by about 66% good results, with re¬ 
sumption of menstruation, ovulation, and concep¬ 
tion. This surgical approach to the so-called Stein- 
Leventhal syndrome has become a popular method 
of treatment. 

Anotlier popular method of treatment has been 
low-dosage x-ray therapy to the ovaries and pitui¬ 
tary gland. Tlris method is also followed by approx¬ 
imately the same percentage of results as the 
surgical approach to the sjuidrome of bilateral poly¬ 
cystic ovaries. However, geneticists have u'amed 
about the danger of increasing the frequency of 
mutations from gonadal irradiation. Scientists in 
general have issued warnings against tire hazards 
of using ionizing radiation for benign conditions. 

Therapy with estrogens, which normally release 
luteinizing hormones and theoretically evoke ovula- 
Uon, has been advocated by many clinicians. Estro¬ 
gen has been given in very small doses as well as 
very large doses. Recently, the use of conjugated 
estrogens (equine), given intravenously,'” has been 
advocated. It further has been suggested that, 
should a patient with amenorrhea and failure of 
ovulation be refractive to intravenously given estro¬ 
gen, the physician is then dealing with the Stein- 
Leventhal syndrome and such a patient should 
have a bilateral ovarian resection. This logic is con¬ 
fusing to me, and, further, I have not been able to 
confirm the good results reported with intravenous¬ 
ly given estrogen. 

The cyclical administration of estrogens and pro¬ 
gesterone also has its enthusiasts. The theory' be¬ 
hind this ty'pe of medication is called “shaking of 
the clock.” Perhaps after menses can be established 
artificially, the pituitary ovarian cyclical function 
will become reestablished and ovulation and men¬ 
struation will continue. Such treatment, however, is 
rarely helpful. 


Cortisone preparations are useful drugs in the 
induction of ovulation in patients with adrenogen¬ 
ital symdrome.” Such women, U’ith adrenal dy's- 
function, show elevation of urinary 17-ketosteroid 
excretion and may' show some signs of masculiniza- 
tion, such as moderate to marked hairiness. The 
present choice of therapy is prednisolone, 30 mg. 
daily', gradually reduced to a maintenance dose of 
10 mg. daily'. 

In the hyqjothy'roid woman the employ'ment of 
desiccated thy'roid, thy'roxine, or triiodothy'ronine 
may show spectacular results. These medicaments, 
unfortunately, are given too frequently' to normal 
individuals without benefit. 

T])e pituitary' hormones, such as those extracted 
from animals or those used in combination with 
human chorionic gonadotropin, have show'n no re¬ 
liable effects in the human. 

Artificial Insemination 

The subject of artificial insemination in its entirety 
is beyond the scope of this paper. Artificial insemi¬ 
nation may be divided into homologous or husband 
insemination and heterologous or donor insemi¬ 
nation. Homologous insemination is indicated when 
there is faulty transmission of spermatozoa from 
the male to the female, due to impotence or pre¬ 
mature ejaculation. Secondly, it is indicated when 
tliere is a severe cen'ical factor precluding sperm 
migration into the uterus. 

Heterologous insemination, where no religious 
prohibition e.xists, is indicated in (1) absolute male 
sterility, (2) severe hereditary' defects in tlie male, 
and (3) incompatibilities of blood ty'pe, botli RH 
and ABO, xwOi sensitization. The results of homolo¬ 
gous insemination are poor. On the other hand, the 
results of heterologous insemination have been ex¬ 
cellent. 

Fast freezing, storage, and subsequent thawing 
of mammalian spermatozoa can be performed witli- 
out impairing the fertilizing capacity. In animal 
husbandry', frozen semen has been successfully used 
for some years. Recently' an interesting experiment 
was reported in the use of frozen human semen for 
insemination, u'ith conception and delivery of 
normal children.’® 

Gaps in Our Knowledge 

A method is needed for diagnosis of a fertile se¬ 
men sample. Veterinarian colleagues say' that the 
best test of bull semen quality is the percentage 
of conceptions after artificial insemination in a 
group of cows. This method of assaying semen 
quality in the human is untenable. Therefore one 
must rely on sperm counts, motility, and morphol¬ 
ogy. Certain standards of semen analysis have been 
set up, but it is still impossible to delineate abso¬ 
lutely a fertile specimen from an infertile one, un¬ 
less azoospermia is present. Again, there is no proof 
of fertility except fertility itself. With an extremely 
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poor ejaculate, a poor prognosis is given, but this is 
frequently in error. Recently I received the follow¬ 
ing letter: 

Last November and December, my \vife and I were pa¬ 
tients of yours with regard to our inability to have children 
during our five and one-half years of marriage. Our family 
physician . . . had sent us to you for examination and advice. 
Our last visit with you was around the first of December 
at which time you stated we had but a slight chance of 
becoming parents and should look into the possibilities of 
adopting a child. You suggested we revisit you in about six 
months for my wife did have some treatments and our case 
was not utterly hopeless. 

I am happy to report that my wife is pregnant, having 
conceived about the middle of December. I presume you 
do keep case histories and this may be of some interest and 
significance in your work. 

I should be interested to hear from you if you have any 
comments or explanations with respect to this, perhaps un¬ 
expected, pregnancy. 

This is an example of an “unexpected” pregnancy 
which occurred in the same month that I had giv¬ 
en a very poor prognosis. The prognosis was based 
on an oligospermia with poor motility. This con¬ 
ception occurred after an intensive survey of the 
couple, which concluded with an iodized oil x-ray 
examination of the wife. 

Treatment of the infertile male needs great im¬ 
provement. Perhaps part of the answer to this will 
be in prophylaxis against viruses and the proper 
management of undescended testes. 

Induction of ovulation by means of a potent pitu¬ 
itary hormone is needed. Unfortunately, the human 
ovary is refractive to animal extracts. To be able 
to induce ovulation by means of a purified chemi¬ 
cal LH principle would solve many problems in the 
induction as well as the timing of ovulation. 

A better test of ovulation timing is also needed. 
Present tests are tedious and perhaps not too ac¬ 
curate. A new simple test for ovulation,'^ based on 
the detection of glucose in the cervical secretions, 
has been described. Should the value of this test 
be confirmed, it would replace the more compli¬ 
cated tests for ovulation. When patients ask me 
whetlier they are ovulating, I tell them that a wo¬ 
man does not ring a bell when she ovulates. Some 
years ago Burr and co-workers '■* demonstrated a 
sharp elevation of electrical potential simultaneous¬ 
ly with ovulation in the rabbit. Perhaps with better 
electronic devices now available, this technique 
could be revived. 

Pregnancy wastage in spontaneous abortions is 
still a great problem. Although a great many vita¬ 
min and hormone preparations have been reported 
to be efficacious, there is still a great need for im¬ 
proved results. Recently the newer progesterone 
preparations have shown promise. Dr. E. C. Reifen- 
stein Jr. has reported favorable results with a long- 
acting injectable progesterone in patients who have 
habitual abortion. 

There are still many unknown factors preventing 
conception. These factors defy even an exhaustive 
surv^ey of the infertile couple. Many of these factors 
may be psychogenic. Perhaps many are immunolog¬ 
ical. 


J.A.M.A., Dec. 13, ijsi 

Summary 

The age of the wife at the time of marriage k 
been shown to have a direct bearing on the hci. 
dence of sterility. Birth control measures, in them- 
selves, have little effect on infertility, except to place 
the wife into an older age group having a statisli- 
cally higher incidence of infertility. The diagnostic 
survey may appear to be tedious and time consum¬ 
ing. However, adequate treatment without an ex¬ 
haustive diagnostic regimen is impossible. Fortu¬ 
nately, though difficult to explain, many patients 
will conceive during or immediately after such a 
survey. 

Perhaps, in the future, tire physiologist or chemist 
will discover a pure pituitary hormone for induc¬ 
tion of ovulation, the psychiatrist will be more help¬ 
ful in reducing stress and anxiety, and the immunol¬ 
ogist will discover the remaining factors. 

30 N. Michigan Ave. (2). 
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HEMORRHAGE AND MASSIVE TRANSFUSION 

Alex W. Ulin, M.D., Seymmir W. Golhib, M.D., Ph.D., H. Saul Winchcll, M.D. 

and 

Edward W. Ehrlich, M.D., Philadelphia 


Within the past few \'car.s, concomitant with 
advances in techniques of collection and storage of 
blood and tlic daring innovations of modern sur¬ 
gery, there has been described a new syndrome 
called “hemorrhage due to massi\’c transfusion.” 
This condition is an uncommon complication of 
surgery, but is particularly associated with large- 
scale procedures. Its cause is said to he thrombo¬ 
cytopenia by one group,' while another group 
ascribes this syndrome to fibrinolysin * and, more 
recently, multiple clotting defects." 

We would like to describe in summary fashion * 
some key findings to date of a study of the blood 
clotting system of 38 patients who received mas¬ 
sive transfusions at Hahnemann Hospital last year, 
mostly from the department of thoracic surgery, 
under the direction of Dr. Charles P. Bailey. 

Twent}'-two patients underwent open-heart sur¬ 
gery and did not bleed (nonbleeders). Eight pa¬ 
tients underwent open-heart surgery and did have 
a hemorrhagic episode (bleeders). Eight patients 
underwent closed-heart surgery and did have a 
hemorrhagic episode (bleeders). Excluded from 
definition of bleeders are those who bled from 
mechanical causes. No obvious preoperative differ¬ 
ences between bleeders and nonbleeders were seen. 
It is our broad aim to answer three questions about 
these patients, and these will be considered in 
order. 

Relationship of Bleeding to Transfusion 

Is bleeding due to massive transfusion or is mas¬ 
sive transfusion given because of hemorrhage? 

The volumes of blood gi\mn to the patients in 24 
hours Or less—usually less—were as follows; Nine¬ 
teen patients underwent open-heart surgery, re¬ 
ceived an average of 5,400 cc. of blood (extremes, 
3,000-11,.500 cc.), and did not bleed. Bleeders got a 
mean total volume of blood that was approximately 
twice that of nonbleeders. Tire eight bleeders who 
were subjected to open-heart surgery received a 
mean total of 9,500 cc. (extremes, 4,000-21,000), 
and tire eight who underwent closed-heart surgery 
received 9,000 cc. (extremes, 3,100-15,000 cc.). But, 
up to' the time of bleeding, bleeders in the two 
groups received about the same total volume as 
nonbleeders (means, 6,000 and 4,600 cc.; extremes, 
4,000-7,750 and 2,000-7,000 cc. respectively). 

These data suggest two important coircepts; 1. In 
the patients studied, massive transfusion may have 
been necessary but was not sufficient in itself to 
produce hemorrhage. 2. The large volumes of blood 

From the Blood Coagulation Research Laboratory' and the Depart¬ 
ment of Surgery, Hahnemann Medical College and Hospital. 

Read before the Section on Pathology and Physiology at the 107th 
Annual Meeting of the American Medical Association, San Francisco, 
June 24, 1958. 


Studies were made of fhe blood doffing 
system of 38 patients who received massive 
transfusions in connection w/tfi cardiac sur¬ 
gery. Of 30 patients who underwent open- 
heart surgery, 19 received from 3,000 to 
11 ,500.cc. of blood and did not bleed, while 
8 received from 4,000 to 21,000 cc. of blood 
and did bleed. Eight patients who underwent 
closed-heart surgery, ond hod hemorrhagic 
episodes subsequently, received from 3,100 
to 15,000 cc. of blood. It appeared that the 
hemorrhages observed were more probobly 
the occasion rather than the result of the mas¬ 
sive transfusions. Eight quantitative laboratory 
tests were applied to blood somples from 
these patients, before, during, and after the 
surgery, but no common cause of bleeding 
was evident. There was no significant differ¬ 
ence between bleeders and nonbleeders with 
respect to platelet count, fibrinogen concen¬ 
tration, or stotus of the plosmo coogolotion 
system either preoperotively or postoperative- 
ly. If would appear that massive transfusion 
aggravates o tendency for "unexploined 
bleeding in the surgical patient," but the pri¬ 
mary blame for hemorrhage cannot be placed 
on compatible massive transfusions. 


given to bleeders u'ere given, in greatest measure 
if not entirely, because of the hemorrhage, and 
thus were a result ratlrer than a cause of hemor¬ 
rhage. 

Defect in Plasma or Platelets 

Wffis there a defect in plasma or platelets? To 
answer this question, we examined tlie coagulation 
system. Figure 1 (left) gives the platelet values of 
patients who underwent open-heart surgery. The 
ordinate is tire count of platelets in 1,000 per cubic 
millimeter. The abscissa shows the times of sam¬ 
pling: initial, preshunt, postsbunt, two hours after 
operation, and 24 hours after operation. The curve 
at the top shows tlie results for the total open-heart 
surgery group. It will be seen that the irlatelet level 
fell during tlie postoperative period and was then 
maintained. The cur\'e at tlie bottom shows values 
of bleeders’ platelets and nonbleeders’ platelets. It 
will be noted that there was little difference be¬ 
tween them at any given time. Tliis finding is sig¬ 
nificant, because bleeding was usually manifest 
during tlie immediate tu'o-liour iiostoperative 
periods. 
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Thus, %vith use of proper controls, i. e., patients 
who received massive transfusion but did not bleed, 
we see that thrombocytopenia may have been nec¬ 
essary but was not sufficient to produce hemor- 
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Fig. l.~Left, absolute platelet values and, right, absolute 
recalcified plasma clotting times in patients subjected to 
open-heart surger)'. 


rhage. We ascribe the thrombocytopenia to dilution 
of patient blood with platelet-poor transfusion 
blood in part. Other data support this concept. 

The plasma recalcified clotting time of the pa¬ 
tients subjected to open-heart surgery (fig. 1, right) 
is a measure of the integrated functioning of the 
plasma coagulation factors. Examination of the 
lower tivo curves shows no difference behveen 
bleeders and nonbleeders that is clinically signifi¬ 
cant. 

Figure 2 is concerned mth other blood clotting 
tests. The thromboplastin generation test (left) was 
used to evaluate the early stage. Examination of tlie 
lower two curves indicates that there is no signifi¬ 
cant difference between bleeders and nonbleeders. 
Similar results were obtained vdth the prothrombin 
consumption tests. 


The final stage of blood clotting, analyzed on the 
basis of conversion of fibrinogen to fibrin, is illuj. 
trated in figure 2 (right). Again, examination of the 
bottom two curves shows no significant difference 
between bleeders and nonbleeders. Of interest is 
the marked 24-hour rise in both groups. 

In regard to fibrinolysin in patients who under¬ 
went open-heart surgery, only two bleeders had 
significant fibrinolysin titers. Also, hvo nonbleeders 
had significant fibrinolysin titers. Fibrinogen levels 
correlated well in these four patients. Otheroise, 
fibrinogenopenia was not in evidence. Fibrinolysin 
was not impressive. No anticoagulant activity was 
found in any patients’ samples at any time. 

Considering next the findings of the blood clot¬ 
ting studies of bleeding patients in the closed- 
heart surgery group, we may summarize by saying 
that they were remarkably similar to the data 
already presented and corresponded test for test 
with the bleeders in the open-heart surgery group. 
In addition, tliere was no correlation between vol¬ 
umes of blood administered and depression of clot¬ 
ting factors or platelet levels. Positive fibrinolysin 
titer was present in the sample of one patient in the 
closed-heart surgery group. 

Thus, considering the average values of groups 
of patients, we may conclude that there was (1) no 
difference between bleeders and nonbleeders’plate¬ 
let values, (2) no difference between bleeders and 
nonbleeders’ plasma coagulation sj'stem, and (3) 
no fibrinogenopenia, with fibrinolysin not impres¬ 
sive. 

Common Cause of Bleeding 

Is tliere a cause of bleeding which is common to 
the bleeders? To answer this, we will examine the 
individual cases of bleeders subjected to open-heart 



The intermediate stage of blood clotting was 
evaluated wdth the prothrombin time determination 
(fig. 2, center). An examination of the bottom txvo 
curves shows no significant difference between 
bleeders and nonbleeders. 


surgery and interpret each one as an isolated case 
of bleeding. We find that the outstanding defects 
were as follows: thrombocytopenia, 2 patients, 
acute depression of thromboplastin generation, > 
acute hypoprothrombinemia, 1; significant fibnno- 



'Vol. IC8, No. 15 


PORPHYRIA-DOLL ET AL. 


1973 


Ij-sin titer, 2; fincling.<: con.sistctit witli a process of 
intravascular coagulation, 1; and problematical, 1. 
Tlicreforc, no common cause of bleeding is evident 

Summary and Conclusions 

Data on 38 patients receiving massive transfu¬ 
sion, including 16 “bleeders,” show that massive 
transfusion was not sufficient in itself to produce 
hemorrhage. Massive transfusion may be, and prob¬ 
ably in large part was, a result rather than a cause 
of bleeding. A common cause for bleeding was not 
evident for all cases. Thrombocytopenia was not 
sufficient to produce hemorrhage. Fibrinogenope- 
nia and/or fibrinolysin was not impressive. The 
vasculature is as yet uninvestigated. 

Consequently, we cannot place the blame for 
lieinorriiage on compatible blood transfusions. 
Transfusions may initiate or aggravate the bleeding 
due to a defective mechanism or a system already 
primed for hemorrhage. Therefore, every patient 
to undergo surgery, regardless of magnitude and 
t)'pe of operation, who seems to show a likelihood 


of requiring transfusions should have a complete 
investigation of coagulation factors. This would 
detect a possible defect that could become clini¬ 
cally significant. In this way, specific therapy with 
the proper blood fraction or factor could be insti¬ 
tuted. 

230 N. Broad St. (2) (Dr. Ulin). 

This study was supported by a U. S. Army Research Con¬ 
tract D.A.-49-007-MD-720. 
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ACUTE INTERMITTENT PORPHYRIA WITH RESPIRATORY PARALYSIS 

Stanley G. Doll, M.D., Downey, Calif., Albert G. Bower, M.D. 

and 

John E. Affeldt, M.D., Los Angeles 


Acute intermittent porphyria occasionally may be 
responsible for respiratory failure and death.' 
Neurological complications of acute porphyria were 
described as early as 1890," and more cases were 
soon added." Denny-Brosvn and Sciarrastated 
that the bulbar manifestations in a severe attack 
of acute porphyria are the usual cause of death. 
One of their patients was kept in a respirator and 
died during the second attack two years later. 
Melkerson and other workers ^ have reported cases 
of patients recovering from bulbar paralysis. 
Hoaglandfound tliat once neurological change 
occurs the mortality is about 75%, death being due 
to bulbar involvement with respiratory paralysis. 
He also stated that such patients relapse and few 
survive more than five years after the initial attack. 
Markovitz" reviewed 64 cases from 1941 to 1953 
and added five of his own. His review revealed tliat 
when the central nervous system was involved, 
especially the cranial nerves, the mortalit)' ranged 
from 60 to 90%. Therefore, cranial nerve involve¬ 
ment indicates a bad prognosis: of 69 patients, 35 

From the Communicable Disease Service, Los Angeles County Hos¬ 
pital; the Respiratory and Rehabilitation Center for Poliomyelitis, 
Rancho Los Amigos Hospital, Do\vney, Calif.; and the Department of 
Internal Medicine, College of Medical Evangelists, Los Angeles. 


Porphyria is characterized by remissions 
and exacerbations; it causes death by produc¬ 
ing respiratory failure. Three patients with 
respiratory involvement during recurring epi¬ 
sodes of intermittent porphyria were treated 
by tracheotomy and mechanical respiratory 
assistance. The cases serve to emphasize that 
such patients may recover from their respira¬ 
tory complication and be ambulant, even after 
a prolonged iiiness and in spite of continued 
excretion of porphobilinogen. Use of the 
respirator is emphasized, because it will pre¬ 
vent death due to paralytic respirotory failure, 
thus allowing time for clinical remission and 
recovery. 


had cranial nerve involvement and 22 died. Vocal 
changes occurred in 26 patients. The patient in one 
of the five new cases he reported died in respira¬ 
tory failure. Use of the mechanical respirator was 
not mentioned. 




1974 


FORPHITIIA-DOLL ET AL. 


Acute intermittent porphjTia is characterized by 
exacerbations and remissions. Consequently, it is 
conceivable that, if a patient can be tided over the 
period of respirator)^ failure by supportive means, 
such as a mechanical respirator, he might return 
eventually to a relatively normal existence. We 
would like to report on three patients who had 
respirator)' failure, who required a respirator, and 
who later became free from respirator care. Though 
such patients are subject to subsequent attacks, this 
report shows they may not produce bulbar or re¬ 
spiratory manifestations. 

Report of Cases 

Case 1.—A 27-year-old woman was admitted first to an 
oudjing hospital on April 15, 1956, because of red urine. 
Except for dizzy spells, weakness, and backache occurring 
intermittently since childbirth in 1954, she had been well. 
On April 13, 1956, she had a sudden onset of severe back 
pain associated xvitli generalized weakness and anorexia. Red 
urine was then seen. Numerous studies were made, but she 
was discharged seven days later, being told tliat it was “all 
in her mind." She was admitted next to a sanitarium and 
kept overnight, being told that, although she had a nervous 
condition, she also was physically ill. Then she saw a chiro¬ 
practor. She became weaker and anorexic, losing 11 lb. (5 
kg.) in three weeks. She had difficulty in swallowing liquids. 
She had abdominal cramps and vague leg and chest pains. 
She lost the use of her arms and legs. She was referred to the 
White Memorial Hospital, Los Angeles, on May 2,1956, witli 
the diagnosis of possible adrenal cortical hypofunction (Ad¬ 
dison’s disease) or uremia. 

The patient’s history revealed that she had had constipa¬ 
tion most of her life, and this had become more severe since 
her present illness. She previously had had “dark urine,” but 
the duration or beginning was not recorded. She had grand 
mal convulsions as a child. One sister also had tliis, as well as 
a “nen'ous breakdown” at the age of 21. Her parents and 
eight siblings are all Ihing and well. There was no family 
history of porphyria. 

On physical examination on May 3, tlie patient had an 
anxious look and was distraught. She spoke in a barely au¬ 
dible whisper. The temperature was 101.8 F (38.7 C) rectally, 
respiration rate 28 per minute, and pulse rate 134 per minute. 
Blood pressure was 150/100 mm. Hg. She had many freckles 
but no unusual pigmentation. Her pupils were xvidely dilated, 
and there was a slight dosvnward deviation of tlie left eye. 
The gag reflex was normal, but swallowing was impaired. No 
tenderness, rigidity, enlarged viscera, or mass was noted in 
the abdomen. There was total flaccid paralysis of all ex¬ 
tremities. Sensory function was intact. The deep tendon re¬ 
flexes were absent except for the ankle reflexes, which were 
2-|- bilaterally. 

Laborator>' studies were done on May 4. The hemoglobin 
level was 13 Gm. per 100 cc. The white blood cell count, 
hematocrit value, and serum potassiiun level were normal. 
Total porph>Tin level in the urine was increased, and findings 
on the test for porphobilinogen were strongly positive. Tlie 
mine turned dark on exposure to the sun. The fasting blood 
sugar level was normal. The urine was cloudy and amber- 
colored, witli a specific graxity of 1.016; there were 5 to 10 
red blood cells and 8 to 10 pus cells per high-power field. 
Findings on tlie Venereal Disease Research Laboratory and 
Kolmer-XVassermann tests were negative. 

Soon after admission, an intern gave 250 mg. of amobar- 
bital (Amj-tal) sodium intravenously in an attempt to slow 
the pulse rate; this was without effect. The diagnosis of acute 
intermittent porph>iia was subsequently made, and further 
use of barbiturates was banned. On Slay 5, a consulting 
neurologist confirmed the diagnosis of neuronitis with por¬ 
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phyria. He advised intravenous administration of procame 1 
Gm. per liter of 5% glucose solution daily, and 10 mj.’oF 
prednisolone every four hours by Levin tube; both tccoa. 
mendations were followed. He noted a definite neuropathy 
tire facial nerve (Bell’s palsy) on May 6. At that time,the 
patient could not wrinkle tire forehead, close her eya, or 
purse her lips. Tetracycline (Achromycin) was givenhecame 
of a urinary tract infection in doses of 250 mg. four time! 
daily. By May 7, the patient was unable to swallow and tube 
feedings were started. 

On May 8, the patient was in respiratory distress and she 
was transferred to the Communicable Disease Unit of the Los 
Angeles County Hospital for respirator care. The alveolar 
carbon dio.xide tension was 55 mm. Hg (normal 40), ghing 
evidence of hypoventilation. 

She was emaciated, disoriented, and acutely ill. She had 
scanning speech and pooled secretions in her throat. Respira¬ 
tory e.xcursions were poor. The muscles were described to be 
of a “doughy” consistency. She had generalized muscle fi¬ 
brillations with paresis of all four e.xtremities. A chest roent¬ 
genogram taken on May 8 showed normal findings. 

Total urine porphyrin and urine porphobilinogen levels 
were highly elevated. An electroencephalogram taken on 
May 17 showed a normal tracing. 

On the day of admission to the Communicable Disease 
Unit, a high tracheotomy was done and the patient placed 
in a respirator. Tetracycline therapy was continued and intra¬ 
venous administration of vitamins was started. Three days 
later, tire patient was rational and had no difficulty in swal¬ 
lowing, but she became irrational periodically. Tlie tempera¬ 
ture returned to normal, and less fibrillatory movement was 
noted in the muscles. Within seven days the patient was 
allowed short periods out of the respirator. On June 4, ha 
xdtal capacity was 1,800 cc. (62% of her predicted normal). 

On June 7, 1956, the patient was transferred to the 
Rancho Los Amigos Hospital Respiratory Center. The trache 
otomy tube was still in place. She had bilateral upper et- 
tremity weakness. The lower e.xtremities showed good fuJ^ 
tion tliroughout, with the exception of poor quadriceps. The 
breatliing pattern was predominately intercostal, and sM 
tended to use neck accessories during quiet breathing. 0^ 
vious disturbance of laryngeal function was demonstrated by 
speech and cough. By June 12, she tolerated being out of the 
respirator for one and one-half hours twice a day; her tune 
out was increased about one-half hour per day, with com¬ 
plete freedom by July 12, 1956. Findings on tests for unue 
porphyrins (including porphobilinogen) were sHll strong) 
positive. Findings on tire tests for urine porphobilinogen e 
came negative first on July 16, about three months after e 
acute episode began. At tire height of her illness, s e 
weighed about 60 lb. (27.2 kg.). By Aug. 16, tliep.r>® 
was able to get in and out of bed alone and go to tlie ba 
room with minimal help. . . 

She had been started on a program of muscle reedue.r i 
and strengthening to all four ertremities after admission 
Rancho Los Amigos Hospital. Diaphragm reeducation a 
coughing e.xercises were given. The patient xvas discliarg 
Aug. 17, 1956, at her request, to return to tlie eastern p-r 
of tire United States. .q-j 

No further contact was had with her until Jan. o, a , 
when she was readmitted to the Los Angeles County 
pital with abdominal pain of one xveek’s duration. i 
this readmission, she had been hospitalized jlqjc 

given medicaments, including barbiturates, by h>^ c 
every four hours for pain. No complaints refaable to 
muscles xvere made on admission, and she weiglieu 
(36.3 kg.). On physical e.xamination her blood q-jq 

130/90 mm. Hg, pulse rate 120 per minute, and rwpi ‘ 
rate 20 per minute. She was alert and cooperative, tier 
tendon refle.xes were 3-)-. Sensory functions were int.ic . 
24-hour urine examination showed positive findings 
phyrins and porphobilinogen. The hemoglobin level an 
and white blood cell counts were normal. Tire patien 


Vol. 1G8, No. 15 


PORPHYMA-DOLL ET AL. 


19-/a 


given 50 nip. of clilorpromazinc (Tliorazinc) hydrocliloride 
intr.anwscnlarly and thereafter 50 inp. every four hours by 
mouth. On Jan. 10, the knee and ankle relle.ves were absent 
and the patient was emotionally labile, hut she had no 
trouble hrcafhinp. Subjectively and objectively she improved 
rapidly, aud .she was discharped on Jan. 17, 1957. No addi- 
tion.al follow-up data arc available. 

Casu 2.—a 01-ycar-old man was referred to the Commu¬ 
nicable Disease Unit of the Los Anpcles Coiinty Hospital on 
June 19, 1956, from another hospital, with the diagnosis of 
acute porphs’ria with an ascending t>T)e of lower motor neu¬ 
ron paralysis and severe respiratorj’ distress. He had devel¬ 
oped abdominal pain on Feb. 11, 1956, which was thought 
to be a recurrence of urcter.al colic, which he had had seven 
yc.ars previously. 

The onset of paralytic sjinpfoms began about June 9. He 
gradually developed par.alysis of tbc lower and tben the 
upper extremities. His voice dropped to a hoarse whisper. On 
the day of admission, he was dyspneic. 

His history was not detailed, cx'ccpt that he had had an 
appendectomy. System review was negative. His family his- 
toiy revealed that a niece had died with porphyria in 1955 at 
the ago of 27 years. 

Tile patient was described as an acutely dy.spneic, perspir¬ 
ing man lying in a “frog-like” position with flaccid extremi¬ 
ties. He talked in a whisper, appeared quite anxious, and 
stated that he was tired. Blood pressure was 140/100 mm. 
Hg, pulse rate 90 per minute, and respirations 32 per minute 
.and .shallow. Temperature was 99 F (37.2 C)' rcct.ally. A heal¬ 
ing vesicular exanthem was noted over the anterior chest and 
inner angle of the eyebrows. The lower part of the abdomen 
was flaccid, and bilateral upper and lower extremity paralysis 
with muscle atrophy was present. Sensory modalities were 
intact. Reflexes were .absent in the lower extremities, with 
the exception of a normal plantar response. Weak biceps re¬ 
flexes were present. The gag reflex was intact. Swallowing 
was normal, and there was no hj'pophaiynge.al pooling of 
secretions. 

Laboratory studios showed tlie hemoglobin level and white 
blood cell count to be normal. Tlie urine was not dark; it 
contained a trace of .albumin and many red blood cells per 
higb-power field. A chest roentgenogram showed both sides 
of the diaphragm to be elevated with a plate-like atelectasis 
present at the right base. Results of the test for urine por¬ 
phobilinogen and uroporphyrin were strongly positive, and 
the urin.arj' coproporphyrins level was slightly elevated. An 
electromyogram of muscle groups of the upper extremities, 
chest, abdomen, thighs, .and legs was done July 19, 1956. 
This showed a lower motor neuron disease of diffuse nature. 

At the time of admission to the Communicable Disease 
Unit, his vital eapacity was 800 cc. (23% of predicted nor¬ 
mal) and tlie tidal volume 100 to 150 cc. Tlie patient was 
placed in a Drinker respirator. He was slightly disoriented. 
A retention catlieter was used until July 3. Procaine penicillin 
G in aqueous suspension (Crysticiilin), dimenhydrinate 
(Dramamine), and aspirin were given. The patient had been 
placed on sulfisoxazole.fGantrisin) tlierapy for mild urinary 
tract infection. 

On July 5, when transferred to the Rancho Los Amigos 
Hospital Respiratory Center, the patient had no difficulty in 
chewing, swallowing, or urinating. Speech was hoarse and 
ability to cough very poor. The breathing pattern was tliat 
of the chest and accessory muscles without demonstrable 
diaphragmatic function. There was no facial or neck muscu¬ 
lar wea&iess, but the abdominal and extremity muscles were 
all weak. 

By July 16, some soft-palate weakness, with tlie uvula de¬ 
viating to the left, was noted. A month after admission, the 
patient became paranoid and disorientated. He developed 
severe atelectasis, and, on Nov. 2, an emergency tracheotomy 
was performed. There was slow but gradual recovery, punc¬ 
tuated by recurrent bouts of atelectasis, complaining behav¬ 


ior, and abdoniin.al pains with occasional vomiting. Urine 
porphobilinogen remained present throughout his hospital 
stay, with the last urine porphobilinogen level recorded on 
May 23, 1957. In spite of the continuous excretion of porpho¬ 
bilinogen, there was gradual improvement. By Feb. 28, 1957, 
he had begun to stand and walk without the aid of respirator 
equipment; the vital capacity was 2,025 cc., diaphragmatic 
function was normal, and function of the upper extremities 
was rated as good. By April 3, no respirator assistance was re¬ 
quired. A course of dimercaprol (BAL) therapy was started 
on hfay 20 and continued for five days without improvement 
in muscle power. On June 15, 1957, be was discharged, and 
24 days later he stopped using a wheel chair. He has not re¬ 
quired respirator assistance since (follow-up until March 
28, 1958). 

Case 3.—A 6-year-old girl was admitted to the Communi¬ 
cable Disease Unit on Feb. 24, 1956. She had been well un¬ 
til 17 days before admission, when .she complained of ab¬ 
dominal pain and malaise. She vomited once but bad no 
fever. During the day of onset, the pain was intermittent; it 
became progressively worse, and she was operated on for 
appendicitis in an osteopathic hospital. Tire discharge diag¬ 
noses there included “acute obstructive appendicitis,” “post¬ 
appendectomy paralytic ileus,” “malnutrition,” and “sub¬ 
acute glomerular nephritis.” She had dark urine. On about 
Feb. 20,1956, the patient developed weakness of the extrem¬ 
ities and respiratory distress with inability to cough. She was 
transferred to the Communicable Disease Unit, where re¬ 
spiratory equipment was available. 

Further history revealed that the maternal great grand¬ 
father and the patient's mother both had had porphyria. The 
mother’s first attack was 10 years previous, xvith dark red 
urine present and pain in the abdomen and legs. 

Physical examination showed the temperature to be 100.6 F 
(38 C) and the pulse rate 160 .per minute. She was an.xious; 
breathing was labored and paradoxical, with the intercostals 
predominately used. The gag reflex was hypoactive and there 
was some pooling of secretions in the throat, but she-still 
could swallow. The ability to cough was very poor. There 
was marked generalized weakness. Sensory functions were 
intact, although both the superficial and deep tendon reflexes 
were absent. Plantar response was nonnal.' 

Laboratory studies revealed a hemoglobin level of 11.4 
Cm. per 100 cc., red and white blood cell counts normal, 
blood urea nitrogen level 23.5 mg. per 100 ml., and serum 
potassium level 3.1 mEq. per liter. The 24-hour urine cre- 
atinin level xvas 2,058 mg. Results of tests for urine porphy¬ 
rins (total and porphobilinogen) remained positive, die last 
time tested being June 8, 1956. Examination of. the spinal 
fluid was normal. A chest roentgenogram showed suggestion 
of right apical atelectasis. Microscopic slides of the appendix 
were obtained and studied, and no pathosis was noted. 

The patient was subjected to tracheotomy and placed in a 
respirator on the day of admission. Three d.ays later, chest 
fluoroscopy revealed tliat diere was a paradoxical motion of 
tire di.aphragm. She was started on tetracycline therapy for 
respiratory infection. She was kept on therapy with 250 mg. 
of thiamine given twice daily for nearly two months. By 
June 1. she was out of the respirator 12 hours on her own 
and by June 4 was in her own bed during the entire 24 
hours. 

She was transferred to tire Rancho Los Amigos Hospital 
Respiratory Center on June 7, 1956. Examination reve.aled 
that she bad a strong diaphragm. Her vital capacity was 
50% of normal. By July 17, she was so improved she used a 
free gait for two hours per day instead of the walker. One 
month later (Aug. 13, 1956) tlie patient was discharged with 
bilateral short leg braces. 

The patient was again admitted to the Communicable 
Disease Unit on Oct. 6, 1956, for severe abdominal pain. In¬ 
termittently, she had had dark urine since June 7. Moderate 
bilateral atrophy of both legs and thighs was present. The 
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urine was dark red-brown. Aspirin, clilorpromazine, and co¬ 
deine were given. She had a fluctuating temperature to 104 F 
(40 C), but improvement was rapid and she was discharged 
Oct. 16, 1956. Leg braces were removed on Nov. 8, but she 
fell occasionally. Both her and her mother’s urines were pos¬ 
itive for porphobilinogen. 

Tire patient was readmitted to the Communicable Disease 
Unit on Feb. 20, 1957, for stomach pains of five days’ dura¬ 
tion, constipation for three days, and leg pains for one day. 
.4t this time, her mother stated that tire child’s urine had 
been dark red-pink since her first attack in February, 1956, 
even when she was fairly well, but had become redder dur¬ 
ing the present attack. She was given chlorpromazine, 10 mg. 
four times per day. She was discharged improved three days 
later. 

She was readmitted to the same unit on June 17, 1957, and 
discharged improved two days later, still on chlorpromazine 
tiierapy. The intermittent pains in the legs, abdomen, and 
chest were insufficient to require prolonged hospitalization. 
The patient has not been seen since. 

Comment 

Three cases have been described with respiratory 
involvement during recurring episodes of intermit¬ 
tent porphyria. These patients’ treatment included 
tracheotomy and mechanical respiratory assistance. 

All three patients developed respiratory failure 
due to paralysis of the respiratory muscles. They 
also accumulated secretions in the aiiAvay due to 
bulbar paralysis or inadequate cough. Either re¬ 
spiratory paralysis or obstructed airway, or the 
combination, as observed in these patients, will 
produce death in a very short time. Death due to 
respiratory failure can be prevented by mechanical 
medical assistance.® Tracheotomy will bypass die 
obstructive material in the hypopharjm.y and per¬ 
mit adequate and frequent suctioning of the lower 
airway, and a mechanical respirator will provide 
adequate ventilation for as long as necessary. 

Porphyria is characterized by remissions and 
exacerbations; it causes death by producing respira¬ 
tory failure. If respiratory function is maintained 
mechanically, time may bring about a remission. 
Although repeated exacerbations of the disease may 
be fatal, these cases indicate what sort of recovery 
is to be expected during the year after the acute 
onset. These serx'e to emphasize that such patients 
may recover from their respiratory complication and 
be ambulant, e\'en after a prolonged illness and in 
spite of continued excretion of porphobilinogen. 

Chlorpromazine was not put specifically to a 
clinical test for evaluation of the results. Universal 
recognition and medical diagnosis of this disease is 
still lacking, and needless surgery and drug ad¬ 
ministration is still noted. These have aggravated 
the underlying condition in most new cases that 
have been described. Inasmuch as the condition is 
inherited, a good history may suggest the diagnosis 
even before the urine porphobilinogen test is done. 
Until the disease is better understood and control 
measures are available, supportive treatment is 
indicated in tire attempt to attain a prolonged re¬ 
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mission. At present, there is more information b 
what not to give tlie patient in the way of treji 
ment than there is on what to give. Chlorpromazme 
currently is being tried, but, though frequentlv 
helpful, it is not the therapeutic answer. The rei- 
pirator is a useful tool to tide over patients nit!) 
respiratory paralysis and, if used, can forestall, at 
least temporarily, what otherwise is certain deatli, 

Summary 

Three case reports have been given of acute inter¬ 
mittent porphyria in which respiratory failure de¬ 
veloped. Treatment included use of the respirator 
until respiratory muscle function returned during 
the period of remission. Use of the respirator is 
emphasized, because it will prevent death due to 
paralytic respiratory failure, thus allowing time 
for clinical remission and recovery. 

Dne patient was noted to improve cflriicailym 
spite of continuing positive urinary porphobilinogen 
findings; the other two improved as the urinars’ 
prophobilinogen excretion decreased. 

13001 Paramount Blvd. (Dr, Doll), 

This study was supported, in part, by a grant from tlie 
National Foundation for Infantile Paralysis, Inc. 
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BALANCED ANALGESIA FOR THE POOR-RISK PATIENT UNDERGOING 

THORACIC SURGERY 

Crisostomo C. Santos, M.D. 

And 

Robert B. Sweet, M.D., Ann Arbor, Mich. 


Tlic rapid growth and progress of surgery on the 
poor-risk patients for thoraeic surgical procedures 
ha\'e seiA'ed to intensify the problems of the anes¬ 
thetist. Today we are not simply concerned widi 
just.an alive patient after a hazardous operation; 
we attempt, with a high degree of assurance, not 
to upset any further the physiological balance pres¬ 
ent prior to operation. We also consider of equal 
importance the rapid and unc\'entful postoperative 
recovery of the patient, with a short, pleasant, and 
safe convalescence. "With these as primary motives, 
use ef t}te uiutJ-geste tec}i!i!qtte nwf ret’ived aud 
furdier improved, and it consequently has gained 
recognition and popularity among several of tlie 
teaching centers in anesthesiolog)'. 

Tlie value of analgesia was first suggested in 
1847 when Snow ‘ described it with use of diethyl 
ether. Snow observed that an analgesic state ex¬ 
isted after emergence from deeper degrees of ether¬ 
ization. In 1921, Gwathmey “ reported on ether 
analgesia by the oral route for operations of short 
duration and for dressing wounds during World 
War I. He claimed that patients under the effects 
of ether analgesia answered questions, suffered no 
pain, and had no memory for the entire event. It 
was not until January, 1955, tliat this idea was re¬ 
vived and reevaluated by Artusio.^ He gave a 
detailed description of the first stage of diethyl 
etlier anesthesia in man and reported his technique 
for major surgical procedures, particularly heart 
surgerj'. Two years later, Schotz and co-workers “ 
reported on succinylcholine and inhalation anal¬ 
gesia for major cardiac and pulmonary surgery. 

We are reporting another technique along this 
line, which was developed at the University of 
Michigan Hospital and used on 100 patients under¬ 
going thoracic surgery and thought to be poor risks. 
The term “balanced analgesia” was coined and 
may be said to have evolved from its immediate 
predecessor, “modern balanced anestliesia.” ° The 
latter implies tlie production of anesthesia with use 
of several agents, often administered by different 
routes, which are detoxified and excreted in sev¬ 
eral different ways. Balanced analgesia, in brief, is 
simply balanced anesthesia minus true hypnosis. 

Technique 

All patients are seen the evening before surgery. 
A complete evaluation of the patient’s chart is made 
before the actual interview. This includes a review 
of his complete history, physical examination, lab- 

From the Department of Anesthesiology, University Hospital and 
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The term "balanced analgesia" implies the 
production of anesthesia with use of several 
agents, often administered by different 
routes, which are detoxified and excreted in 
several different ways. In brief, it is simply 
balanced anesthesia minus true hypnosis. In 
dealing with a poor-risk patient the friendly 
and informal approach to the patient is the 
most humane. Most of these patients are fully 
cognizant of their precarious condition before 
they elect to undergo an operative procedure. 
It is o well-established clinical thesis that 
shock or functional impairment of the circula¬ 
tion will often be induced in borderline pa¬ 
tients by general anesthesia, particularly 
during prolonged procedures. There are four 
merits of a balanced analgesic technique: 

]. The anesthetic agent and supplemental 
drugs used are almost universally acceptable 
to all patients. 2. There is minimal disturbance 
of physiologic mechanisms. 3. A relatively 
wider margin of safety for the potient and 
optimal working conditions for the surgeons 
ore provided. 4. There is a relatively shorter 
and uneventful postoperative course. 


oratory examination, past and present drug therapy, 
and previous operative and anestlietic procedures. 
The conversation with the patient is in a most 
friendly and informal manner. At this time he is 
reassured, and ratlier detailed information of tlie 
preanestlietic and anesthetic procedure, including 
postoperative care, is outlined. However, every 
precaution is taken not to tell tlie patient that he 
will be conscious and questioned during the surgi¬ 
cal procedure. 

Preoperative medication consists of an adequate 
oral dose of pentobarbital sodium given the eve¬ 
ning before surgery to assure a restful night’s sleep 
for the patient; another dose of the same drug is 
given two hours before induction of anesthesia. A 
moderate dose of morphine sulfate, 6-10 mg., and 
scopolamine, not to exceed 0.3 mg., is administered 
by the subcutaneous route one hour before induc¬ 
tion of anesthesia. 

Mlien the patient arrives at the anesthesia induc¬ 
tion room, provision for the convenient intravenous 
administration of drugs is provided by means of a 
three-way stopcock attached to an 18-gauge needle 
in an arm vein, preferably in the down side when 
the patient is in the lateral operative position. Top- 
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ical anesthesia of the lawnx and tracheobronchial 
tree is obtained either transtracheally along wnth 
sinaultaneous administration of 100% oxygen or 
transorally by means of a spray immediately before 
• endotracheal intubation. We believe a 10% solution 
of cocaine to be the drug of choice. Depending on 
die level of the initial blood pressure, meperidine 
hydrochloride in a 1% solution is given intrave¬ 
nously in 10-mg. dosage increments until the patient 
develops signs of partial analgesia to moderately 
■ painful cutaneous stimulation. An interval of ap- 
'oximately two to three minutes is allowed be- 
veen the dosage increments to allow sufficient 
ne for the effect of the meperidine to be ob- 
•rved, since most of these poor-risk patients have 
prolonged circulation time. Additional doses of 
leperidine are not given if any significant degree 
f hypotension develops. If hypotension should 
occur, ventilation is provided with 100% oxygen 
and the patient is placed in a modified Trendelen¬ 
burg’s position until the blood pressure returns to 
the initial level. As soon as the patient’s blood pres¬ 
sure becomes stable, with or without partial anal¬ 
gesia, induction is carried out with intravenously 
given thiamylal sodium in a 2% solution adminis¬ 
tered intermittently in 20-to-40-mg. doses to the 
point of mild hypnosis. By mild hypnosis we mean 
the state in which the patient will barely respond 
to simple questions. A 40-mg. dose of succinylcho- 
line in a 2% solution is given intravenously to ac¬ 
complish a fast and atraumatic oral intubation with 
an appropriate size of Porte.x endotracheal tube. 
Ventilation is again provided with 100% oxygen be¬ 
fore the endotracheal tube is connected to a semi- 
closed circle absorption system. From this point on, 
the respiration is continuously controlled until the 
chest is completely closed. 

We prefer to use either a Forreger or a Heid- 
brink machine, which has a wide and easily read¬ 
able form of calibration for both nitrous oxide and 
oxygen in liters per minute. We then start the ad¬ 
ministration of a gas mixture with IVz liters flow of 
oxygen and 3% liters flow of nitrous oxide and 
allow the patient to breathe this mixture for about 
15-20 minutes. This time period will permit denitro- 
genation and allow a sufficient but safe concentra¬ 
tion of nitrous oxide to be attained in the iratient’s 
system. A continuous slow drip of 0.2% solution of 
succinylcholine, set at 8 to 10 drops per minute, is 
begun. This is used to prevent the initiation of pos¬ 
sible dangerous reflex cardiac arrhythmias from tire 
operative manipulations inside the chest, but in 
such minimal doses it is inadequate to produce 
total neuromuscular block. 

Tlie patient is then placed in position for the pro- 
. posed operative procedure. During the usual sterile 
preparation and draping, the patient is tested as to 
the degree of analgesia attained. The concentration 
of nitrous o,xide is then varied behveen 0 and 67% 
for maintenance of complete analgesia rvithout true 
hj’pnosis. Several doses of meperidine, 1% solution, 
are administered intermittently to fortify the state 
of analgesia prorided by nitrous o.xide. 'The nitrous 
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oxide and meperidine are continuously titrated to 
maintain the desired type of analgesia. Prior to sur¬ 
gery an intravenous 16-gauge needle is placed for 
blood replacement. 

When the pleura is incised and after the rib 
retractor is in place, 10 cc. of a 1% solution o! 
lidocaine is infiltrated into the hilum of the lung on 
the operative side to eliminate bucking on the en¬ 
dotracheal tube consequent to surgical manipula¬ 
tion and compression of the lung. Electrocardio¬ 
graphic recordings are made throughout the sur¬ 
gical procedure with a Cambridge operating room 
cardioscope or a direct writer. Blood pressure and 
pulse rate are also monitored carefully. Adequate 
measurement of blood loss and replacement is as¬ 
signed to the operating room circulating nurse 
under the supervision of the anesthesiologist. 

Through the surgical procedure, the patient is 
questioned intermittently as to his perception of 
pain and comfort. The patient’s ability to think is 
tested by means of simple commands and ques¬ 
tions, and his ability to bear is determined by 
spoken voice. When there is only partial analgesia, 
the patient clinches his fingers tightly or grimaces, 
moves on painful stimulation, and indicates on 
questioning that pain is present. The control of 
these undesirable signs and symptoms of inade¬ 
quate analgesia through the use of relaxants is 
illogical. Instead, we believe it is more rational to 
increase the safe concentration of nitrous oxide 
and/or administer meperidine in order to obtain 
total analgesia. When there is hypotension con¬ 
comitant with partial analgesia, we prefer to in¬ 
crease the concentration of nitrous oxide; "'hen 
partial analgesia is not accompanied by hypoten¬ 
sion, it is preferable to give additional increments 
of meperidine, since it has a less hypnotic effect 
than nitrous oxide. 

Postoperatively, the patients were totally amnesic 
for the events during the entire operative period, 
including the state of partial analgesia.^In genera, 
the postoperative course was short, uneventful, an 
relatively free of significant complications. The 
thoracotomy drainage was usually removed on the 
second postoperative day and the patient was 
ambulant on the same day. 


Results 

The types of operative procedures carried out m 
this series, with use of this particular analgesic 
technique, were as follows; mitral valvuloplas^ or 
valvulotomy (77), Beck 1 operation (1), repak o 
mitral insufficiency (2), pericardiectomy (2), Bn 
nagel’s operation for aortic insufficiency (1), of J 
commissurotomy (heart-lung bypass) (2), repair 
infundibular pulmonary stenosis (heart-lung ; 
pass) (1), Pott’s anastomosis (1), repair of coarc a 
tion of aorta (2), ligation of patent ductus 
sus (1), transthoracic exophagectomy and esophag 
gastrostomy (3), repair of coarctation of aorta an^ 
ligation of patent ductus arteriosus (1), „ 

esophagojejunostomy (1), right midffie lobecto ) 
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(1), exci.sion of inulliple lymphatic mediastinal cysts 
(1), c.xploratory thoracotomy and pleural biopsy (1), 
and second stage thoracoplasty (2). 

There were 62 women and .38 men; the ages 
ranged from 4 to 84 years, with an average of 35.38 
years. Weights ranged from 38 to 197 lb. (17.2 to 
89.4 kg.), with an average of 121.66 lb. (55 kg.). 
The physical status of these patients (according to 
the American Society of Anesthesiologists’ classifi¬ 
cation) was between classes 3 and 4. 

In order to present a better evaluation of the 
statistical analysis of our results, we have divided 
the cases into two groups: (1) operations done on 
patients for mitral stenosis and (2) operations done 
on patients for other than mitral stenosis. The dif¬ 
ferent factors taken into consideration are as fol¬ 
lows: (1) adequacy of preoperative sedation, (2) ef¬ 
fect of preoperative medication on blood pressure 
and pulse rate, (3) amount of thiamylal (2%) used, 
(4) amount of meperidine (1%) administered, (5) 
amount of succinylcholine (0.2%) given, and (6) du¬ 
ration of anesthesia. 

Only 6% of the patients in both groups (5 of 77 
patients in the mitral group and 1 of 22 in the non- 
mitral) had inadequate sedation from the preoper¬ 
ative medication. After the administration of the 
preoperative medication, the average decrease in 
systolic blood pressure was 10.5 mm. Hg in both 
groups (in 56 and 17 patients, respectively, with 
average increases of 8.09 in 16 patients and 13.3 
mm. Hg in 3, and no change in 5 and 3 patients). 
Tire average increase in pulse rate was 8.08 per 
minute in the mitral group and 7.2 per minute in 
the nonmitral group (in 35 and 14 patients, respec¬ 
tively, witli average decreases of 12.8 in 36 patients 
and 9.02 in 9, and no change in 6 and 0). The aver¬ 
age total amount of thiamylal (2%) given per pa¬ 
tient was 126.6 mg. (range, 40-300 mg.) in the 
mitral group and 126.8 mg. (range, 40-280 mg.) in 
patients without mitral stenosis. In regard to suc¬ 
cinylcholine (0.2%), the average amount adminis¬ 
tered to the two groups was 334.3 mg. (range, 80- 
900 mg.) and 473.2 mg. (range, 80-1,000 mg.) 
respectively. The average anesthesia time for the 
mitral group was 158.44 minutes (range, 100-345) 
and 293.26 minutes (range, 155-470) for the non¬ 
mitral group. The average weight of the mitral pa¬ 
tients was 120.98 lb. (54.9 kg.) and 123.91 lb. (56.3 
kg.) for the patients witliout mitral disease. The 
average amount of meperidine administered was 
0.51 mg. per kilogram of body weight per hour, 
and the average amount of succinylcholine given 
was 1.8 mg. per kilogram of body weight per hour 
in the mitral group of patients; in the nonmitral 
group, the average amount of meperidine adminis¬ 
tered was 0.61 mg. and of succinylcholine, 1.7 mg. 

Morbidity.—As expected, our patients did rela¬ 
tively well with this particular type of analgesic 
technique. Most of them maintained their vital 
signs within the normal limits. Patients with short 
periods of marked sinus bradycardia were treated 
adequately with atropine, 0.3 mg. Also some pa¬ 


tients had short periods of moderate hypertension 
and tachycardia from partial analgesia. They re- 
sjjonded satisfactorily to additional increments of 
meperidine and/or increased safe concentrations of 
nitrous oxide. Patients with severe episodes of hem¬ 
orrhage, enough to produce moderate to severe’ 
hypotension, responded adequately to blood re¬ 
placement. 

In one patient, a saddle embolus and a cerebral 
embolization occurred during an intra-auricular 
manipulation of tlie mitral valve. This patient failed 
to regain consciousness immediately at the termi¬ 
nation of surgery, and bilateral stellate ganglion 
blocks were carried out on two occasions post-j 
operatively. At the time of discharge from the hos-j 
pital, this patient was ambulant but still exhibited 
signs of residual moderate left-sided hemiplefiTTJ 
Another patient developed a saddle embolus duf fo 
the intracardiac exploration and manipulation. T 
embolus was removed surgically immediately after 
the mitral procedure, and the patient proceeded to 
do well postoperatively. 

One patient developed a short episode of marked 
hypertension and paroxysmal auricular tachycardia 
during the induction of analgesia. This patient had 
been extremely apprehensive prior to surgery, and,' 
on his arrival in the induction room, it was noted 
that tire preoperative medication effect was inader 
quate. Consequently, there was need for a dose of 
thiamylal, meperidine, and nitrous oxide greater 
than usual to produce and maintain the desired 
state of analgesia. ) 

Mortality.—The over-all mortality in the series 
was as follows: Of the five patients in the mitral 
group who died, three died during the operation 
from severe, uncontrollable hemorrhage due to thy 
markedly calcific and fragile atrial tissues and ont. 
died from venti'icular fibrillation during multipb 
prolonged manipulations of the mitral valve. Au¬ 
topsy findings in this patient revealed marked 
coronary arteriosclerosis, recent coronary thromho- 
sis, and myocardial infarction. The last patient dic- 
suddenly 18 hours after operation from myocardi; 
failure; an antemortem occluding thrombus, e.xtenr 
ing from the left ventricle into the aorta, was four, 
at the postmortem examination. 

An autopsy on the patient in whom mitral com¬ 
missurotomy and reconstruction of an anomalous' 
pulmonary venous drainage was performed dis¬ 
closed chronic rheumatic mitral and aortic valvulitis 
with severe mitral and moderately severe aortic 
stenosis. Also, a nonfunctioning left superior pul¬ 
monary vein which was previously resected 'frcTi 
tlie left subclavian vein and anastomosed into tlie 
left atrium was revealed. This patient finally died 
during the early postoperative period from severe 
uncontrollable pulmonary edema, primarily in the 
left lung. __ 

The other two deaths occurred in patients who 
had had aortic commissurotomy. 'Ventricular fibril¬ 
lation developed during tlie heart-lung bypass. 
Autopsy findings in both revealed severe calcifiC”' 
aortic stenosis xvith marked coronarj' and myo- ; 
cardial degenerative changes. 
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The six patients who died during operation were 
doing well u'itli our particular analgesic technique 
until the occurrence of the tragic precipitating 
episodes. All patients who surx'ived the surgery and 
anesthesia, except the one who developed saddle 
, ^mUolus and cerebral embolism, and including the 
two who died in the early postoperative period, 
were completely awake and coherent immediately 
at the conclusion of surgery. All answered ques¬ 
tions coherently and cooperated enough to cough 
when asked to do so and for hyperventilation to 
be achieved. 

Comment 

In the management of any anesthetic procedure, 
the preparation of the patient must be the first 
consideration. In our experience, we have found 
.the friendly and informal approach to the patient 
' be the most humane, especially when one is 
■aling with a poor-risk patient. Most of these 
patients were fully cognizant of their precarious 
condition before they elected to undergo an opera¬ 
tive procedure. We found them, as a group, to be 
extremely anxious and apprehensive during the first 
visit. By approaching them with confidence and 
sympathy and, in addition, providing them with 
detailed information of tlie anesthetic care, we 
relieved most of these patients of their anxiety and 
fear. Sex'eral of them commented that the pre- 
Operative visit alone, even before premedication 
Iwas administered, completely changed their ap- 
/prehensive attitude toward the approaching opera¬ 
tion. On arrival in the operating suite, most of them 
were sufficiently drowsy to be emotionally calm and 
yet coherent enough to respond to questioning. 

We also noted, much to our surprise, that many 
of the patients in this series who had jrrevious 
experience wdth diethyl ether anesthesia were more 
concerned with the anesthetic agent to be ad¬ 
ministered than with the operation itself. The re¬ 
quest by the patient to “use any anestlietic agent 
S 'thef than etlier” was frequently heard. This is 
nother reason why we thought of introducing 
nother technique which was similarly safe but 
.greeable to most patients in general. 

Pentobarbital sodium is used as part of the pre¬ 
operative medication for its knoxvn sedative and 
somnifacient effects. Ordinary' hypnotic doses have 
no significant untoward effects on the vital func¬ 
tions of the body. Morphine is used for the additive 
sedation it contributes to pentobarbital, for the 
euphoria it produces secondary to the relief of 
worr)' and anxiety, and for its depressant action on 
the metabolic rate. 

Although we are aware of its depressant action on 
respiration, we believe that its concomitant de¬ 
pressant effect on the rate of metabolism lessens 
to some degree its full depressant action on respira¬ 
tion when used in moderate doses. Again, when 
morphine is used in the dosage range we prescribe 
for our patients, it has little effect on blood pressure 
and heart rate or rhythm. The average fall in blood 
pressure in this series after this type of premedica- 
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tion was 10.5 mm. Hg—which we do not consider 
as very significant. We ascribed this change in 
blood pressure as secondary to the sedation and 
lessened physical activity of the patient. 

Some anesthetists believe the additive effects of 
pentobarbital and morphine on the hemodynamics, 
even in the doses we used and especially to patients 
with mitral stenosis, may produce adverse results. 
However, applying the student’s T-test and taking 
the usual 95% confidence level, we were allowed 
ranges of systolic blood pressure before administra¬ 
tion of premedication of 105.999 to 123.845 mm. Hg 
for the mitral group and 110.449 to 134.595 mm. 
Hg for the nonmitral group. Therefore, the mean 
systolic blood pressures of 106.5 mm. Hg and 
122.522 mm. Hg in both groups, respectively, which 
we obtained after the administration of the pre¬ 
operative medication are within the allowable 
ranges, and hence the decreases in the systolic 
blood pressures are not significant. 

Scopolamine is selected in preference to atropine 
because of its sedative, amnesic, and greater drying 
effects; it has also less cardiac vagolytic action than 
atropine. Adequate drymess was present in all pa¬ 
tients on arrival to the operating suite, and this 
was reasonably maintained during the rest of tire 
operative procedure. Tire average increases in pulse 
rate from the readings taken in the ward previous 
to the administration of the belladonna drug were 
8.08 per minute in the mitral group and 7.2 per 
minute in the nonmitral group. These increases are 
not considered as significant to precipitate undesir¬ 
able ventricular tachycardia. 

Again, according to a few anesthetists, any eSec- 
tive drying dose of a belladonna drug may produce 
untoward response to cardiac rate and rhylhm in 
the form of ventricular tachycardia which may lead 
to fatal ventricular fibrillation in patients with 
mitral stenosis. However, applying again the stu¬ 
dent’s T-test and considering the usual 95% con¬ 
fidence level, we were allowed ranges of pulse rate 
before administration of scopolamine of 70.790 to 
89.834 per minute for the mitral group of patients 
and 73.515 to 89.615 per minute for the nonmitral 
group. Therefore, the mean pulse rates of 83.1 and 
89 per minute in both groups, respectively, which 
we obtained after the scopolamine was given are 
within the allowable ranges, and, hence, the in¬ 
creases in pulse rates are not significant. Not only' 
were these decreases in systolic blood pressure and 
the increases in pulse rate statistically insignificant 
but also there were a fair number of cases in which 
increases in systolic blood pressure and decreases 
in pulse rate were obtained instead. . , 

Cocaine (10%) is our drug of choice for topica 
anesthesia of the tracheobronchial tree because o 
its high potency' and longer duration of action. On 
the other hand, in a relatively greater vascular 
area, such as the hilum of the lung, we prefer 
lidocaine (1%) for infiltration because of its 
penetrability and lower potency in case of inadvert¬ 
ent intravascular injection. 
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Nitroii.s o.vklc in safe concetitratiou may bo con¬ 
sidered as the safest and the most innocuous anes- 
thctic gas in clinical use at the present time. It 
does not possess any untoward effects to tissues and 
vital function when used in the absence of anoxia. 
It is nonirritating, nonexplosive, and, in subanes¬ 
thetic concentrations, definiteh' analgesic. The 
optimal concentration of the gas for analgesia 
without loss of consciousness is 35 to 40 vol. 
However, because of its relatively low anesthetic 
potency and when used for major surgical pro¬ 
cedures, it usually necessitates supplementation by 
another analgesic agent. In this case, we prefer to 
use meperidine in intermittent small doses admin¬ 
istered intravenously. Like morphine, meperidine 
produces euphoria secondary to its analgesic action. 
Although it also exhibits sedation, like morphine, the 
ratio of its analgesic to hypnotic potency is greater 
than that of morphine in equivalent doses. Because 
of its depressant effect on respiration, it requires 
manual control of the patient’s ventilation. Witli 
our method of administration of meperidine in 
these patients, we have noted no significant un¬ 
toward effects on the cardiovascular system. Mild 
atropine-like action on the secretory glands of the 
tracheobronchial tree, on the heart, and on the 
bronchial musculature are other minor advantages 
of meperidine which may be wortliy of mention. 

There need not be any particular preference for 
the use of thiamylal (2%); anotlrer thiobarbiturate 
derivative, such as thiopental (Pentothal) sodium, 
may be administered just as well for temporary 
hypnotic induction to afford additional sedation 
during the actual visuahzation of the glottis and 
tire insertion of the endotracheal tube. Because of 
the ultrashort effect and the relatively small amount 
of thiamylal used, recovery from the temporary 
hypnosis is rapid and in a few minutes the patient 
is able to communicate with the anesthetists. It is 
interesting to note that the average amounts of 2% 
solution of thiamylal used for induction in this 
series were almost identical in both groups. This 
may be e.xplained on the basis that the average 
weight of patients in the two groups did not vary 
appreciably. 

Particular preference is given to succinylcholine, 
a depolarizing relaxant drug, because of its short 
duration of action and its easy controllability of 
administration. The 2% concentration of 40 mg. is 
used for the endotracheal intubation in this series, 
although the 0.2% concentration, which is ad¬ 
ministered by the controlled drip during the surgi¬ 
cal procedure, might have just as well served the 
purpose. As was mentioned earlier, in our technique 
we maintain the succinylcholine drip at the rate of 
8 to 10 drops per minute to prevent the initiation 
of possible undesirable reflex cardiac arrhythmias 
from operative manipulations inside the chest.’ 

This concept was upheld in this series by the 
rate occurrence of dangerous cardiac arrhythmias, 
except in the one patient who developed a sudden 
ventricular fibrillation during relatively prolonged 


and multiple manipulations of the mitral valve. This 
particular patient had chronic hypertension to start 
with, and autopsy findings revealed coronary and 
myocardial pathology. 

Inasmuch as we did not obtain continuous elec- 
troencephalographic tracings in all patients duririg'' 
the operation, to determine and maintain a steady 
state of adequate analgesia we depended on the 
patient’s responses to painful stimulation eitlier by 
spontaneous responsive means or by interrogations. 
On rare occasions, some patients suddenly moved 
sufficiently on the operating table to disturb the op¬ 
erating conditions, either from inadequate analgesia 
or from mere restlessness. In this situation, the rate 
of the succinylcholine drip was increased tempor¬ 
arily until enough time was allowed for the addi¬ 
tional dose of meperidine and/or increased ^afe- 
concentration of nitrous oxide to put the paf( jq j 
back into an adequate analgesic state. However] .L _ 
maintain apparent analgesia with a potent relaxantj ■ 
such as succinylchoh’ne, is certainly unfair to the 
relaxed, helpless patient. We do not believe that 
a safe concentration of nitrous oxide alone is potent 
enough to offer the patient sufficient analgesia in; 
major surgical procedures. 

On a few occasions, we tried to maintain and; 
control analgesia in some patients with just the 
maximum safe concentration of nitrous oxide anc3 ! 
continuous succinylcholine drip. These patient^ ■ 
showed freedom of response from painful stimuli/-, 
as long as the dose of succinylchofine drip was 
sufficient to keep them on the operating table, but,, 
as soon as the rate of the succinylcholine drip was 
decreased to the point where these patients could 
manifest the inadequacy of nitrous oxide alone in 
providing sufficient degree of analgesia, contro’^' 
from their dissenting movements would be difficultr 
The slight to moderate differences in the averag'. 
total amounts of meperidine and succinylcholine 
given between the tivo groups may be a functior 
of duration of anesthesia ratlier than the pWent’ 
physical status. 

We prefer the manual controlled type of respir; 
tion for our patients because we feel that we^ca 
provide more adequate ventilation. Subjectively, b^ 
the feel of the bag, we can ascertain to some de¬ 
gree whether the patient is about to take over his ' 
own respiration. Objectively, we can var>' the intra- 
pulmonary pressure from the degree of e.xpansion 
of the lung. Furthermore, our surgeons prefer this 
type of ventilation since they have been used to 
working svith satisfaction under these conditions, Tn 
case there is any sign of spontaneous respiration by 
the patient, we prefer to control the ventilation by 
physiological means instead of resorting to ad¬ 
ministration of drugs. The routine hilar infiltration 
of a local anesthetic immediately on entrance of Jhe_ 
chest cavity proves very satisfying to us in the 
prevention and management of “bucking” during 
manipulation of the lung. This particular type of 
infiltration may be repeated once or tm’ce during 
the whole operative procedure rvithout detriment 
to the patient. 
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It has been recognized for a number of years that 
the experimental animal, rvhen awake, will tolerate 
about twice the amount of hemorrhage that it will 
when anesthetized.® This was proved to be true in 
a fair number of our patients, who, because of the 
marked fragility of their calcified atrial tissue, had 
episodes of severe blood loss and were still able to 
regain tlieir relatively normal homeostatic state 
after adequate blood replacement. 

It is also a well-established clinical thesis that 
shock or functional impairment of tlie circulation 
will often be induced in borderline patients by 
general anesthesia, particularly during prolonged 
procedures. These observations tend to denote that 
general anesthesia exerts an untoward influence on 
the peripheral vascular bed, on the heart, and on 
the circulating blood volume, all of which may be 
>vplicated in the pathogenesis of shock. Moreover, 
nrese effects become more profound and deleterious 
as the depth of narcosis increases.® There are still 
a few anesthetists who believe that surgical trauma, 
if severe and prolonged enough, will produce the 
syndrome of shock unless adequate interruption of 
the noxious stimuli elicited is instituted by admin¬ 
istration of regional anesthetics or by induction of 
deep general anestliesia.‘“ However, there is little 
evidence to support such a concept, and clinical 
I'mpressions indicate that noxious surgical stimuli 
In light planes of anesthesia, more so in the anal- 
'gesic stage, do not necessarily contribute to the 
syndrome of shock. 

In the eight deaths in this series, we did not find 
any direct cause and effect relationship between 
mortality and analgesia. The analgesic state permits 
activity of reflexes which are advantageous to the 
'patient and which help him maintain his physiologi¬ 
cal equilibrium. The patient’s responses to stress 
several kinds, such as anoxia, hypercapnia, 
trauma, and blood loss, would be optimal. Such 
Protective reflex mechanisms are depressed in direct 
Sfoportion to the depth of anesthesia. The most 
-robable explanation of the protection might be 
ue to the state of delicate balance of the auto- 
iomic nei-vous system during the analgesic state 
and that a balanced autonomic nervous system is 
related to cortical control. With the establishment 
of surgical anesthesia and its concomitant cerebral 
depression, one part of the autonomic nervous 
system becomes preponderant over the other and 
deleterious reflex activity results from this im¬ 
balance.® From such consideration has emerged 
the concept that the anestlretist will serve tire pa¬ 
tient best in his efforts to overcome the strains and 
stress which are incident to surgical interference 
by not overloading with a potentially toxic anes¬ 
thetic agent. To emphasize the theory of Selye,” 
the anestlretist can aid the general adaptation syn¬ 
drome of the patient by allowing him as full use 
as possible of his normal physiologic protective 
mechanisms. With this idea in mind, it would ap¬ 
pear that the present trend of using small amounts 


of several agents judiciously, each to accomplish its 
owm purpose, and each interfering with the nonna] 
physiologic processes to a minor degree, would tend 
to permit the patient to make use of his defenses to 
the maximum advantage against the surgical insult 
to which he is exposed. 

Summary and Conclusions 

A new method of analgesic technique for the 
poor-risk patient undergoing thoracic surger)’ was 
tested in 100 patients. The analgesic state affords 
protection to the patient against disturbances of 
the physiological balance and the effects of the 
surgical trauma. Although this method of anesthetic 
management may appear complex, it provides and 
maintains conditions which are not possible with 
simpler approaches. The merits of this particular 
analgesic technique may be listed as follows: 1. 
The anesthetic agent and supplemental drags used 
are almost universally acceptable to all patients. 
2. There is minimal disturbance of physiologic 
mechanisms. 3. A relatively wider margin of safet)’ 
for the patient and optimal working conditions for 
the surgeons are provided. 4. There is a relatively 
shorter and uneventful postoperative course. 

The eventual acceptance of this technique by the 
competent and capable anesthesiologist can only be 
realized through an open-minded evaluation. How¬ 
ever, we would like to emphasize that this par¬ 
ticular technique is not for the novice whose 
knowledge and training in anesthetic management 
may be considered as inadequate. 

1313 E. Ann St. (Dr. Sweet). 
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Due to the role played hy publicity and adver¬ 
tising in modern life, the medical profession has 
inadvertently come to be used to further many 
commercial products and even quasimedical ideas. 
This and other factors has’c made the need for a 
better understanding of the medical sciences by the 
public more essential than es’cr. Toward this end 
several attempts have been made in many geo- 
graphieally dissimilar areas to hold 'liealth forums, 
but most of these were sponsored by newspapers— 
not by the medical profession. Newspaper and 
magazine coverage is and always will be essential 
to the success of anj' i:)ublic program in healdi, but 
their role should not become that of the sponsor. 
Tlie medical profession should remain the sponsor, 
and on this basic premise the Rochester (N. Y.) 
Health Forum was founded. 

Si.x years ago it was our privilege to be assigned 
by the Rochester Academy of Medicine and the 
^'Ionroe Count>’ Medical Society to the tash of es¬ 
tablishing a public health forum for tire dissemina¬ 
tion of medical knowledge by local members of tlie 
medical profession to the regional public. During 
tliese six years, the chairmanship of the governing 
committee has changed to include several physi¬ 
cians and over 35 television programs have been 
presented. This continuing success warrants a re¬ 
view of the evolution of tliis program. 

First Phases 

In the formation of tlie Rochester Health Forum, 
the, suecessful public health forums held in Atlanta, 
Ga., Dade County, Florida, Detroit, and Buffalo 
were studied. They seemed to possess one cornmon 
weakness; each required the public to com^ to tlie 
profession. At this time (one year prior to the 
founding of the Rochester Health Forum) a public 
meeting, “Gamma Globulin and Poliomyelitis, was 
held in the auditorium of the Rochester Academy 
of Medicine at the height of the subject’s emotional 
appeal to the public. The panel was composed of 
individuals popular in medical, civic, and political 
endeavors. Tlie publicity was excellent. Tlie attend¬ 
ance was most discouraging. 

As its first program, the Rochester Health Forum 
again dealt ivith the subject of poliomyelitis at the 
inception of the vaccine program and at the peak 
of incidence not only of the disease but also of the 
fear. Yet, even with excellent news coverage and 
publicity, the employment of a locally popular 
radio, television, and newspaper figure as moder- 


For success in esfablishing a public health 
forum it is not enough to choose timely sub¬ 
jects, engage competent speakers, and secure 
excellent publicity. Data show that the public 
wants to hear about medicine from the medi¬ 
cal profession and that the profession can 
retain control of publicity, provide subjects 
and personnel for the program, and remain 
the sponsor while holding the financial outlay 
to a minimum. The panel type of program here 
described was the most successful and easiest 
to prepare. The participants appeared on 
television cognizant of their subject, and tape 
recordings of the rehearsals enabled each to 
hear the full effect of his own role as well as 
that of the program as a whole. Experience 
makes it possible to adapt the program to 
local conditions, and this endeavor can be 
rewarding alike to the public, the profession, 
and the individual participants. 


ator, and the use of a central auditorium, a very 
small audience appeared. A second public presen¬ 
tation was presented that same year witli tlie co¬ 
operation of a large local chapter of a nationa 
labor union—one of the few meetings betwee' 
medicine and labor which have dealt purely, wdt 
tlie professional aspects of a medical subject. Th 
subject was “Cancer.” Weeks of preparation, ii 
eluding advance publicity and questionnaires, gai 
tlie panel an audience of 900 persons. But sucb a 
approach is not applicable to many groups or lo¬ 
cales. At the outset, tlierefore, it became apparent 
that tlie public relations of the medical profession 
would need to invade more aggressively the public 
media—in this age it centers around television. It 
was not intended that these forums should replace 
the constant necessity of physicians availing theni- 
selves of all manner of opportunity to present die 
'pisA'ersstor, yc, ■scMfi ynrhVi ■gi'wwpft -la 
associations and service clubs. These personal ap¬ 
pearances remain as essential as at any former time. 

Tlie Federal Communications Commission, in 
bcensing television stations, subjects the applicants 
to a tiiorough and cautious investigation to insure 
that the licensee will serve the public interest, con- 
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venience, and necessity. Thus, a certain percentage 
of television time comes to be given to “public 
service” programs. With this in mind, WVET-TV, 
a local station, was approached on the possibility of 
obtaining “free” television time. They were and 
have 'i-emained most cooperative. Thus, the audi¬ 
ence, as judged by audience rating surveys, rose 
rapidly to viewers of over 50,000 television sets. 
One surv'ey showed that the television program of 
the Rochester Health Forum had a greater audi¬ 
ence than President Dwight D. Eisenhower at the 
height of his 1955 campaign. This is cited simply to 
show that the public wants to hear about medicine 
from the profession. The financial outlay by the 
medical societies concerned was held to a minimum, 
i^nd the profession retained control of its publicity. 

Thus, the medical profession assumed the offen- 
ivCj^ in television, and concurrently the television 
ijtau gn di scovered that this type of program had 
appeal. A successful joint effort was 
kd a smooth working team developed, 
Jputting on monthly television shows of 
ler for eight consecutive months each 
^ shows are given during the summer 
The publicity personnel of the television 
^proposed the title “House Call” for the 
one-half hour television programs. Tlie 
profession continued to provide the sub¬ 
personnel for the program. The television 
provided the necessary artistry, audiovisual 
bd managerial personnel, while allowing the 
’ profession.to retain directive authority. 

The Panel Presentation 

the first years, many different types of presen¬ 
tation were attempted. The most successful and 
easiest to prepare proved to be the panel type. The 
noderator of the panel may be a physician or a lay 
<erson, but he must be carefully chosen, since it is 
,e who must unite the speakers into a coordinated 
Tcsentation and keep the tempo of the show mov- 
/ g at a pace appealing to the viewers. The number 
speakers best managed is four, which allows 
eh speaker ample time to cover his phase of the 
ibject. A few minutes is used for formal presenta- 
Jon of his subject (about one-half the allotted 
video time), followed by a question and answer 
period during which the speaker amplifies this sub¬ 
ject. This latter period continues even during the 
“sign off,” avoiding the awkward and time-consum¬ 
ing preparations necessary for a perfectly timed 
poignant end. Thus, the subject matter, rather than 
the mode of presentation, can be rehearsed. 

During the developmental phase of the Rochester 
Health Forum, questions on the subject to be pre¬ 
sented were solicited from several sources and 
presented to the panel in various manners. After 
these experiments, it was decided that physicians 
iware of the questions asked of them on the subject 
- presented could instruct the moderator to ask the 



panel these several obvious questions. It is impor¬ 
tant, though incidental, and significant that the 
Rochester Health Forum has continued to solicit 
questions from any and all sources, whether the 
program be public or televized. At no time has the 
profession regretted this pledge or been embar¬ 
rassed by the assumption of such a task. 

Whatever the choice of the program personnel, it 
is important that they appear on teleWsion 
cognizant of their subject and its presentation. 
Sufficient advance notice must be given so rehears¬ 
als can be adequate not only for each physician hut 
for the group as well. The Rochester Health Forum 
found it helpful to tape record rehearsals in order 
for one to hear the full effect of one’s own role as 
well as that of the program as a whole. In these 
past six years, the Rochester Health Forum has 
utilized the services of over 100 physicians in the 
programs, distributing the load of public relations 
over the members of the profession. 

Subject Matter 

Any subject, or any phase of a subject, can be 
dealt with. The point or “message” of each show 
must be simply stated and clearly presented. For 
instance, with a program on congenital heart dis¬ 
ease one could make a great many points-and yet 
by examples the message of one particular pro¬ 
gram was that some, not all, persons with congeni¬ 
tal cardiac disease have correctable defects and that 
your physician is tlie one to help you decide. It is 
important to stress “your physician” and to censor 
the program so that one does not commit the pro¬ 
fession as a whole to a course of action given by 
one physician-speaker. 

One can maintain clear differences of opinion on 
a subject, and one can truly say what medicine 
does and does not know. One need not be a con¬ 
stant optimist. Over the years many letters have 
been received commending the Rochester Health 
Forum on the manner in which the truth about 
medicine has been presented. 

Also, one can implant many incidental ideas into 
the audience, i. e., the role of the hospital interns 
and residents^ in modem medicine. One ott- 
quoted comment during the television show on 
“Childbirth” demonstrates this point. One of the 
panelists, while speaking of the role of the intern, 
said: “Remember the intern who assists me today 
may deliver your daughter tomorrow.” 

This is true good public relations. As a matter o 
fact, to lighten one year’s program the Womens 
Auxiliaries of the Monroe County Medical Society 
and the Rochester Academy of Medicine were a • 
lowed to put on a Christmas show. This met with 
considerable success. It also pointed up the impor¬ 
tant role played by the wife and family m every 
physician’s life. 

Health forums cannot be commercially spon¬ 
sored. All physicians are aware of the poor showing 
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a now defnnct tcle\’isioii program gave the profes¬ 
sion between the "commercials.” The sponsor of 
health forums must remain the medical profession. 

Comment 

The Rochester Health Forum is run by a commit¬ 
tee small enough to be useful and yet sufficiently 
large to handle the several chores. Tlie officers 
have had their tenure of office staggered so tliat 
some continuity to the over-all program can be 
maintained. The function of the committee is not 
only to produce the shows but also to insure ad¬ 
vance publicity and notices and to constant!)' ap¬ 
praise each show for its full effect on the audience 


and the profession. To assist in the establishment 
of the Rochester Health Forum, we served as co- 
chairmen of the committee for three years. 

Each locale will have its own ground rules and 
modus operandi, but it is hoped that by setting 
forth tliis experience others might be encouraged 
to enter the field of public relations. This endeavor 
has proved to be rewarding to all individual phy¬ 
sician participants and valuable to tlie medical 
profession. Incidentally, the combined cost of this 
enterprise to both sponsoring societies is less than 
$1 per physician per year. 

26 S. Goodman St. (7) (Dr. Townsend). 
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In 1952, a scoring system was devised to evaluate 
the condition of infants born at the Sloane Hospital 
for Women.' Its use has increased yearly in various 
clinics. This report will discuss the incidence of the 
scores of 15,348 infants, the corresponding death 
rates, the relation to biochemical studies, and con¬ 
siderations for improving the system. The adoption 
of this method by the Collaborative Study of Cere¬ 
bral Palsy has resulted in valuable criticism from 
other clinics using it for the first time. 

The incidence of scores, in all types of deliveries, 
does not vary significantly from that found in two 
previous reviews" (fig. 1, fop). Approximately 6% 
of the infants were severely depressed, 24% moder¬ 
ately so, and 70% were in excellent condition. The 
incidence in the three major types of deliveries, 
vaginal vertex, cesarean section, and breech, varies 
greatly (fig. 2). Over 20% of infants delivered by 
breech presentation fall in the severely depressed 
group, while only 12% of those by cesarean section 
and 3% of those by vaginal vertex delivery score 
0, 1, Or 2. 

The over-all death rates were the same as with 
a .smaller number of patients (fig. I, bottom); 15% 
of groups 0, 1, and 2 died. When subdivided ac¬ 
cording to type of delivery (vaginal vertex, 1.4%; 
cesarean section, 3.8%; breech, 13.3%), breech de- 

From the Anesthesiology Service, the Presbyterian Hospital, Sloane 
Hospital for Women, Babies Hospital, departments of anesthesiology, 
obstetrics, and gynecology and pediatrics, Columbia University, College 
of Physicians and Surgeons. 

Bead before the Section on Obstetrics and Gynecology at the 107th 
Annual Meeting of the American Medical Association, San Francisco, 
June 26,1958. 


The condition of each newborn infant was 
expressed by a score, the sum of five numbers 
obtained within 60 seconds after-complete 
birth. The numbers were determined by ob¬ 
jective observations of heart rate, promptness 
and vigor of the first respiratory efforts, and 
reflex response to certain stimuli, muscle tone, 
and color. The highest possible score was } 0, 
representing the optimum condition of the in¬ 
fant. The predictive value of such scores is 
here established by a study of the scores of 
1 5,348 infants, for the death rate among in- i 
fants scoring 2, 1, or 0 was 15%, while that 
for infants scoring 10 was 0.13%. The score 
was found to be a meosure of the relative 
handicaps suffered by infants born prema¬ 
turely, delivered spontaneously at term, deliv¬ 
ered by cesorean section, or subjected to 
other obstetrical and anesthetic hazards. The 
lower scores were generally associated with 
chemical findings characteristic of asphyxia 
in the blood obtained by umbilical catheter- - 
izotion. The score was especially useful in 
judging the need for resuscitative measures, 
such as respiratory assistance. 


liveries showed the highest mortality (fig. 3). This 
is directly related to prematurity. While 35% of the 
infants delivered by breech presentation at Sloane 
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Hospital were between 500 and 2,500 Gm. (1 to 
5.5 lb.), 90% of the deaths were in premature in¬ 
fants. 

Since the majority of neonatal deaths occur in 
^"^^ture infants, it was thought wise to examine 
the'scoring system with special emphasis on this 
group. The following graphs show that the in¬ 
cidence and the death rates of the various scores 
follow a pattern similar to the entire group (fig. 4). 



Fig. 1.—Distribution of scores in evaluation of newborn 
Viants in all types of deliveries (top) and in evaluation of 
3ie\vbom infants and neonatal deaths in vaginal vertex de- 
"livery and cesarean section { bottom ). 


The scoring system has been used as a guide to 
-'junneed for resuscitation. Since the death rates 
tilropped quite sharply after a score of 4 in the 
erf'eliminary study, we have used a score of 4 or 
■jsss as an indication to assist ventilation. During 
•he past two years, we have had an opportunity to 
,\heck this clinical impression with biochemical 
'tudies immediately after birth and can relate the 
ndings to the score.'* Since the arterial blood of 
re-quarter of the vigorous infants was 10% satu- 
■.ted or less, it soon became evident that oxygen 
.“alues alone had no relation to the clinical condi- 
.tion of the infant. However, no infant with good 
■oxygen values in his arterial blood was depressed. 
If, in addition to hj’poxia at birth, an elevated ten¬ 
sion of carbon dioxide, a low pH, and low buffer 
base value existed, the infant was severely depressed. 

After using umbilical arterial samples as a better 
reflection of the infant’s condition than umbilical 
vein blood, it was decided that blood obtained from 
inside the baby by umbilical catheterization gave 
the truest values. 'The methods used have been re- 
nnrtef! ■>'—■>-=•• ■-islyand detailed chemical findings 
presented to th^f another communication. In sum- 
these e.vpCTiment!., 3 ygjy instance the pCOo in the 
ware of the questik^jj jjj umbilical artery. Like- 
presented could insr, ^ase values were lower 


in blood taken from within the infant. All these 
findings point to the rapid development of respira¬ 
tory and metabolic acidosis during and immediate¬ 
ly after birth.'* Whether or not these condifions are 
detrimental to mental and metabolic development 
remains to be proved, but they can hardly be de¬ 
sirable. The findings stress the importance of 
prompt treatment by the simple process of ventila¬ 
tion. Intentional delay during the course of delivery 
is not to be condoned. 

With a few exceptions, the more asphyxic the 
blood values, the lower the score one minute after j 
birth. Using the buffer base value as the measure 
of the duration of asphyxia, the value in infants 
with scores of 4 and lower was 29.3 mEq. per liter, 
while those with scores of 8, 9, and 10 were 36.6 
mEq. per liter. This is statistically significant 
(p <0.001) (fig. 5). 

The exceptions remain to be explained and in 
general are related to the type of anesthesia and 
medication administered. It has been shown pre¬ 
viously that the babies born after use of regional 
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Fig. 2.—Incidence of scores in evaluation of newborn in¬ 
fants in three major types of deliveries. 

anesthesia in the mother are more vigorous than 
after a general anesthesia, though skillfully ad¬ 
ministered.® The explanation probably depends on 
the action of general anesthetic agents in the 
presence of asphyxia. The drugs used for regional 
anesthesia may pass through &e placenta hut do 
not appear to augment the asphyxic depression o 
the infant. 
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Three palienl.s willi score.s of 2 or 3 showed 
buffer base values well above Ibc average. All three 
molhers were given aneslbclics by inhalation. It is 
likely that their low scores were due to reversible 
drug depression, rather than deranged acid-base 
balance. 

Two other patients, with a score of 6, bad buffer 
base values below the average for that score. One 
of these mothers received spinal anesthesia for 
delivery of a distressed infant with impacted 
shoulders. Eighteen minutes elapsed before sus¬ 
tained respiration. The other was a breech delivery 
of moderate difficulty, with cyclopropane as the 
anesthetic. 
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Fig. 3.—Incidence of scores in evaluation of newborn in¬ 
fants and neonatal deaths in three major types of delivery. 


Practical Considerations in Using the 
Scoring System 

After a year’s trial with two individuals deciding 
on the score at various intervals after birth, it was 
decided that 60 seconds after the entire birth of 
the infant, irrespective of delivery of the placenta, 
represented the time of most severe depression 
after birth. In the Sloane Hospital the cord has 
been cut by this time, and the infant is in the hands 
of an individual other than the obstetrician. In many 
hospitals, such is not the case. Those obstetricians 


who practice slow delivery and delayed cl 
of the cord until pulsations of the umbilical. 
cease still have the infant in the sterile field, 
ever, if the obstetrician is reminded of the p 
of time by another observer, he may assign a ai 
even though the cord is still attached. Two pc'| 
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Fig. 4.—Distribution of scores in evaluation of 1,642 pr. 
mature infants (top) and of 214 neonatal deaths in prerat. 
ture infants weighing 500 to 2,500 Gm. (1 to 5.5 lb. 

( bottom). 

are given for each of the following vital sign 
color, respiration, muscular tone, nasal irritabilib 
and heart rate. All infants with a score of 8, 9, c 
10 are vigorous and have breatlied within secr-^'^ 
of delivery. In this group, scores of 8 or 9 re.j.. 

77 Infants-Aortic Blood 1 



Fig. 5.—Relation of buffer base values to scores in evalua¬ 
tion of aortic blood from 77 newborn infants. 


a lower score for color. The infants with a score 
of 4 or less are blue and limp and have failed to 
establish respiration by one minute. With increas¬ 
ing depression the last two vital signs, reflex irrita¬ 
bility and heart rate, disappear in that order. 
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„ . six years of experience, the method has 

simple to teach to any personnel regu- 
: the delivery room, whether obstetricians, 
„.*'iSiologists, pediatricians, medical students, 
,^duate or student nurses. \Vhoever has the 
^7, directly in his care at one minute can best 
^ n the score. When two or more people decide 
^'^..jt-Jndently, we find a range of one value above 
below a decided score to be the widest varia- 
1 . This occurs chiefly in the mildly depressed 
)up, i. e., score 5, 6, 7. Variation is rare in in- 
its with high or low scores. There is also less 
riation if tlie score is decided quickly. 

Jn clinics where delayed clamping of the cord 
routine, tlie test for reflex irritability with nasal 
. '•heter is not satisfactory. Also, when the infant 
! - ving lustily, a sneeze may not be seen. A brisk 
^ mtial slap of the soles of the feet has been 
NUk to be a simpler and more effective method 
. mg this response. A cry is given a value of 
; 7,, grimace or movement a value of 1, and no 


Method of Scoring in Evaluation of Newborn Infant° 

Scoret 


V Sign 0 12 

Sart rate. Absent Slow '(<100) >100 

l>pIrntory effort.. Absent Weak cry: Good; 

, hypoventlla- strong cry 

lion 

.uscle tone . Limp Some flexion o£ Well 

.qj, extremities flexed 

3 iflex irritability Xo response Some motion Cry 

1 “esponse ol skin 
'Tidmulation to leet) 

olor . Blue; ’ Body pink; Completely 

pale extremities pink 

blue 


-“jjt.'nluation 60 seconds alter complete birth of infant (disregarding 
ird and placenta). 

til t Score of 10 indicates infant in best possible condition. 
eJT 

3 ^action, 0. Although the catheter may not be used 
do test reflex irritability, it is of value in the delivery 
;iOom diagnosis to exclude atresia of the nose, 
t,’icsophagus, duodenum, jejunum, or rectum. 

All criteria are not of equal importance. With 
lie introduction of the scoring system, it was felt 
.hat if each of the five criteria was weighted with 
a formula to give it proper significance, tlie system 
' would become so complicated that it would not be 
used at all. Our first effort was to have the evalua¬ 
tion system used widely. Recently, after reports 
from individuals ® and from advisory board of tlie 
National Institute of Neurological Diseases and 
"STlindness as to the relative value of the five criteria, 
there is no doubt that the first two, heart rate and 
respiratory effort, are much more important than 
the next two, muscle tone and reflex irritability. 
Color is of the least importance. There is no ob- 
' jection whatsoever to revising the numerical situa¬ 
tion to provide more accuracy, but deviations from 
the original scoring system should be clearly stated 
in such reports. 


Muscle tone evaluation is performed visually. 
The tonus of a well-flexed infant is as obvious ^ 
the absence in a completely flaccid one. Anythin^ 
in between receives a value of 1, rather than 2 or 
0. With the recent fortunate increase in personnel 
in the delivery room, due to the National Institutes 
of Health program in 16 cooperating hospitals, 
objective measurements of muscle tone have been 
undertaken. To date, we are unfamiliar with the 
value of these detailed observations. 

Serial scoring is of value. Although we have no 
statistics to prove the clinical impression as yet, it 
appears that the longer a low score stays low, the 
worse the prognosis for survival. If a score of 0,1,2 
does not improve by 15 minutes, the prognosis is 
extremely grave. Only occasionally does a good 
score, such as 8, 9, 10, drop after one minute. This 
is almost always associated \yith enthusiastic efforts 
to aspirate the pharynx or to empty the stomach 
too soon. The cause is usually from the catheter tip 
touching the vocal cords, in a vigorous infant, and 
causing reflex laryngospasm. Other causes are 
respiratory obstruction or hypoventilation from 
drug depression. These complications are com¬ 
pletely preventable. 

A working plan for the scoring system is pre¬ 
sented below. The only changes from the original 
chart are the omission of the word “irregular” to 
describe respiration and the new method for testing 
reflex irritability. 

Summary 

The incidence of scores and death rates in the 
evaluation of 15,348 newborn infants at the Sloane 
Hospital for Women varies in the three major tjpes 
of deliveries: vaginal vertex, cesarean section, and 
breech presentation. This method of evaluation is 
useful in analyzing premature infants. Biochemical 
evidence corroborates the value of this scoring 
system. The infant is evaluated according to color, 
respiration, muscular tone, irritability, and heart 
rate. 

622 W. 168th St. (32) (Dr. Apgar). 
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National Institutes of Health, Public Health Service. 
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LO^^'ERING BLOOD LIPID LEVELS BY CHANGING FOOD PATTERNS 


j Helen B. Brown, Ph.D. 

I and 

( Ir^’ine H. Page, M.D., Cleveland 

There is strong circunistanlial evidence that the 
’el of blood cholesterol is causallv associated 


( ith the incidence and severity of atlierosclerosis. 
i he ler’cl in turn may be in part controlled by the 
t uantity and quality of fat in the diet. Vdiile neither 
f these propositions has been proved,' enough is 
now’ll to suggest the value of wider spread experi- 
lents to determine their validity. 

The recent finding tliat the serum cliolesterol 
jvcl may be reduced by some unsaturated vege- 
able oils ■ makes such a test at least possible. Up 
’o the present, use of these oils has largely been in 
Forniula diets" and not \'ery palatable mixed diets.^ 
Further, the experiment w’as almost by necessity 
short-term because the diets ivere not prepared for 
long use. 

^^^lile this is not the time for radical change in 
the diet of the public, most ini'estigators would 
agree that a reduction in the amount of fat in the 
diet is desirable. There are, how’ever, groups of 
patients that include those with family history of 
premature heart attacks, oi’ert In'perlipemia, or 
both, in whom a special diet or, much better, a 
‘way of life” is a tlierapeutic necessity. Tlie latter 
group has been our first concern, but with experi¬ 
ence gained it has become evident that the objec¬ 
tive of low'ering the serum cholesterol level and 
avoiding obesity can be achieved w'itb foods pre¬ 
pared in most cases quite as palatably as is current 
practice. 

Food Patterns 

Diet has become an unfortunate word. It means 
to most people sveight reduction or a hospital diet, 
restrictive and unappetizing. The dictionary is 
kinder to die word: it comes from the Greek diaita, 
a manner of living. And so diet involves not only 
food but die attendant human values of conversa¬ 
tion, companionship, and aesthetic satisfaction. 
Tamper with a man’s food and you tamper with 
the basic pattern of his life. 

It has been our hope that a w'ay of life may be 
evolved which will slow the rate of development 
of atheroma with its attendant heart and brain dis¬ 
ease. To attempt this W'e realize that first we must 
think in terms of individuals before populations. 
Tlie individual must be able and willing to follow 
the recommendations in his business and social life 
W’itliout making food the main concern of existence. 

An acceptable food pattern requires that foods 
be readily purchasable, easily prepared, suitable 
for the whole family, and adaptable to varied cul- 

From the Research Division of the Cleveland Clinic Foundation and 
the Frank E. Bunts Educational Institute. 


If is agreed fhaf the reduction of fhe inci¬ 
dence and severity of atherosclerosis might 
depend, in part, on a reduction of the amount 
of animal fat in the national diet. Substitutes 
must be found for the foods that are to be 
avoided. The use of vegetable oils makes it 
possible to provide much the same kinds of 
food to which people are accustomed, and 
foods so prepared require no individual prep¬ 
aration for the patient since they are suitable 
for the whole family. This was demonstrated 
first by a 21 -day test in four active young 
physicians and later by a study, continued for 
6 to 24 months, in 16 patients with atheroscle¬ 
rosis. The principal source of fat was a mixture 
of 94 % cottonseed oil, 1.5 % monostearin, 
7.5% disteorin, and 3.0% tristearin. Data on 
serum cholesterol levels showed that the food 
pattern here described reduced the serum 
cholesterol levels in normal and in many hy- 
percholesteremic people. In some it was more 
effective than the low-fat diet. The food pat¬ 
tern is sufficiently developed to suggest its 
use on a larger scale. 


tural backgrounds. A simple prohibition of foods 
without the offer of something else as satisfying is 
futile. Witness the 6% rise in cigarette consumption 
after w’arnings against lung cancer and heart dis¬ 
ease. 

Serum cholesterol level may be reduced by txvo 
essentially different diets. One is the strict low’-fat 
diet and the otlier is a diet containing a minimum 
of animal fat along witli sufficient vegetable oil to 
provide a normal total fat intake. Tire low-choles¬ 
terol diet is essentially one low in animal fat and is 
not considered separately here. 

These two intrinsically different diets, unfortu¬ 
nately, are sometimes misinterpreted as being inter¬ 
changeable. The low-fat diet omits as much of all 
fats as possible from all food sources. It provides 
only 10 to 15% of the total calories as fat, most of 
which is animal fat (table 1). The vegetable oil 
diet is basically the low-fat diet xvith the addition 
of vegetable oils. This diet substitutes vegetable 
oil for most of the animal fat eaten in a normal 
diet. It is important to stress the substitution of one 
kind of fat for another. The addition of a few’ 
tablespoons of oil to a basically normal food pattern 




BLOOD LIPID LEVELS-BROWN AND PAGE 


in whicli 42% of tlie calories is animal fat (and hy¬ 
drogenated vegetable oil) will not lower the serum 
cholesterol level.' 

Low-Fat Diet.—Onr version of tire low-fat diet 
contains 30 Gm. of fat daily. This is mostly animal 
fat, and substantially all of it is eaten at one meal 
as suggested by Wilkinson.® The low-fat diet elimi¬ 
nates fat—containing dairy products, table (butter 
and margarine) and cooking (lard and hydroge¬ 
nated shortenings) fats, egg yolks, and nuts. In¬ 
take of meat fat is reduced by avoiding pork and 
b}' use of lean beef instead and by frequent use of 
veal, poultry, and fish. By having the meat fat all 
in one meal, not only the catabolism of fat may be 
more complete but also the person is assured of 
one satisfying dinner each day. For the fat-free 
lunch, low-fat (less than 1 Gm. per serving) fish 
and poultry are suggested. Other practical sugges¬ 
tions include low-fat cookery, low-fat recipes, and 
lists of low-fat foods and meats. A list of meats, 
usually obtainable in restaurants, is included, which 


Table 1.—Composition of Normal, Low-Fat, and Vegetable- 
Oil 2,000-Calorie Diets 

Type Diet 


Composition 

Normal 

Low-fat Vegetable-oil 

Fat, Gin. 

. 90 

30 

90 

Animal . 

. GG 

15 

15 

Hydrogenated... 

. 11 

k 

0 

Vegetable oil ... 

. 13 

1 

76 

Protein, Gm.. 

. GO 

70 

70 

Carbohydrate, Gm. 

. 235 

3G3 

225 


will provide no more than 5 Gm. of fat. Such recom¬ 
mendations have been collected in a low-fat cook¬ 
book, mimeographed and furnished to each patient. 

Tliis low-fat diet has been followed successfully 
at home, at work, and at play. However, in spite of 
these suggestions, the diet tends to become monot¬ 
onous after a year or so. It is a diet in the unpleas¬ 
ant sense of the word because its variety is limited. 
There are currently few commercial food products 
which meet its requirements. The production of 
more such foods should be a challenge to the food 
industry. 

Vegetable Oil Food Poffeni.—Addition of vege¬ 
table oil to the low-fat pattern makes possible greater 
variety and palatability. Our current vegetable oil 
pattern is composed of carbohydrate, 45% of the 
calories, protein 14%, and fat 41%. Seven per cent 
of the calories derive from meat and 34% from cot¬ 
tonseed oil. Thus, for e.vample, a daily intake of 
2,000 calories consists of 225 Gm. of carbohydrate, 
70 Gm. of protein, and 90 Gm. of fat—meat provid¬ 
ing 15 Gm. of fat and vegetable oil 75 Gm. 

This pattern is similar to tire food pattern fol¬ 
lowed by Americans, in which 85% of the fat is 
from animal and hydrogenated fats and 15% from 
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vegetable oils (table 1).’ Vegetable oil rephe 
animal fat in this food pattern; 17% of the fat is 
animal and 83% of vegetable origin. 

One chemical characteristic of fats is measur 
by their iodine value, which indicates their degi 
of unsaturation. Animal fats, the popular hyd 
genated shortenings, and tropical nut oils such 
coconut oil and cocoa butter are relatively hig 
saturated and have low iodine values (10-80), Sal 
nut, and seed oils contain a large proportion 
unsaturated fatty acid, primarily linoleic, and h; 
high iodine values (105-138). Some of the unsa 
rated fatty acids are essential to the proper nu 
tion of rats and other mammals. Linoleic acid is 
“essential fatty acid” which is not synthesized 
the body and must be supplied in the diet. 

The degree of saturation of an individual 
determines the effect on the serum cholesterol le 
when the fat is taken as the only source of diet; 
fat, as in so-called formula diets.®" Saturated f 
with iodine values below 90, such as those pres( 
in dairy products, meats, eggs, margarines, anC' 
hydrogenated shortenings, tend to increase the 
serum eholesterol level; relatively unsaturated vege¬ 
table oils with iodine values above 90, rich in 
linoleic acid, tend to decrease the serum choles¬ 
terol level. When saturated and unsaturated fats 
occur together in the diet, the hypercholestereniic 
tendency of each gram of saturated fat can he 
counteracted by about 3 Gm. of unsaturated fat.'' 
Serum cholesterol level reduction occurs when tlie 
unsaturated fat supplies from 30 to 40% of the cal¬ 
ories in the diet.® But such oils have little effect 
when taken in addition to the usual amount of sat¬ 
urated fat present in normal American foods.® These 
facts have been determined by special “formula 
diets or by carefully controlled diets of mi-xed food¬ 
stuffs. Valuable as they are in tests, such diets are 
unpalatable and impractical for common use. Me 
have tried to transform the diet formula into an 
appetizing and varied food pattern. 

Practical Administration of Vegetable Oil 
Food Pattern 

Reduction of Saturated Fat in Food Pattern- 
One of the most serious problems to the cook is 
how to limit animal fat and yet provide adequate 
amounts of high-grade protein.-We have solved tlie 
problem by substituting protein foods low in anima 
fat for those high in it. Much of this fat can e 
avoided by eliminating butter, whole milk, cream, 
Cheddar cheese, egg yolks, and products containing 
these in quantity. Skimmed milk, dry cottage 
cheese, and egg whites, each in varied forms, pm 
vide first quality protein. . 

Fat in meats, fish, and poultry varies from ® 
than 1 Gm. to over 30 Gm. per serving. A 
can be kept to 15 Gm. a day, as suggested for ^ 
low-fat diet, by proper selection of meats. V e na\ 
listed the meats for our patients according to 
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fat provided per serving, including a list for restau¬ 
rant use. These choices do not affect the normal 
quantity or quality of the protein while still limit¬ 
ing the saturated fat intake. 

Further reduction of saturated fats is accom¬ 
plished by avoiding oleomargarine, hydrogenated 
shortenings, coconut, chocolate, cocoa, and foods 
made from them. The same low-fat cooking tecli- 
niques used for the low-fat diet also contribute to 
reduction of saturated fat in the vegetable oil food 
pattern. 

Substitution of Vegetable Oil for Animal Fat.— 
Cottonseed oil and soybean oil are tlie only oils 
with the proper chemieal eharacteristics for use in 
the vegetable oil diet, which are, at the same time, 
available in sufficient quantity in the United States 
for common use.'” Others, such as corn and peanut 
oil, which ha'v'e proved valuable for serum choles¬ 
terol reduction, are marketed only in small quan¬ 
tities. 

All fats and oils produced for food in the year 
1955-1956 in the United States amounted to a little 
more than 10 billion pounds.'” Over half of this was 
comprised of unsaturated oils in the following pro¬ 
portions: soybean oil, 31.1%; cottonseed oil, 18.7%; 
corn oil, 2.7%; and peanut oil, 0.7%. Corn oil is al¬ 
ready near the peak of production possibility. One 
bushel of com produces only 0.75 lb. of oil as 
compared noth 11 lb. from a bushel of soybeans. If 
all the com raised in the year cited had been di¬ 
verted to com oil food products, it would have 
supplied only 7% of the total edible fats produced 
in that year. Obviously any widespread use of oils 
would require tlie utilization of cottonseed and 
soybean products. 

We have used a “modified” vegetable oil, pre¬ 
pared for this study by Dr. Fred H. Mattson of the 
research and development department of Procter 
and Gamble Company, which will be referred to as 
“M.” It consists of 94% cottonseed oil, 1.5% mono¬ 
stearin, 1.5% distearin, and 3.0%> tristearin. About 
11 to 21% of these additives are absorbed." This 
shortening can be made into a spread for bread, 
can be used as shortening for baked goods, and will 
emulsify in a blender with nonfat milk solids to 
yield reconstituted “milk,” “cream,” or “ice cream, ^ 
of any desired fat content. The advantages of M 
over commercial cottonseed oil are its blandness and 
this ability to emulsify. But no special product is 
necessary for the vegetable oil food pattern. Com¬ 
mercial com, cottonseed, or soybean oils are excel¬ 
lent for cooking and baking. Two or three teaspoons 
of such oils added to each serving of a low-fat food 
converts it to a satisfying, flavorful product. These 
uses are in addition to their more common use as 
salad oils. 

We have not yet determined the dietary effect of 
natural foodstuff containing vegetable oil, such as 
nuts, on the serum cholesterol level. Fried foods 
have also been avoided because the amount of oil 


absorbed by them and the chemical changes which 
occur during frying are both uncertain. Tlrese prob¬ 
lems are under study. 

Research Kitchen and Patient Instruction.—The 
practical aspect of our dietary project center is the 
special research kitchen (Mrs. Jean Perry Spod- 
nick, dietitian in charge; Miss Margaret Foust, head 
of the Cleveland Clinic Hospital dietetics depart¬ 
ment) where weighed meals are prepared, low-fat 
cooking methods tested, sample dishes prepared for 
fat analysis (Mrs. Ann M^ahl Scanu, in charge), 
and recipes tested and developed. We have bor¬ 
rowed recipes and ideas from many sources. 

Our continuing search is for desirable substitutes 
for the foods which must be avoided. Large appe¬ 
tites can be satisfied with large servings of veal, 
fish, and poultry. We have attempted-to obtain tlie 
patient’s cooperation by removing the feeling of 
guilt when home or business circumstances make 
the food pattern difficult to follow. A full discussion 


Table 2.—Vegetable-Oil Diet Pattern and Sample Menu 
Served in Tests 


rood Pattern* 
Breakfast 
Pniit, 1% servJngR 
Cereal, 100 Gm. 

Bread, 45 Gm. 

Spread, 5070 **M”, 10 Gm. 
*‘Crenm’*, 207o “M”, CO Gm. 
Skim Milk, 1.50 Gm. 

Sugar, 10 Gm. 

Luncheon 

Fi?h or substitute, lOO Gm. 
\cge\a\>\cs, Wc, IW Gm. 
Yeeetaldcs, 5 % 100 Gm. 
Vegetables, 10 %, 100 Gin. 
Bread, SO Gm. 

Spread, 50% “M". 10 Gm. 
‘‘Cream", 20% “51", CO Gm. 
Fruit, 1^4 serrings 
Sugar, 10 Gm. 

Dinner 

Lean meat, 150 Gm. 
Vegetable?, 20%., 100 Gm. 
Vcgetatiles, 5%?, 100 Gm. 
Vegetables, 10%, 100 Gm. 
Bread, 30 Gm. 

Spread, .50% “51", 10 Gm, 
“Cream", 20%, “51", CO Gm. 
Fruit, 1 serving 
Dessert (standard recipe), 

I serving 

“51" oil. In dessert, 17 Gm. 
“51" oil, in cooking, 20 Gm. 
Sugar, 10 Gm. 


Menu for June Day 
Breakfast 

Melon 

French Toast 
(mode with egg white) 
Maple Syrup 
Spread 
Skim Milk 
Coffee 
“Cream" 

Sugar 

Tuna Patties 
Catsup Sauce 
To.«3ed Garden Salad 
French Dressing 
Nut Tree Bread 
Spread 
51int Sherbet 
Coffee 
“Cream" 

Sugar 

Dinner 

Beef and Liver Creole 

Baked Potato 

Fresh Asparagus Spears 

C’elery Curls 

Hard Roll 

Spread 

Strawberry Tart 

Coffee 

“Cream" 

Sugar 


•Food pattern supplies about 2,500 calories. Amount of animal fat 
and “51" oil are kept constant each day. Fruits, vegetables, and cercaW 
are interchanged, as shown in sample menu. 


of such circumstances has often provided a solution 
for the difficulties. 

Instruction includes the serving of several meals 
from tire research kitchen, demonstrations of the 
preparation of special “M” products, and presenta¬ 
tion, witli discussion, of our “Vegetable Oil Diet 
Instruction and Recipe Book." Individual monthly 
conferences give us a good estimate of how well 
the food pattern is being followed. At tlris time the 
patient is weighed, his blood sample taken for 
analysis, and his problems discussed with physician 
and nutritionist. 

Advantages and Disadvantages of Vegetable Oil 
Food Pattern.—Use of vegetable oils makes it pos¬ 
sible to provide the same kinds of food to which 
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people are accustomed. Vegetable oil foods require 
no individual preparation for tlie patient, since 
they are suitable for the whole family. They allow 
added calories to be supplied easily, which is an 
advantage over the low-fat diet. 

The principal disadvantage is that the usual com¬ 
mercial foods are not necessarily prepared wdth 
vegetable oil, and hence more home cooking is nec- 


Table ^.—Dietary Components and Sources of Fat and 
Protein Used in Diet Tests 

Vegetarian Diet Vegetable Oil Diet 




Calories, 


Calories 

Dietary Components* 

Gm. 

% 

Gm. 

% 

Carbohydrates . 

.. 30S.O 

48.4 

200 

4C.3 

Protein . 

87.0 

13.6 

87 

13.7 

Egg albumin . 

Meat . 

13.0 


41 


Milk .*.. 

■IC.O 


20 


Vegetable and cereal. 

28.0 


26 


Fat . 

.. 107.5 

38.0 

113 

40.0 

Animal . 

0.0 

0.0 

12 

4.2 

“M” oil . 

OG.O 

33.9 

89 

31.6 

“Basic”f . 

11.5 

4.1 

12 

4.2 


* Total calories, 2,550. 

i Fat contained in cereals, fruits, and vegetables. 


essary. Dinners out with friends and restaurant 
meals present problems. These disadvantages are 
common to all special diets. In this regard, vege¬ 
table oil food recommendations resemble a thera¬ 
peutic diet rather than a food pattern. 

Tlie greatest danger to the logical development 
of an efective food pattern is the premature claims 
for the virtues of any one particular feature of the 
food pattern without proper evidence to back it 
and the rush to capture the market with prepara¬ 
tions of still unproved value. The many inevitable 
failures will not increase public confidence in those 
changes which might be desirable. 

Vegetable Oil Food Pattern 

The effectiveness of this food pattern for reduc¬ 
ing the serum cholesterol level was demonstrated 
both in two-to-three-week weighed diet tests in 
which the subjects ate all their meals from our diet 
kitchen and in tsvo to eight months continuing trial 
of the food pattern at home. Many patients were 
subjects of both the diet test and the home trial. 

The weighed diet tests supplied an average of 
44% of the calories as carbohydrate, 14% as protein, 
and 42% as fat, unth sufficient calories^tq maintain 
weight. The fat content of the foods, was deter¬ 
mined by analysis as follows; meat,'4% total cal¬ 
ories; “M” oil, 33%; and all other foods, including 
fish, 5%. Table 2 gives an example of the types of 
food served. 

Food supplies for the entire experimental period 
were stored before the test began, to insure uni- 
formit>\ Bread was from the same baking, chicken 
from the same flock, meat from tlie same cut, and 
canned goods from the same pack. AU food servings 
were weighed. Each lot of “M” spread and “cream” 
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was analyzed by petroleum ether extraction"' 
basic food servings including fish were analyzed for 
fat after grinding, acid hydrolysis, and ether extrac- 
tion.*"" A sample of each meat sendng was set 
aside for analysis and pooled according to the kind 
of meat and analyzed. 

The test periods were from 11 to 21 days. Weight 
was recorded daily before breakfast and caloric 
intake altered to maintain the weight to within 
± 2 lb. Food was completely eaten. The subjects 
were sufficiently cooperative to inform the kitchen 
of dislike of a single food so tliat a substitute could 
immediately be prepared. This rarely occurred. All 
subjects were encouraged to be physically active. 
The normal young men and svomen, employees of 
the Cleveland Chnic, carried on the usual respon¬ 
sibilities and social life. Some of the patients with 
elevated serum cholesterol levels came into the hos¬ 
pital on the convalescent floor but were out of 
doors daily. Others came in for all their meals to 
the research kitchen from their normal activities. 

Blood samples were drawn at the beginning and 
end of the test as well as at five-to-seven-day inter¬ 
vals during tire test. Total cholesterol level was 
determined in each sample and serum lipid frac¬ 
tions and lipoprotein levels (—Sj.oj, or negative 
sedimentation or flotation rate at density] . 21 . deter¬ 
mined in the ultracentrifuge) at the beginning and 
end. 

Totol 



Effect of “M” Oil on Lipids of NormochoUs- 
teremic Persons—The “M” oil was made the only 
significant source of fat for a 21-day test in four 
active young physicians. Vegetables, fniits, cereals, 
bread, skimmed milk, egg whites, and “M” consti¬ 
tuted the vegetarian diet (table 3). Serum choles- 
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terol valuc.s were about 250 lug. per 100 ml. during 
tlic control period on freely eliosen foods. These 
levels dropped 40 to 80 mg. by the end of the test 
period (fig. 1 and table 4). The lipoprotein pattern 
was normal and remained so; triglyceride fractions 
were approximately normal, \\0tlnn .30 days after 
the test, when the subjects U’cre again on freely 
chosen foods, the serum cholesterol bad returned to 
its control level. 

Tablh 4.—Aocrape Senun Cholesterol Levels in Indimduals 
Comnniug iVonno/, Low-Fat, and Vegetable Oil Diets 


Nonnal VcKrtnrfnn VcKetnble Oil 

----A___A_ 
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* Individuals are listed In ascending order of cholesterol concentration 
on normal diet. Periods of weight loss or fever are omitted from aver¬ 
ages. All had normal thyroid function as judged by radioactive iodine 
uptake, and normal glucose tolerance test, except for diabetic patients. 

t Key: l, atherosclerosis—a, angina pectoris, b, cerebral, c, heart dis¬ 
ease, d, myocardial Infarction, e, obliterans, f, renal, and g, general; 
2, diabetes; 3, familial hypercholesteremia; 4, fatty liver; 5, hyperten¬ 
sion; and 6, xanthomatosis. , j 

1 Serum cholesterol level during 21-day weighed food test served from 
research kitchen. „ . 

§ Hypercholesteremlc previous to coming to Cleveland clinic: on sell- 
selected lovr-fat diet, estimated fat Intake 40 to (50 Gm. per day. 
il Cholesterol level determination done in another laboratory. 

* 1 30 Gm. vegetable oil per day. 

5 50 Gm. vegetable oil per day, 

** 100 Gm. vegetable oil per day. 

The same subjects underwent a similar test ex¬ 
cept that the diet contained meat, supplying 15 Gm. 
of meat fat in addition to the “M” oil (table 3). 
Again the cholesterol levels fell 40 to 80 mg. and 
returned to the preexperimental levels after 30 
days on freely chosen foods (fig. 1). 

Cottonseed oil “M” successfully reduced the 
serum cholesterol level well below that present in 
normal persons with a free choice of foods when 


the oil supplied 34% of the calories. This was also 
true when 15 Gm. of meat fat, providing 5% of 
calories was included in the diet in addition to 
“M” oil. 



Fig. 2.—Normal cholesterol levels attained in patient re¬ 
ceiving low-fat diet, maintained on “M” food pattern, in¬ 
cluding 21-dny test period in which weighed foods were 
served from research kitchen (table 4, subject 12). 

Vegetable Oil Pattern in Hyvercbolesfercn’r Pa¬ 
tients.—Sixteen patients witli atherosclerosis, among 
whom several had xanthomatosis, myocardi 1 inraic- 
tion, diabetes, and hypertension were studied (table 

4). 

Control blood samples were taken covering periods 
up to four weeks until there was reasonable uni- 
formit)' in serum lipid values. These 16 have con¬ 
tinued on our dietary study for 6 to 24 months. 

Thirteen of tliese patients were placed initially 
on low-fat diets for 3 to 15 montlis, and then all 
were given the vegetable oil food pattern. The 
average serum cholesterol levels are given in table 
4, the patients being arranged only according to 
their hypercholesteremia on freely chosen foods. 



Fig. 3.—Normal cholesterol level attained in patient on 
“M” vegetable oil food pattern, ineluding 21-day test period 
in which weighed foods were served from research kitchen 
(table 4, subject 14). 

Cholesterol values of 300 mg. per 100 ml. or less 
were reached by three patients on the low-fat diet 
and were maintained on the "M” food pattern. An 
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example is sho\\'n in figure 2. Normal values were 
attained by three other patients on the "M” food 
pattern alone (fig. 3). Four of the patients exhibited 
reduction of cholesterol levels, but not to normal, 
on die low-fat diet. The “M” food pattern brought 
their lei'els to normal. The values of one of these 
patients is shown in figure 4. 



Fig, 4.—Sliglit reduction of serum cholesterol level on low- 
fat diet, and further reduction to 300 mg. per 100 ml. in 
patient on vegetable oil food pattern (table 4, subject 15). 

High cholesterol values were still present in 
tliree patients, though the low-fat diet had pro¬ 
duced some reduction. In these individuals the 
“M” food pattern did no more (fig. 5). 

Elevated serum cholesterol levels fell promptly 
in the two diabetic patients on the “M” food pat¬ 
tern. The pattern was adjusted to their carbohy¬ 
drate requirements, providing 33% of the calories 
as carbohydrate, 21% as protein, and 46% as fat 
(meat fat 57o and “M” 41%). One of the diabetics 
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a greater reduction. A few patients with severe 
essential hypercholesteremia respond only moder¬ 
ately to either food pattern. 

Elevated low density lipoprotein and triglyceride 
levels tend to be less effectively reduced than seram 
cholesterol levels. The triglyceride fraction, after 
an initial period of reduction, returns to its former 
level. These and other changes in lipid constituents 
will be reported in detail later with Dr. Lena Lewis 
and Dr. Harriet Dustan. 

Comment 

Reduction of serum cholesterol levels to or near 
normal was achieved by either a low-fat diet or tlie 
vegetable oil food pattern. Serum chole.sterol levels 
fell within a few days or weeks with either tj'pe ot 
diet. In some individuals tlie level was lower on 
the vegetable oil food pattern than the low-fat diet, 
and in all individuals it seemed to be much more 
steady (fig. 4 and 5). This steadiness is also demon¬ 
strated in patients who went off the diet briefly. 
One patient went on a fishing trip and ate what¬ 
ever was provided, including fried fish daily. At 
tire end of a week his serum cholesterol level had 
risen only 25 mg. Another patient treated himself 
to prime steaks for two weeks while on the “M" 
food pattern. His cholesterol level rose 40 mg., but 
on the low-fat diet, one day’s indulgence in ham 
increased it 70 mg. Cleaidy, the serum cholesterol 
level is less variable with the v'egetable oil pattern 
than with the low-fat diet. 


i.v. 



was changed to the low-fat diet because of weight 
gain. Cholesterol values did not rise. The one hyper¬ 
tensive, normocholesteremic patient had a drop of 
100 mg. in serum cholesterol level on the “M” food 
pattern. 

Botli the low-fat and “M” food patterns effec¬ 
tively reduce serum cholesterol levels, but in some 
hj'percholesteremic patients the “M” pattern exerts 


A partial e.xplanation for the action of tliese die 
on serum cholesterol lies in the nature of the fa 
they contain. The normal food pattern supphfi^ 
sufficient saturated fat to keep the cholesterol leve 
relatively elevated. The low-fat diet reduces the 
saturated fat intake to an amount that does not 
affect tire concentration of serum cholesterol, an 
so the cholesterol level is lower than on usua 
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diet. Tlie vogetalde oil loocl pattern is effective in 
decreasing sennn cliolcsterol level because it not 
only cnrlail.s intake of .saturated fats below the 
hypercholestercnuc coneentration but also increases 
the intake of unsaturaled vegetable oils to the e.x- 
tent that it exerts a hypocholesteremic aetion. This 
double action may be one explanation for the 
greater effectiveness of the vegetable oil food pat¬ 
tern over the low-fat diet in some patients and for 
the ineffectiveness of the addition of a few table¬ 
spoons of vegetable oil to a basically normal food 
pattern high in saturated fats. 

The vegetable oil food pattern differs from tra¬ 
ditional diets in its flexible choice and preparation 
of food while still conforming to the basic require¬ 
ments of the pattern. By the use of \'egetable oils, 
foods low in animal fat may be made sufficiently 
palatable so that people ordinarily will eat them 
with relish. Skillful use of these oils can make the 
difference betu’een a tasteless diet and a food pat¬ 
tern not much different from the average American 
food customs. While the dishes are not perfect, 
still they are a vast improvement over the usual 
suggested diets. 

It .should be emphasized that tlie food patterns 
discussed here reduce the serum cholesterol level 
but do not equally affect the other lipid constitu¬ 
ents. It would be rash indeed to suggest that the 
other constituents are of no concern from the point 
of view of atherogenesis. Clearly it remains to be 
shown that food patterns such as we propose are 
antiatherogenic. Our efforts have been to convert 
diets into food patterns so that any antiatherogenic 
value they have may be determined on large num¬ 
bers of people. As long as individual diets had to 
be prescribed, there was little possibility of obtain¬ 
ing long-term experience from larger groups con¬ 
cerning a relationship between lowered blood cho¬ 
lesterol level and atherosclerosis. While further 
pilot studies must be made, it would appear that 
some tests on larger populations may even now be 
undertaken. 

Summary 

A food pattern has been devised which makes 
use of ordinary foodstuff, is easy to prepare, and 
is acceptable to many people. This jrattern reduces 
serum cholesterol levels in normal and in many 
hypercholesteremic people. In some it is more effec¬ 
tive than the low-fat diet. The key to the food pat¬ 
tern has been the use of a modified unsaturated 
vegetable oil in combination with foods low in 
saturated fats. 

While our goal of ready availability and com¬ 
plete acceptance has yet to be achieved, the food 
pattern holds promise of relatively easy practica¬ 
bility'. Tlie food pattern is sufficiently developed to 
suggest its use in a broader test of the tlieory 
relating blood cholesterol levels with atlierogenesis. 
There is much y'et to be learned before we can 


recommend the present pattern as a proper modi¬ 
fication of the American bill of fare, which chance 
and choice and custom have approved. 

2020 E. 93rcl St. (6) (Dr. Page). 

This study was supported in part by a grant from the 
National Heart Institute, National Institutes of Health, Pub¬ 
lic Health Serviee, Bethesda, Md. 
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PHYSICAL CONDITIONING PROGRAM FOR ASTHMATIC CHILDREN 

Merle S. Scherr, M.D, 
and 

Lawrence Frankel, Charleston, W. Va. 


Supervised respirator}' and physical exercises 
have been utilized for many years as a means of 
improving respiration in patients who have bron¬ 
chial asthma. Since 1935 the literature has con¬ 
tained numerous articles concerning physical meth¬ 
ods of attempting to relieve or improve bronchial 
asthma.’ Most workers have concentrated on re¬ 
spiratory exercises alone, with a general physical ex¬ 
ercise program being placed in the background. 
When the situation of repeated suppression of phys¬ 
ical exercise occurs in asthmatic children, a life¬ 
time pattern may be set up which may prevent the 
patient from participating in physical activities 
even when he is free from asthma. The combination 
of overprotection by parents and physical incapac¬ 
ity due to asthma can frequently lead to the asth¬ 
matic child being deprived of all physical activities. 
This may result in great mental suiBFering and loss 
of much initiative and confidence which aid in his 
personalit}' adjustment to life. 

In November, 1956, a program was started at the 
Charleston, W. Va., Young Men’s Christian Associa¬ 
tion (YMCA) which combined the teaching of 
breathing exercises with physical conditioning exer¬ 
cises on a level which was designed for the individ¬ 
ual child. The first group of participants in this 
program consisted of six boys who were suffering 
from moderate to severe asthma. The program con¬ 
sisted of exercises which were performed in game 
style. Each child was taught to compete with him¬ 
self and not necessarily with the group. The respir¬ 
atory exercises used were those outlined by the 
Asthma Research Council, London.' In addition to 
these respirator)' exercises, the group was taught 
nonrespiratory g)'mnastics in a program, devised by 
us, which would not e.xhaust the child. These con¬ 
sisted of apparatus workouts with the Roman rings, 
horizontal bar, and medicine ball, climbing rope, 
swimming, tumbling, and similar gymnastics. An 
attempt xvas made to develop confidence in these 
asthmatic children by teaching combatives which 
included the basic skills of boxing, judo, and self- 
defense. The progress of each child was recorded 
for each activit)'. 

In May, 1957, the program was enlarged in order 
to allow girls to, participate in tire activities. Total 
class size was hmited to 25 children behveen the 
ages of 6 and 14 years. The program meets on two 
afternoons each week at the YMCA, and emphasis is 
placed “on daily home practice of tlie activities. A 

Chief, Allerg>* Clinic, Charleston Memorial Hospital (Dr. Scherr), 
and Research Associate, YMCA Asthma Conditioning Program (Mr. 
Frankel). 


Asthmatic children often develop a paffern 
of suppression of physical exercise that de¬ 
prives them of initiative and confidence. In 
order to break this pattern a program of phys¬ 
ical activities was developed. The experience 
here described involved 25 children under 
active treatment for bronchial asthma. A re¬ 
markably broad range of activities was found 
possible, from basic breathing techniques and 
postural exercises to swimming and self- 
defense. Each child was encouraged to try to 
improve his own record rather than to com¬ 
pete with the other children. For some it was 
the first experience with physical exercises of 
any kind. Parents were usually excluded from 
the first few sessions with each child until the 
child was able to master each of the tech¬ 
niques presented to him. With proper atten¬ 
tion to the bronchial asthma as allergy and 
with the cooperation of patient, parent, 
physician, and physical instructor, the results 
obtained were beneficial to the children both 
in combating the disease and in improving 
personality adjustment. 


total of 28 children have been enrolled in the pro¬ 
gram since its organization. It is felt that this pro¬ 
gram will enable the teaching of respiratory ana 
physical exercises to be placed on a local level avail¬ 
able to all asthmatic children by utilization of the 
YMCA type facilities as found in most cities of the 
United States. 

Equipment and Personnel 

The physical fitness director of the Charleston 
YMCA was employed to carry out the actual teach¬ 
ing in the program under tire supervision of a 
trained allergist. The most essential part of the en¬ 
tire asthma conditioning program is the instructor. 
He must be well qualified for teaching and must 
have patience in dealing with asthmatic childron. 
Furthermore, he must be taught the basic essentials 
concerning allergy, and astlima in particular, m 
order tliat he may appreciate the problems involve 
with these children. AH children have previously re¬ 
ceived permission from their physicians to partici¬ 
pate in the program and are under active treatment 
for bronchial asthma. 
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Nylon-co\'crotl, allergcn-frce mats, containing 
foam rubber as a filler, were used for all procedures 
wliicb required a borizontal position and flat sur¬ 
face. With the exception of these special mats, reg¬ 
ular YMCA facilities were used. The equipment re¬ 
quired, most of which is usualh’ found in a YMCA, 
consists of mats (foam rubber, plastic covered), 
horizontal bars, Roman rings, knotted nylon rope 
(about 26 ft.), unknotlcd nylon rope (about 26 ft.), 
medicine ball, basketball and baskets, boxing and 
wnrestling rings, boxing gloves and protection equip¬ 
ment, stop watch, judo jackets (homemade), class 
uniforms, swimming pool, and other equipment as 
found useful for particular groups. 

A uniform was adopted which consists of a judo 
jacket and white rubber-soled tennis shoes, shorts, 
and T-shirts. The children named tbemseh'es "Buck¬ 
ing Bronchos’’ (from bucking bronchial asthma), 
and the T-sliirts obtained were so lettered, enabling 
each child to be identified with the group. This was 
felt to be important since the individual perform¬ 
ance in a group activity was stressed. A stop watch 
was necessary' in order to gauge the individual 
cliild’s performance. The atmosphere surrounding 
the program is one of play and not one of medical 
treatment. The fact must be stressed if the child’s 
interest is to be kept active. Music is utilized in 
performing many of the exercises. We have found 
that this creates more interest and lessens fatigue 
than if the exercises are performed as a “gym’’-activ- 
ity. 

Specific Methods 

The program is divided into the following four 
broad phases: basic breathing techniques, postural 
exercises, gj'mnastics, and adaptation conditioning 
or confidence building activities (combatives). 

Basic Breathing Techniques—AW basic breathing 
techniques are performed competitively in that the 
child competes with his own ability and not with 
the ability of his neighbor. Emphasis is placed on 
diaphragmatic breathing, costal breathing, and 
asymmetrical breathing. The general plan follows 
that which is recommended and outlined by the 
Asthma Research Council, London. Basic breathing 
exercises are to be done daily and when a patient 
feels the onset of an attack of asthma. 

Abdominal or Stomach Breathing: While per¬ 
forming abdominal or stomach breathing exercises, 
the child lies on his back, with knees bent, feet on 
a bed or chair, arms to the side, and completely 
relaxed. One hand is then placed on the abdomen. 
He breathes out slowly through the mouth, making 
an “F” or “S” sound and making the hand sink into 
the abdomen. He breathes air in quietly through 
the nose, as abdominal muscles become relaxed and 
the hand comes up. Exhalation is timed with a stop 
watch, and weekly improvement is recorded as a 
gauge of progress. The upper part of the chest does 
not move. Expiration is long and inspiration is 


short. Exercises are done three times a day, 10 min¬ 
utes at a time at first. Plenty of fresh air is desirable. 

Diaphragmatic Assistance Breathing: In dia¬ 
phragmatic assistance breathing the child lies on his 
back, with bead and shoulders resting on a pillow, 
hands placed on lower ribs (thumb and fingers to¬ 
gether), and knees bent. Shoulders are kept down 
and relaxed. The exercise consists of breathing out 
slowly through the mouth with the “S” sound, witli 
a final squeeze at the end of this breath with the 
iralms of the bands to insure emptying the lungs 
as much as possible. 

Abdominal Muscle Exercise: In performing ab¬ 
dominal muscle e,\ercises the child lies on his back, 
with knees bent, and feet on a bed or chair. Arms 
and shoulders are relaxed. The right knee is slowly 
brought to the ehest while the child is breathing 
out, by tightening abdominal muscles. When he is 
ready to breathe in, lie lowers the knee. The e.xer- 
cise is repeated with the left knee and with both 
knees together. Then, with the bands clasped be¬ 
hind his neck, the child sits up, brings the right 
elbow outside the left knee and then the left elbow 
outside the right knee (with feet held down in be¬ 
ginning). In performing the V-sit exercises the 
child sits on floor, with legs apart,, and raises both 
feet 12 to 14 in. from the ground for 30 seconds, in 
good form. 

Abdominal Breathing: In performing abdominal 
(or diaphragmatic) breathing exercises, the child 
sits in a chair with his back supported against the 
chair, completely relaxed. The hands are on the 
lower ribs and the child slowly breathes out with 
the "S” sound, tightening the abdominal muscles by 
making the abdomen go in, and pressing the last of 
the air out of the lungs as in diaphragmatic assist¬ 
ance breathing. The abdomen is relaxed as the child 
breathes in tlirough the nose. (Note: The upper 
part of the chest should not be raised at any time.) 

Forward Bending Exercise from Sitting Position: 
In doing the forward bending exercise the child 
sits with feet apart and arms relaxed at his side. 
He breathes out slowly with an “S” sound as he 
bends forward, first the head, then the shoulders, 
until the head is almost to the knees. Gradually he 
raises his head and straightens his back until the 
lower part of the back reaches the chair. (This is 
done on the “S” breath.) He breathes in as the mid¬ 
dle part of the back, shoulders, neck, and head are 
straightened. In a sitting position, he breathes out 
quickly and then breathes in a short breath. 

Forward Bending Exercise from Erect Position: 
In the forward bending exercise the arms are over¬ 
head, thumbs locked and arras in line with the 
ears. The abdominal and gluteal muscles are re¬ 
tracted, and the child bends in eight staccato counts 
until the fingertips touch the floor. He then returns 
to the starting position in eight staccato counts, 
with muscles contracted. 
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Postural Exercises.—Postural exercises are to be 
done beUveen breathing exercises. 

Elbow Circling Ex’ercise; The elbow circling ex¬ 
ercise is done while the child is sitting in a chair, 
leaning forrvard from the u'aist, keeping the back 
straight. Fingertips are rested on the shoulders; the 
elbow is bent and placed out to the side in line 
witli the shoulders. The elbows are circled for¬ 
ward, up and back, and down. Four or five circles 
are made, and then the child rela.ves. 

Mfi’ndmill E.vercise; In doing the M’indmill exer¬ 
cise the child stands xwtli feet slightly apart and 
arms to the side, halfway between the shoulders 
and hips. The arms are crossed in front. They are 
then raised, crossed in front of the face, and moved 
up over tlie head. Next they are spread apart and 
dropped to the side and to the starting position. 
This is repeated 10 or 12 times, and then the child 
rests. 

Gj/m nflsfics.—Gsminastics are performed under 
supervision at all times. For rope climbing, two 
ropes are piovideO. One is knotted every 8 in., and 
the otlier is unknotted. The child is started on the 
26-ft. knotted rope, and a rapid transition is made 
to tlie unknotted rope. Tlris builds confidence and is 
usually accomplished in less than three weeks. 

Tumbling and e.xercises w’ith the horizontal bar 
and flying Roman rings are performed b\' the entire 
group on an individual basis. Calisthenic drill is 
performed by the group to a Ih'ely musical tempo. 
It has been found that phonograph music has in¬ 
creased interest and tolerance in the entire group 
and appears to lessen fatigue. We have made music 
an essential part of our basic program. 

Medicine ball and basketball have been found 
to have an important place in the program, particu¬ 
larly since tliey are played in tlie usual school gjon- 
nasium. Tliey aid in coordination and group 
adjustment. Swimming has become a part of tlie 
program, since it combines the use of all muscle 
groups irith practical breatliing functions. 

Adaptation Conditioning, or Confidence Building 
Activities: Comhofioes.—Adaptation conditioning or 
confidence building activities enable the child to 
adapt to daily living. This course is grouped under 
the term combatives and is adapted only to the 
children in tlie group with kinesiological skills. Use 
of sbength in a bulljong manner is neither encour¬ 
aged nor permitted. The principles are a composite 
of judo, UTesthng, bo.ving, and La Savate. The 
children are taught graceful movement, proper body 
mechanics, and rapidity of action as tlie prime 
factors. All of tliese prime factors lead to the conser¬ 
vation of energ>% which is an obiious necessity for 
tlie group of asthmatic children. 

In lesson 1 of this course there is discussion and 
demonstration of balance and leverage, including 
breaking of grasps and holds, offensive and de¬ 
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fensive postures, disturbing an opponent’s balance 
in frontal and lateral planes, and take-downs from 
the erect position. 

In lesson 2 are taught tricks of leverage using 
only hands and wrists, tricks from handshake, sim¬ 
ple use of hammerlock, and use of breakfalls and 
roll outs (not formalized tumbling) in learning to 
fall without injury. 

Lesson 3 concerns usage of elbows, knees, fore¬ 
arms, and ulnar border of hand for offense and d^ 
fense. Included in this,are releases from front and 
rear, such as front bearhug, choke from front, front 
hug (arms locked), strangle hold from rear, and 
body grasp from rear. 

Lesson 4 concerns the technique of throwing, in¬ 
cluding tlie regular version of the hip throw, the 
sweeping hip throw, cross hock, and shoulder 
throrv. Parries, including the outside parr}', inside 
parry, cross parry, and scissors block, are taught at 
this lesson. 

Lesson 5 concerns the use of the jacket in strangle 
defense, including the cross-arm technique, reach¬ 
ing carotid arteries, jolt choke, and hammerlock to 
forehead strangle. 

Lesson 6 concerns simple nerve center defenst 
applications. 

Lesson 7 concerns foot techniques such as foot 
jab. knee and ankle trips, knee lift and knee drop, 
and odier trips and counters. 

The above procedures are demonstrated to the 
children and taught with the understanding that 
they are to be used for defense only. It is not the 
purpose of this class to produce "bullies” but ratlier 
to allow these children to learn basic techniques 
of defense against aggression. In addition to the 
above program, the children are taught a multiplic 
it}' of simple wrestling and bo.xing techniques which 
are adapted to tlie individual child’s orientation to 
previous lesson plans. Each child is taught as an in- 
diridual, and his circumstances are adapted to tlie 
lesson plans. 

Results 

The results of this preliminary report have not 
been subjected to statistical evaluation. All children 
but three in the program have been able to adjust 
well to a group activity which has been kept at 
the individual child’s level. These three were re¬ 
placed in the group in order to keep the enroll¬ 
ment at 25 children. Competition has been encour¬ 
aged with the child’s owm record rather tlwn tlie 
records of the other children. All of tire children 
were able to participate in ever}' actiwty. For man} 
of tire children in the program, this rvas the first 
e.xperience with physical exercises of any kind. For 
some, it was the first really successful attempt a 
participation in group activities witlrout dropping 
out because of their inability to participate due to 
bronchial asthma. 
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A successful allempl was made to utilize breath¬ 
ing exercises in an attempt to throw off the asth¬ 
matic attack in conjunction with medication. This 
made the child feel that he himself was actually 
aiding his own therapy instead of waiting for some¬ 
one else to administer medicaments. In no case was 
the child made to feel that physical and respiratory 
exercises were the solution to his bronchial asthma 
problem. Emphasis was placed on his allergy man¬ 
agement and the importance of his cooperation with 
his physician, parent, and physical program di¬ 
rector. The idea of the child belonging to a "team” 
of physician, parent, physical program director, and 
patient created a greater desire for cooperation, 
since his results in the program were directly pro¬ 
portional to his cooperation as jjart of the team. 

The three “failures” were all boys. One was 
deemed an intractable asthmatic and is now a pa¬ 
tient in the Jewish National Home for Asthmatic 
Children, Denver. The other two were withdrawn 
by their parents, who resented the implications 
that their children had personality' adjustment prob¬ 
lems because of their enx'ironmental situation and 
disease. The other children in the group have dem¬ 
onstrated improx'ement as a result of participation 
in the asthma conditioning program by means of 
improvement and increase in school, home, and 
church actmties, as well as a loss of fear concern¬ 
ing their asthmatic attacks. The frequency and se¬ 
verity' of asthmatic attacks have been decreased in 
these patients as a group, and none of the children 
has required hospitalization for bronchial asthma 
since joining the group. In the year prior to joining 
tire group, almost one half of the children had been 
hospitalized for moderate or severe bronchial astli- 
ma. Pulmonary' function studies also revealed im¬ 
provement. We will not attempt to enter into a full 
discussion of the many involved factors but will 
state that we feel tliis improvement is due primarily 
to enlightenment of the child and parents concern¬ 
ing bronchial asthma which resulted in better co¬ 
operation with the physician and treatment. 

In addition, the improvement in the general phy¬ 
sical condition of each child aided him to better 
cope with his disease. There was a definite emo¬ 
tional improvement in each child as demonstrated 
by his better adjustment to others in his daily activ¬ 
ities. Many' children were able to participate in such 
activities as summer camping, hikes, and school 
sports activities. One boy has become a star player 
on the diampion “Little League” baseball team in 
Charleston. Prior to his enrollment in the astirma 
conditioning program, he was little interested in 
the sport. Other children have taken jobs as news¬ 
boys and as delivery boys, activities they would 
not previously have attempted because of lack of 
confidence in themselves. Others have gained the 
respect of their friends and classmates by no longer 
being the coward or weakling of the group. There 
are few ‘Trullies” who will “pick on” a child who has 


a knowledge of judo, boxing, and wrestling, regard¬ 
less of the child’s handicap of active bronchial asth¬ 
ma. Each child in the group looks forward to the 
sessions of the asthma conditioning program with 
great eagerness. In addition, an achievement gold 
medal award is given at an annual party to each 
child for improvement over his own previous per¬ 
formance. This tends to give the child another in¬ 
centive toward a goal of good health. 

A familiar example of an asthmatic child is that 
of Theodore Roosevelt. The following quotation 
from a recent publication'' reminds us that he, too, 
made use of a physical reconditioning program. 

But Theodore, as he grew older, was nontlieless a boy 
.sorely beset. “I was a sickly, delicate boy,” he wrote, “and 
suffered much from asthma. One of my memories is ... of 
sitting up in bed gasping, with my father and mother trying 
to help me.” His arm muscles were so weak that he could 
not stand up to other youngsters. One day his father en¬ 
couraged Iiim: “You have the mind but not the body. . . . 
You must make your body. It is hard drudgery, but I know 
you will do it.” Theodore organized a gymnasium with 
horizontal bars and a punching bag on the second floor 
of the town house and set about to do just that. 

Comment 

It is greatly appreciated that one of the most 
important results of asthma is the mental suffering 
and loss of initiative and confidence arising from 
the physical handicap. This is often a serious prob¬ 
lem in the normal development of children. An 
asthmatic child may miss school and is frequently 
deprived of taking part in group activities with 
his schoolmates. Because of this and other factors, 
such as overprotection at home, he may suffer be¬ 
havior and personality disorders. He may become 
unmanageable, irritable, and possibly dependent, 
or he may go to the other e.xtreme and become ag¬ 
gressive, hostile, demanding, and bullying toward 
his parents and other children. He feels that he 
must compete wth nonasthmatic children, and 
when he cannot successfully do this he becomes 
more of a problem in management. This YMCA 
program attempts to teach the patient to compete 
against himself rather than his nonasthmatic play¬ 
mates. Each child who entered the program did so 
with a large amount of hostility and fear until it 
was demonstrated that he would have to compete 
only against himself. 

Parents were excluded from the first few sessions 
with each child until the child was able to master 
each of the techniques presented to him. Only at 
this time were tlie parents allowed to attend the 
classes. This was done because it was demonstrated 
early in the program that the presence of the par¬ 
ents would distract the child from performing to 
the best of his ability. This decision was made after 
observ'ation during the early sessions tliat tlie nega¬ 
tive nodding of the parent’s head or a cross look at 
the child would completely demoralize liim and 
actually prevent him from even attempting to per- 
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form the acti\’ities. This is a partial, temporal)' 
form of dm practice of “parentectomy” as advo¬ 
cated by die Jewdsh National Home for Asdimatic 
Cliildren, Denver.'* 

Summar)’ 

A practical physical conditioning program for 
asdimatic children has been presented which may 
be adapted in any cih' vith YMCA or equivalent 
facilities and a qualified physical instructor who is 
willing to learn the basic essentials concerning 
bronchial asdima. The program combines respira¬ 
tor)’ e.\ercises, general physical exercises, and con¬ 
fidence building actiinties wliich aid die asthmatic 
child in combating his disease as well as improi'ing 
his personalit)’ adjustment to individual and group 
actiiities and life in general. Emphasis is placed on 
cooperation between patient, parent, physician, 
and physical instructor as a team. Proper allerg)’ 
management of broncliial asdima combined widi a 
proper physical program designed for the indii’id- 
ual cliild has given successful results in 25 asdimat¬ 
ic children. 

803 Atlas Bldg. (Dr. Sclierr). 
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made tliis project possible. 
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PERINEAL URETHRAL DH^ERTICULUM-COMPLICATION 
OF REMOVAL OF ISCHIUM 

A. Estin Comarr, M.D. 

and 

Ernest Bors, M.D., Long Beach, Calif. 


Ischial decubitus ulcer is rather common among 
patients widi spinal cord injuries, and it has been 
treated by tlie generally accepted mediod of re¬ 
moval of the ischium. This operation has been com¬ 
plicated by tlie development of a perineal urethral 
diverticulum, first obserx'ed and reported in four 
patients in 1955.’ Since then, the number of cases 
has increased so much that it appears justified to 
emphasize tliis complication to tlie urologist, the 
plastic surgeon, and the general practitioner, who 
eventually take care of tlie patient once his special¬ 
ized treatment at a spinal cord injur)’ center is 
completed. 

From the Spinal Cord Injur>* Service, Veterans Administration 
Hospital, Long Beach, and the Department of Surgeo’ (Urolog>') of 
the Sdiool of Medicine of the College of Medical Ex'angelists and the 
University of California at Los Angeles. 

Read before the Section on Urologj* at the 107th Annual Meeting 
of the American Medical Association, San Francisco, June 24, 1958. 

Head in part by Dr. Comarr before the third aimual Clinical Para¬ 
plegia Conference of the Veterans Administration, West Roxbury, 
Mass., 1954. 


Removal of the ischium is the generally oc- 
cepted method of freafing ischial decubitus 
ulcer in patients with spinal cord injuries. 
Perineal urethral diverticulum has been ob¬ 
served in 22 of 48 patients after removal of 
the ischium (46%). It results from interference 
with the suspension of the triangular ligament 
and removal of the ischial tuberosities, thus 
exposing the pars diaphragmatica and the 
pars nuda urethrae to pressure. The diagnosis 
is made clinically (ischial sinus, perineal 
swelling, or ulcer), urethrocystographically, 

and urethroscopically. In the majority of cases 
treatment consists of introducing an indwell¬ 
ing catheter and of improving the general 
condition of the patient. 
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Mclliods, Malcrial, and Rcsulls 

Impvcssed by Ibe sc\’crily of oiir fir.st case, we 
now ii-so iircthrocy.slograpliy routinely at regularly 
/spaced inter\’al.s after every reino\'al of the ischium. 
A niaximum of 150 cc. of 107o melhiodal (Skiodan) 
sodium solution is permitted to fill urethra and 
bladder by the gravity method; the penis is oc¬ 
cluded and kept fi.xcd to one side b\' the Cunning¬ 
ham clamp-skin clip-sandbag metbod •; anteropos¬ 
terior exposures and right obliques are then taken. 
For urethroscopy we use a no. 24 panendoscope 
introduced under vision. 

Two hundred nineteen jratients with teaumatic 
spinal cord lesions were examined at random, irre¬ 
spective of the level and completeness of or the 
time-interval since injury. We found 171 patients 
for whom removal of the ischium had not been 


Of the 18 patients with lower motor neuron lesions, 
14 had flaccid paralysis as a result of the injury, 
and 4 patients with originally spastie paralysis had 
flaccid paralysis after a subarachnoid alcohol injec¬ 
tion (three cases) or an anterior rhizotomy (one 
case). The diverticulum in the patient with unilat¬ 
eral removal of the ischium was detected 5 months 
after operation, while the diverticula in the 21 
patients with bilateral operation were found from 
8 months to 11 years after the intervention. 

Comment 

Urethrocystography as a routine method is prefer¬ 
able to simple urethrography in all patients xvith 
spinal cord injury generally, and in these patients 
particularly, for two reasons: 1. It is possible to de¬ 
tect other not-infrequent complications of tlie peno- 



Fig. 1,—Segmenlally complete lesions: A, .at T-7 with spastic paralysis (bilateral removal of ischium). Note bilateral vesico¬ 
ureteral reflux, bilateral prostatograms, and contracted bladder. Open vesical neck and symmetrically dilated diaphragmatic part, 
and possibly a relaxed pars nuda, cause solid uninterrupted outline of posterior and anterior urethra. Two small appendixes 
represent possible Cowper’s glands. B, at T-8 with spastic paralysis (left unilateral removal if ischium). Oblique view simulates 
defect of right ischium due to overlying superior pubic r.amus. Note penoscrot,al diverticulum in addition to perineal diverticulum 
which includes dl.^phragmatic part and pars nuda. C, at T-11 with flaccid paralysis (bilateral one-stage removal of ischium). Note 
rectangular appearing deformity at level of pars diaphragmatica and secondary parasagittal diverticulum resulting from abscess 
(on the left). P.ars prostatica outlined because of open vesical neck. 


done who had no perineal diverticula. Of the 48 
patients who had had this operation, 22 (45.8%) 
had diverticula; of 12 patients with unilateral re¬ 
moval of the ischium, 1 (8%) had a diverticulum, 
while of 36 patients with bilateral removal of the 
ischium, 21 (58%) showed diverticula of varying 
size and shape. The patient with diverticulum after 
unilateral removal of the ischium had an upper 
motor neuron lesion (spastic paralysis). 

Eighteen of the 21 patients with diverticulum 
after bilateral removal of the ischium had lower 
motor neuron lesions (flaccid paralysis), 1 patient 
had an upper motor neuron lesion, and 2 had a 
combination of upper and lower motor neuron 
lesion with regard to the pelvic floor musculature. 


scrotal urethra, of the bladder wall, and of tlie 
vesicoureteral junction, e. g., reflux (fig. lA). 2. It is 
an economical procedure which saves both financial 
expense and repeated e.xposure to radiation. 

The pathogenesis becomes understandable if one 
considers the anatomy and roentgenologic anatomy 
of the perineal urethra, and the changes of tissue 
suspension and weight-bearing caused by surgery. 
The urethra can be differentiated roentgenologically 
and anatomically into four parts; a prostatic part, a 
diaphragmatic part (or membranaceous or fixed), a 
pars nuda, and an anterior mobile part.“ Of interest 
here are the pars diaphragmatica and pars nuda. 
The former belongs to the posterior urethra; tlie 
latter, bordering directly on the pars diaphragmat- 
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ica, is the hindmost part of die anterior mobile 
urethra; it is unprotected by muscles and, therefore, 
vulnerable to internal instrumentation as well as to 
external trauma. Its only protection in the sitting 
position is the hollow which is formed by the out- 
jutting ischial tuberosities. Tlie diaphragmatic ure¬ 
thra is originally well protected by die triangular 
ligament, which is composed of die 1. transversum 
pebds and 1. arcuatum and represents the mem¬ 
branaceous part of die muscular pelvic diaphragm; 
it is suspended between die inferior pubic rami and 
is not dissimilar to an interosseous membrane.'* By 
radical removal of die entire tuberosity of the is¬ 
chium and trimming doivn to die utmost the in¬ 
ferior pubic ramus,^ as is done in subperiosteal 
removal of the ischium, bodi mechanisms are se¬ 
verely disturbed; the protection of the pars nuda 
and the suspension of the diapliragniatic urethra. 
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manent suprapubic cystostomy ever since injun ' 
and developed the ulcer many years after bilatep' ! 
removal of die ischium. 

The diagnosis is made clinically, roentgenoloi 
cally, and urethroscopically. Clinically, there bv, 
be a sinus in the scar of the previous operative site 
ivith urinary or purulent drainage, as observed i; 
our first two cases *; there may be a simple medir, 
perineal decubitus ulcer; or diere may be a periaeil, 
intermittently appearing swelling with escape cl 
urine or hemorrhagic pus from the external urctk! 
meatus on pressure. Roentgenograpbically, a wide, 
often bizarre variety of lesions is seen (fig. lBa.ni 
2), which range from an apparently insigniEcai! 
dilatation of the pars nuda and diapbragniatica c! 
the urethra to huge unilateral or bilateral sacculi- 
tions. Urethroscopically, again a varietj' of findinc 
is present—from a small spindle-like dilatation toi 



Fig. 2.-Segrnentally complete lesions: A, at T-10 witli flaccid paralysis (bilateral removal of ischium). Note large size of 
diverticulum extending to right and left and invohing diaphragmatic and bulbous urethra in spite of closed vesical neck. B, at 1-1 
with flaccid paralysis (bilateral removal of ischium). Note left prostatogram in addition to perineal diverticulum, includingpjn 
diaphragmatica and pars nuda of urethra. Pars prostatica is outlined because of open vesieal neck. Diverticulum incw® 
proximal part of anterior uretlira. C, at T-10 with flaccid p.aralysis (bilateral removal of isehium). Resection of diverticulumly 
copying space of ischial bone. Small neek eonnects sac with dilated, spindle-shaped, diaphragmatic urethra, demarcated B)'i| 
M. compressor uretlirae nudae (3) from anterior urethra. Urinary drainage from sinus in scar. Open vesical neck causes ou- 
line of prostatic uretlira. 


Thus this entire part is exposed to pressure and, 
tlierefore, to mucosal damage xvith all its conse¬ 
quences of periuretliral extravasation, abscess, fis- 
tida, or diverticulum formation. Tlie latter may 
extend lateralty, ensconcing tlie bone stump of tlie 
resected inferior pubic ramus until subsequent 
osteitis and osteomy^elitis; or it may develop para- 
sagitalh' and anteriorty along tlie perineal raphe. 
Dix'ersion of the urinary' stream by' suprapubic 
cy’stostomy', instituted immediately' after injury, is 
no guarantee against tlie development of this com¬ 
plication. We have obsen'ed a median perineal 
ulcer corresponding to the site of tlie pars nuda 
urethrae in one patient of this series who had a per- 


diverticulum the neck of which may be "i 
enough to admit a no. 24 panendoscope. In 
vanced cases tlie remainders of the inferior pan 
ramus can be seen to protinde as a whitisli co o 
like mass. The differential diagnosis from o i 
patliological changes of tlie urethra at the penoscr 
tal junction poses no problem. i.. 

In tlie last analy'sis, perineal diverticulum resn^ 
from decubitus ulcer which, caused chiefly' by n n 
lect, is not infrequently multiple. Multiple u ^ 
are the main cause of amyloidosis.® There ore,^^ 
Congo red test should be performed in all 
diverticula with either endoscopically 
protrusion or a history' of multiple decubitus u 







2004 


Dec, 13, 1955 ’; 

BIOLOGICAL FALSE-POSITIVE RESULTS IN SEROLOGIC 
TESTS FOR SYPHILIS 

FINDINGS IN A LOW SOCIOECONOMIC POPULATION GROUP 

George W. Waring Jr., M. D., Alfred S, Lanes, M.D. 
and 

Herbert Mescon, M.D., Boston 


The 50th anniversary of the discovery of the 
Wassermann reaction was celebrated in 1956 with 
a restraint imposed by some uncertainty as to its 
reliability. Reservations about this procedure and 
its modifications are not new, for they were long 
ago classified as reagin tests. The term reagin indi¬ 
cates a seroreactive substance which may or may 
not be a true antibody, and the Wassermann re¬ 
action received this nondescript, poor-relation status 
years ago. Nevertheless, the test quickly proved its 
clinical usefulness and, somewhat parado.xically, 
acquired diagnostic authority nearly absolute in 
degree. For practical purposes, Wassermann reac¬ 
tivity has been viewed as synonymous with syphi¬ 
litic infection. Physicians nevertheless have regu¬ 
larly encountered patients ^^^th persistently positive 
findings on reagin tests in whom syphilis seemed 
to some degree improbable, and the idea that some 
of these reactions are falsely positive gained grad¬ 
ual acceptance. 

This concept, however, rested wholly on clinical 
opinion until the investigations of Nelson and 
Mayer,‘ which revealed in syphihtic serum an anti¬ 
body independent of Wassermann-reactive sub¬ 
stance. This has been made the basis of a diag¬ 
nostic procedure called the Treponema pallidum 
immobilization (TPI) test, which has great value 
as a verification technique. More recently, comple¬ 
ment-fixation reactions have been devised with use 
of e.xtracts of treponemes, and they too detect anti¬ 
body other than reagin.“ Results of tire treponemal 
tests are positive in a high percentage of patients 
widi syphilis after the second or third month and 
rarely, if ever, show positive reactions in healtliy 
persons free of any suspicion of infection. The 
specificity of these reactions is high, but tlie tests 
are technically difficult to perform and for a number 
of reasons will not detect lOOTo of cases of syphilis. 
This limitation is clearly demonstrated in a recent 
report^ from a laboratory of excellent standards 
where the results of each test were negative in 
about 5% of serum samples positive to the other. 

In 1952, Moore and Mohr “ reported on 300 Cau¬ 
casian patients, all of good economic statuk; from 
their private consulting practice. None of these 

From the departments of dermatology' and internal medicine, Boston 
University School of Medicine, and the Genito-Infectious Disease 
Clinic of the Massachusetts Memorial Hospitals. 

Head before the Section on Dermatology at the 107th Annual Meet¬ 
ing of the American Medical Association, San Francisco, June 26, 1958. 


Sevenfy-fiVe patients with repeatedly posi¬ 
tive standard serologic reactions for syphilis 
were given the Treponema pallidum immo¬ 
bilization ITPI) test. No included person had 
a history or physical findings suggesting in¬ 
fection, and no patients referred as having 
contact with syphilis or discovered to have 
an infected consort were accepfed. Twenfy- 
three of the series were Caucasian and varied 
widely in socioeconomic background. In 
39% of these the results of the TPI test were 
negative and were classified as probable 
false-positive reactions. Fifty-two of the pa¬ 
tients were Negroid and thought to be o 
relatively homogeneous social and economic 
group. All had positive reactions to the TPI 
test. This striking difference is consistent 
with the accepted epidemiology of syphilis. 
The authors emphasize the importance of 
the background and habits of pofienfs in 
interpretation of the results of jerologic tests 
for syphilis. > 


had any evidence of syphilis except persistently 
positive standard tests. Forty-tliree per cent hao 
negative findings on the TPI test and were regarded 
as false-positive reactors. This estimate has been 
affirmed by numerous otlrers,“ though the socio- 
epidemiologic background of the patients in later 
studies has been less clearly defined. At all events, 
tire reliability of conventional serodiagnosis o 
syphilis has been vigorously challenged. Tlie resu - 
ing enthusiasm for the diagnosis of the false-p^i' 
tive reaction has been certainly great—and proba y 
excessive. Witness that, of 1,407 serums froin 
tients with this - diagnosis, submitted by physicians 
across the United States, 45% were found to e 
positive on Ueponemal tests.“ < 

Since little pubhshed information has appear 
dealing with the problem in social and racia ee 
ments in which syphilis is especially 
small-scale study of the question has beeri "’I 
taken in the Genito-Infectious Disease Clinic o 
Massachusetts Memorial Hospitals and the ep 
ment of dermatology of the Boston Univer 
School of Medicine. 




Vol. lOS, No. 15 


SyPIIILIS-WARING ET AL. 


2005 


Mnlcrials .and Methods 

In general, the Caucasian patients studied were 
those in whom the clinic physicians have felt the 
need for diagnostic verification. The Negro patients, 
on the other hand, were nnsclected. 

Referrals to the clinic were largely from the 
epidemiologists of the Department of Public Health 
and from the ward and oiitpaticnt services of our 
own and a large municipal hospital. Documented 
reagin rcactis’ity for at least three months was re¬ 
quired for inclusion in the study. No patients re¬ 
ferred as having contact with syphilis or discov¬ 
ered to have an infected consort were accepted. 
However, numerous cases or contacts of gonorrhea 
are included. 

No included person had a history or physical 
findings suggestive of infection. The majoriU' had 
spinal fluid e.saminations; findings in these were 
normal except in tw'o persons, who had a slight 
protein level elevation. 

Sixt\'-nine per cent of the group w'crc Negro. Of 
incidental interest are the facts that 35% were at 
one time partners of broken marriages and several 
referrals were from correctional or penal agencies. 

No effort was made to exclude patients with 
otlrer chronic disease. One patient each with lupus 
erythematosus, sarcoid, hemochromatosis, gout, dia¬ 
betes, and recently actis’c tuberculosis was includ¬ 
ed in the series, and all had seemed to have syphi¬ 
lis except the patient with lupus erythematosus. 

The study group comprises all but se\'en of those 
subjected to the TPI test. These were dropped 
chiefly because of inadequate serologic study to 
qualify as having real problems or because con¬ 
vincing clinical evidence of infection was discov¬ 
ered during observation. 

Results 

Immobilization tests have been obtained for us 
by Venereal Disease Division, Massachusetts De¬ 
partment of Public Health. Of the total series of 
75 patients, 9 (12%) had negative findings. All of 
these probably false-jjositix'e reactions were in the 
Caucasian group, the selection of which has already 
been discussed. All of the 52 Negro patients had 
positive reactions. 

Acknowledging the statistical limitations of this 
small study, it appears reasonable to suggest tliat 
the false-positive phenomenon occurs about one- 
fourth as often in the socioeconomic group which 
attends our clinic as in patients of more fortunate 
background and that it is quite rare in the Negro 
race. 

Comment 

Assuming tliat our Negro patients are persons of 
wide-ranging sexual activity within a group seeded 
^vith infection, diis study becomes simply a dem¬ 
onstration of the epidemiology of syphilis, and as 


such it is presented. It underscores the importance 
of this kind of information in clinical diagnosis. 
Examination of the sexual partner(s) of a patient, 
as well as his children and often his parents, is 
a vital part of the diagnostic (and the public 
health) investigation. It is also important for tire 
jrhysician to develop an estimate of tire patients 
sexual habits. Pursued with tact and kindness, tlris 
matter is not always as futile as is sometimes sup¬ 
posed. To this circumstantial evidence should be 
added the spinal fluid findings and review of the 
patient’s general medical status in search of clues 
to chronic disease known to cause false-positive 
reactions. It is well to include conventional hema¬ 
tological and urine studies and, perhaps, albumin 
and globulin measurement in the blood. Trepone¬ 
mal tests can then be interpreted against this back¬ 
ground. It is easy to visualize situations in which 
results should be ignored if negative and are there¬ 
fore superfluous. If positive, they are probably de¬ 
finitive. 

Conclusions 

The limitations of reagin tests are fully acknowl¬ 
edged. Fallibility' of tire treponemal tests, of a lesser 
order of magnitude, must be recognized. In our 
owm study, by using epidemiologic preselection, we 
have assembled a group in which the margin of 
error of the reagin tests approaches zero, and we 
suggest that published rates approaching 50% result 
largely from the same factors applied in reverse. 
Our data are also a reminder of the importance of 
epidemiologic considerations in the diagnosis of 
sy'philis. Finally, the clinician must collect and eval¬ 
uate; a variety of information, accepting the fact 
thatmot all problems and uncertainties can be re¬ 
solved in the laboratory. 

750 Harrison Ave. (18) (Dr. Waring). 
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CLINICAL NOTES 


COARCTATION REPAIR WITH RELIEF OF HYPERTENSION 

REPORT OF A CASE IN A FIFTY-SEVEN-YEAR-OLD MAN 

C. Frederick Kittle, M.D., James E. Crockett, M.D. 
and 

E. Grey Dimond, M.D., Kansas City, Kan. 


Individually there is notlring unique about the 
age of 57 years, incapacitating hypertension, or co¬ 
arctation of the aorta. However, the association of 
these three and relief of the latter two by a surgical 
procedure at an age when operation is not usually 
advised is sufiBciently provocative to warrant de¬ 
tailed consideration. 

Report of a Case 

A 57-year-oId man had been observed at the University of 
Kansas Medical Center since 1954, at wliich time he had 
been given a diagnosis of coarctation of the aorta. He had 
known of his hypertension since the age of 18 years. His 
complaints were of exertional dyspnea, fatigue, headaches, 
and vertigo and had been particularly severe since 1951. An¬ 
gina occurred with e.\ertion. In 1955, he had an episode of 
sudden headache, nausea, dizziness, and slurred speech 
which was diagnosed as a cerebral thrombosis. Coldness and 
exertional claudication of his legs had been present for 
many years. 

For the three months prior to his admission in 1957, head¬ 
aches and vertigo occurred daily to such an extent that he 
was forced to discontinue work and remain at bed rest. 
Inquiry revealed that he had had mumps at the age of 16 
years xvith a secondary orchitis. He was married and had one 
daughter. * ^ 

Physical examination showed a ruddy-faced adulw^ith 
smooth features, a eunuchoid body, finely textured skffi; and 
bilateral gj’necoraastia (fig. 1). Arm blood pressures were 
190-210 mm. Hg systolic and 80-90 mm. Hg diastolic. Blood 
pressures could not be determined in tlie legs by ausculta¬ 
tion. Examination of the eyegrounds showed an increased 
tortuosity of the retinal vessels with moderate arteriovenous 
compression. No hemorrhages, exudates, or papilledema were 
noted. Prominent pulsations were noted in the carotid and 
subclavian arteries, and collateral circulation could be 
palpated over the upper part of the chest. At tire aortic 
area tliere was a grade 3 harsh systolic murmur xvith ac¬ 
centuation of the second aortic sound. There was a normal 
sinus rhytlmi. A systolic murmur could be heard over the 
interscapular area of the chest wall. The femoral artery 
pulsations were barely palpable, while tire dorsal pedal and 
posterior tibial pulses could not be felt. The testes and ex¬ 
ternal genitalia were smaller tlian usual, although the body 
hair was normal in distribution. 

An electrocardiogram showed left ventricular hypertrophy 
and ischemia. Chest roentgenograms revealed an enlarged 
heart, particularly tlie left ventricle, and notching of the 
inferior surfaces of tlie third to eightli ribs bilaterally. The 
aortic knob was diminished. The, 24-bour 17-ketosteroid 
e.xcretion on tivo occasions was 7.2 mg. and 13.6 mg. 
(normal range 10-20 mg.). 

In-.xiew of tlie patient’s severe and increasing disability, 
.operation was adxused and done on Oct. 4, 1957. Endo- 
ifacUeally administered nitrous oxide-oxygen was used for 
anesthesia. Abundant collateral circulation was^ encountered 

•' From the departments of surgery and medicine. University of Kansas 
. Medical Center. 


in tlie chest wall, particularly in the subcutaneous and inter¬ 
muscular areas. An “adult” type of coarctation was present 
distal to the left subclavian artery with marked poststenotic 
dilatation of the descending aorta. The aortic aicli measracd 
22 mm. in diameter, the left subclavian 16 mm., and t!io 
dilated descending aorta 37 mm. An atherosclerotic plaque 
was noted along tlie medial side of the aorta proximal to the 
coarctation. In general, tlie aorta was quite elastic and 
supple in consideration of the patient’s age. After mobiliza¬ 
tion of the vessels in this area, a segment of aorta 2 cm. 
long was excised. The internal orifice at tlie coarctation ivas 



Fig. 1.—Patient with bilateral gj'necomastia and eunuchoid 


stature. 

2 by.3 mm. (fig. 2). Direct end-to-end anastomosis 
then be accomplished ivitli use of a 0000 silk 
anastomosis measured at 25 mm. in diameter was on ai 
During dissection about tlie coarctation and un i 
anastomosis was completed, trimethaphan a 

phorsulfonate was administered intravenously to mam 
hypotension of approximately 60-90 mm. Hg systolic. 

Postoperatively, the blood pressure was normal, 
remained at normal levels subsequently, ® 

of 120-150 mm. Hg systolic and 70-80 mm. Hg ma 
chest film taken two weeks postoperatively showed a 
decrease in heart size, and later films revealed a norm 
and contour (fig. 3). 
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When seen two and npain six months poslopcralivcly, the 
patient slateel that, since operation, no headaches or vertigo 
had occurred. Other cardiovascular symptoms were not pres¬ 
ent. Blond pressures in the nnn were 140/80 and in tire 
leg 190/110 mm. Hg. 



iiii|fu j-rn.'' 


Fig. 2.—Resected segment of aorta containing coarctation. 



Comment 

Since the operative correction of coarctation was 
first accomplislied in 1945,' many discussions regard¬ 
ing indications for treatment, and particularly re¬ 
garding the age limits for this procedure, have 
occurred." O’Sullivan and Glenn," in discussing con¬ 
traindications to the repair of coarctation, stated: 
“We have set no upper age limit for operation, but 
certainly a person in his forties presents an in¬ 
creased risk, a more difficult operation and a lesser 
likelihood of reversion to normality.” 

In, consideration of tliis subject, the operative 
technical difficulties, as well as irreversibility of tire 
hj^ertension in the older patient with coarctation, 
have been stressed. Thus, O’Sullivan and Glenn" 


not be completed for technical reasons. Similarly, 
Gross “ described a 50-year-old patient whose co¬ 
arctation was repaired with relief of hypertension 
but who postoperatively showed signs of spinal cord 
damage. Herron and co-workers “ reported on a 
49-year-old man witli coarctation of the aorta and 
partial, probably secondary, Browm-Sequard syn¬ 
drome. Operative correction of the coarctation in 
tliis patient was followed by relief of the hyper¬ 
tension. 

Tire question of operability in the older age group 
is also compounded by such degenerative changes 
near the coarctated aortic segment as aneur^'sm 
formation and atlieromatous and arteriosclerotic 
plaques. These constituted an important considera¬ 
tion to anastomosis prior to tlie availability of ac¬ 
ceptable vascular prostheses. Since the introduction 
of satisfactory prostheses, the restoration of aortic 
continuity should no longer pose as prominent a 
problem technically. 

The use of hypotensive anesthesia for brief opera¬ 
tive periods has proved to be an important technical 
adjuvant for great vessel procedures, facilitating the 
mobilization of vessels near tire coarctation as well 
as the actual anastomosis.'' 

The significance of this patient’s eunuchoid ap¬ 
pearance deserves comment and may explain, to 
some extent, tire laek of degenerative changes in his 
vascular system. There have been suggestions tliat 
eunuchs do not develop arteriosclerosis as earty to 
the same extent as individuals witli normal andro¬ 
genic function. However, this is still controversial,® 
and proof of decreased androgen in our particular 
patient, apart from his appearance, is lacking. 



Fig. 3.—Roentgenogram of chest showing. A, preoperative cardiomegaly and rib notching (arrows) and B, postoperative 
diminution in heart size. 


mentioned a woman, aged 40, who underwent a 
successful operative procedure but whose hyper¬ 
tension persisted. Adequacy of the anastomosis 
was demonstrated by angiography. Clagett and 
Jampolis ^ told of exploration in a 50-year-old 
woman with coarctation in whom resection could 


It is of particular interest in this patient to note 
that his hypertension, although present for 39 years 
preoperatively, was not fixed and irreversible but 
did revert to normal after excision of the coarctation 
and establishment of a satisfactory aortic lumen. As 
yet, no test has been devised to determine which 
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patients will have unresponsive hypertension after 
coarctation repair, and the burden of proof must be 
with those who advise against operation in the 
presence of this anomaly. 

Summary 

A 57-year-old man with known hypertension for 
39 years due to coarctation of the aorta was in¬ 
capacitated by daily headaches, vertigo, angina, and 
dyspnea. Operative correction of tlie coarctation 
was done wth prompt subsidence of his blood 
pressure to normotensive levels and complete relief 
of his symptoms. 

Age, per se, should not be a contraindication to 
the operative correction of coarctation when symp¬ 
toms are present. The availability of satisfactory 
vascular prostheses and use of hypotensive anes¬ 
thesia are valuable adjuvants to facilitate manage¬ 
ment of the technical problems encountered with 
this anomaly. 

University of Kansas Medical Center, Rainbow Boulevard 
at 39th Street (12) (Dr. Kittle). 

References 

1. CrafoQtd, C., and Nylin. G,; Congenital Coarctation of 
Aorta and Its Surgical Treatment, J. Thoracic Surg. I-l:.347- 


J.A.M.A., Dec. ]3,1K5 

361 (Oct.) 1945. Gross, R. E.: Surgical Correction for Co¬ 
arctation of Aorta, Surgery 18;673-678{Dec.) 1945, Qj;,,, 
R. E., and Hufnagel, C. A.: Coarctation of Aorta; Etpaj. 
mental Studies Regarding Its Surgical Correction NewEr- 
land J. Med. 233S287-293 (Sept. 6) 1945. ’ 

2. Sealy, W. C.: Indications for Surgical Treatment d 
Coarctation of Aorta, Surg. Gynec. & Obst. fl7;30l.Sr6 
(Sept.) 1953. 

3. O’Sullivan, W. D., and Glenn, F.; Contraindieatioasto 
Surgical Therapy of Coarctation of Aorta, Ann Snrs 
142:909-923 (Dec.) 1955. 

4. Clagett, O. T., and Jampolis, R. \V.; Coarctation cl 
Aorta: Study of 70 Cases in Which Surgical Exploration Wis 
Perfonned, A. M. A. Arch. Surg. 63:337-348 (Sept.) 1951, 

5. Gross, R. E.: Coarctation of Aorta, Circulation 7i757- 
768 (.May) 1953. 

6. Herron, P. W., and others: Partial Brown-ScquaidSiTi' 
drome Associated with Coarctation of Aorta: RevieK’ of 
Literature and Report of Surgically Treated Case, Am. Heart 
J. 55:129-134 (Jan.) 1958. 

7. Glenn, W. W. L.; Hampton, L. J.; and Goodyer, 
A. V. N.; Use of Controlled Hypotension in Large BW 
Vessel Surgery, A. .M. A. Arch. Surg. 6B;I-6 (Jan.) 1954. 

8. Miller, F. R.: Personal communication to the authors. 
Furman, R. H,, and others: Comparison of Seram Lipids, 
Lipoprotein.s, Glycoproteins, Urinary 17-Ketosteroids, and 
Gonadotropins in Eunuchs and Control Male Suhjeets, Cir¬ 
culation 17:1076-1085 (June) 1958. 




USE OF CITRATED CALCIUM CARBIMIDE IN ALCOHOLISM 

Earl H. Mitchell, M.D., Washington, D. C. 


Effective control of alcoholi.sm by chemotheJapy 
dates from 1943, wdien Asmussen and co-workers ' 
and Jacobsen and Martensen-Larsen “ first de¬ 
scribed the reaction of patients receiving disulfiram 
and alcohol. In 1951, Graham ’ demonstrated that 
disulfiram interferes with the metabolism of alcohol 
by inhibiting it at the acetaldehyde stage. Physical 
sjonptoms of the alcohol-disulfiram reaction (flush¬ 
ing, headache, tachycardia, and dyspnea) are 
believed to be due to the accumulation of acetalde¬ 
hyde, and these symptoms are sufficiently unpleas¬ 
ant to serve as deterrents to further drinking. The 
value of disulfiram has been generally recognized, 
but its application has been limited by certain 
unpleasant side-effects, the most common of which 
are gastrointestinal disturbance, impaired taste, 
unpleasant breath and perspiration odors, lassitude, 
drowsiness, and diminished sexual potency. 

In 1953, Fergusen ^ reported that citrated calcium 
carbimide (Temposil) in the presence of ingested 
alcohol produced an acetaldehyde reaction similar 
to that of disulfiram and alcohol. Either citrated 
calcium carbimide or disulfiram plus alcohol pro- 

From the Department of Psychiatry, Washington Medical Center. 


duced flushing of the face (mal rouge), tachycardia, 
dyspnea, fall in blood pressure, nausea, vomiting, 
and sleep lasting four to six hours. In their first 
report, Armstrong and Kerr ' found that 19 patients 
experienced no side-effects from citrated calcium 
carbimide given daily up to four months. In a more 
recent report," Armstrong stated that 29 patients 
were kept on therapy with this drug for as long as 
nine months without adverse sy'mptomatolog)'- Sev¬ 
eral of the patients did, however, manifest an ele¬ 
vated white blood cell count, a finding which is 
currently being explored. The 64 patients'treatc 
by Bell ’’ responded favorably to therapy with «s 
drug without the toxic side-effects enconntere 
with disulfiram. It has been demonstrated by Snn 
and co-workers ** that citrated calcium carbinw e 
exerts its effect within 30 minutes and this clicc 
lasts 8 to 12 hours after a single close. 

Methods 

The clinical use of citrated calcium carbimide m 
the treatment of chronic alcoholism was e.vplom • 
This drug was supplied for research 
is not yet available on the general market. T '> ) 
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eight patients were given 50 mg. of the drug daily 
for periods up to 11 months (27 of the group had 
previously received disulfiram). There were 12 
women and 26 men. All were ambulant and 21 
were employed. A detailed history was tahen and 
a physical examination completed prior to treat¬ 
ment. Psychological testing was performed xvhen 
indicated. An electrocardiogram, basal metabolic 
rate determination, hemogram, urinalysis, deter¬ 
minations of fasting blood sugar level, sulfobro- 
niophthalein retention, and cephalin flocculation, 
and a chest x-ray were included as part of the 
examination. 

Coronary artery disease, arrhythmia, congestive 
failure, severe hepatic insufficiency, or latent psy¬ 
chosis were considered absolute contraindications to 
treatment. Patients with moderately impaired he¬ 
patic function and no jaundice (sulfobromophthalein 
retention of 15 to 20% and cephalin flocculation of 
l-j- to 3-|-) were given cih'atcd calcium carbimide. 

All patients had been unable to stop drinking 
even though they had previously tried several other 
methods of treatment. Each agreed to remain under 
medical supervision for a minimum period of six 
months and was asked to attend meetings of Alco¬ 
holics Anonymous. A supply of drug sufficient to 
carry the patient to the next office visit was given 
with instructions to take one tablet each morning. 
No patient was required to undergo alcohol condi¬ 
tioning, and each was instructed to discontinue 
medication for four or five days if the desire to 
drink could not be controlled. All were cautioned 
to avoid alcohol in cough syrup, elixirs, and mouth 
wash. 

Since constructive attitudes at home were con¬ 
sidered important, consultation with the family was 
included in preliminary discussion and follow-up 
visits. Family members were asked to attend Alanon 
Family Group meetings or family guidance clinic 
in order to understand and help the drinking mem¬ 
ber of tlieir family. 

Results 

Of the 38 patients under study, 19 (50%) were 
treated for a total of 164 months; no relapse oc¬ 
curred, and they were considered to have obtained 
excellent results. Eleven patients (29%) with 15 
relapses and 45 months of treatment were classified 
as attaining satisfactory results. During treatment 
they improved physically, lost fewer work days, and 
displayed increased insight. The remaining tliree 
patients (21%), with three or more relapses each 
and 34 months of total treatment, were unimproved. 
Their pattern of drinking and their physical and 
emotional status were unchanged by treatment. 

Two patients experienced a mild acetaldehyde 
reaction after ingesting alcohol. Both recovered 
promptly without treatment. No serious side-effects 
or toxic reactions were observed, and there were 
no deaths in the group during the period of study. 


The sulfobromophthalein retention was increased 
in 4 (10%), decreased in 9 (24%), and unchanged in 
25 (66%). Leukocyte count was unchanged in 19 
(50%), decreased in 5 (19%), and increased in 15 
(38%). Leukocytosis was present in the latter group, 
with an average count of 2,000 per cubic millimeter 
above normal. Differential count, hemoglobin level, 
and erythrocyte count remained normal in all pa¬ 
tients. No accumulative effect, lassitude, drowsiness, 
diminished sexual potency, altered taste, or gastro¬ 
intestinal symptoms were observed. Patients witli 
medical complications due to excessive drinking 
received appropriate treatment in addition to the 
citrated calcium carbimide and in each case re¬ 
sponded favorably. 

Summary 

Thirty-eight patients with chronic alcoholism 
were given 50 mg. of citrated calcium carbimide 
daily for periods up to 11 months, with favorable 
response in 30 (79%). No serious side-effects and no 
deaths occurred. Since relative leukocytosis and 
increased sulfobromophtlialein retention was ob¬ 
served in some patients, laboratory and follow-up 
examination are necessary until tlie significance of 
these findings can be evaluated. No patient receiv¬ 
ing citrated calcium carbimide experienced tire 
side-effects associated with disulfiram. This drug 
is a useful adjunct to other measures in tire tr-eat- 
ment of alcoholism. It provides the alcoholic patient 
a period of enforced abstinence during which neces¬ 
sary insight and understanding may be developed. 

2029QueSt.N.W. (9). 

The citrated calcium carbimide used in this study was 
supplied as Temposil by Lederle Laboratories Division, 
American Cyanamid Co., Pearl River, N. Y. 
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EVALUATION OF RANDOM BLOOD GLUCOSE LEVELS 
AMONG AMBULANT WOMEN 

Dorothy Macy Jr., M.D., Mary E. Frank, M.D. 
and 

Frieda Baumann, M.D., Philadelphia 


In the course of the annual diabetes detection 
dri\'es from 1948 through 1956 at the V^oman’s 
Medical College of Pennsylvania, we accumulated 
1,068 random blood glucose determinations, on 
936 women, by the Folin-Vhi method. Duplications 
represent different years or rechecks of question¬ 
ably abnormal values; if the rechecks confirmed 
the presence of diabetes, only the original value 
u'as included in the series to be presented here. 
Ages ranged from 3 months to 79 years; 739 per¬ 
sons were under 40. Three hundred twelve were 
5 lb. (2.3 kg.) or more o\'erweight; 307 gave a posi- 
th'e famih' history of diabetes. There was no prep¬ 
aratory period of high carboliydrate intake and no 
standard pretest meal. The tsqies of food taken 
and the time of the last meal or snack were noted. 
All individuals were ambulant; the degree of ac- 
ti\'ity between the last feeding and \'enipuncture 
varied. 

These random blood glucose levels were arranged 
in frequency distributions from the lowest to the 
highest blood glucose le\'el at se\'en time inter¬ 
vals: fasting, one-lialf, one, one and one-half, two, 
two and one-half, and three hours after food in¬ 
take. Determinations done more than three hours 
after eating rverc classified as fasting levels. 

Analysis of Determinations 

All seven frequency distributions were skewed 
to the right. One blood glucose determination was 
51 mg. % at one hour; recheck was normal. This is 
the only s’alue in the range of 50-59 mg. % that oc¬ 
curred in a series that since has totaled 1,685 cases, 
and we question its accuracy. If it is ignored, the 
lower level of the range of blood glucose values 
among these women becomes 65 mg. %. Since the 
Fo!in-Wu method includes 19-31 mg. % of non- 
glucose-reducing substances in the blood, 65 mg. % 
by this method represents 34-46 mg. % of true blood 
glucose. The reason for the relative fixation of the 
lower limit becomes clear; a blood glucose level 
persistently below this level is incompatible with 
human life. It is also apparent that if the frequency 
distributions were not skewed to the right one 
shoidd suspect that a sampling error had occurred, 
since comparable degrees of hyperglycemia are 
entirely compatible with human life. 

From Iho Department of Medicine, Woman’s Medical College of 
Pennsylvania. 

Read, in part, before the Section of Phs-siology, Federation of Amcri* 
can Societies for Experimental Biolog>', Philadelphia, April 17, 1958. 


For each of the seven frequency distribution! 
the followung points were located: the nadir (Imi 
point), the mode, the median, the arithmetic mean 
and the levels at or below which findings in 90,95 
96, 97, 98, and 99% of the population fell. Thelattei 
are percentile points. The mode is the value aroura 
which the items tend to concentrate; because it i 
the most typical value, it is the most descriptivi 
average. These points have been plotted on a grapl 
(see figure) whose ordinate is blood glucose in mil 
ligrams per cubic centimeter and abscissa is time ii 
minutes, and corresponding percentile points a 
different times bave been joined by continuou 
curves. The nadir, mode, and what we have labelo 
the “96th percentile curve” are represented bysolii 
lines. From the 90th to the 96th percentiles lb 
cur\'es show two peaks, which might be calle 
primary and secondary peaks, and three relativ 
low points: fasting, two hours, and tliree boui 
after intake of food. The 97th percentile cun' 
lacks the two-hour low point. The 98th percentil 
curve shows a peak in place of the two-hour Im 
point and a rising tendency in place of the three 
hour low point. In brief, for this particular popuia 
tion a change in the general contour of the uppe 
percentile curves begins at the 97th percentile ani 
is further accentuated above it. 

Comment 

The purpose of this presentation is to show tb 
range of blood glucose levels which occurred i 
the population which was studied and the perceni 
age of the population which fell within any g>'^ 
limits. Blood glucose homeostasis is a dynamic stat* 
it is an open system, constantly receiving maten. 
from and releasing material to its environment, ' 
it is a sj'stem which has boundaries. The boon ^ 
ries are determined by' the fact that, when the la 
its of such a steady state are exceeded, the sta 
disappears—in this instance the state disappea* 
when the capacity to return spontaneously 
the median is lost (irreversible hypoglycemia, a 
minating hyperglycemia). These limits are not a 
solutes; the level of blood glucose at any g"e 
moment is the net result of multiple simultaneor 
variables, some of which are interdependpt, 
whose effects may be positive dr negative, 
limits are functions of the variables. Among appa^ 
ently normal individuals one encounters isola £ 
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even occasional elevations of blood glucose to levels 
which usually connote diabetes; among diabetics, 
there arc those who ncilbcr lake insulin nor follow 
any dietary regimen yet under many conditions 
have blood glucose levels within the accepted 
“nomial’’ range. Under fasting conditions, when 


the glucose load is minimal, there is a marked 
overlap among blood glucose levels of diabetic 
and nondiabetic individuals. 

Observation of all possible combinations of vari¬ 
ables would be necessary to determine the boim- 
daries of an open system. This is impractical, and 
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Curves of nadirs, modes, medians, and certain percentiles from 1,068 random determinations of blood glucose levels (Folin- 
Wu method, with venous blood of ambulant women). 
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one can only approximate those boundaries by 
making a definite number of observations on spon¬ 
taneously occurring combinations of variables. This 
appro.ximation to the boundaries of blood glucose 
homeostasis is a crude estimate of the probability 
of the maintenance of the steady state. The mode, 
in turn, is an approximation to the most typical 
level of blood glucose, toward which the system 
tends no matter what the variables. 

Returning to the figure, it can be seen that the 
blood glucose levels represented in the 97th and 
98th percentiles fall in a range not uncommonly 
seen among untreated persons with mild diabetes 
in the absence of complications. Of the population 
screened, 3.9% had blood glucose levels above the 
96th percentile curve, the highest percentile to con¬ 
form with the 90th, an upper percentile which re¬ 
flects normality since we know that less than 10% 
of the population is diabetic. The incidence of dia¬ 
betes among the population as a whole in the 
United States has been estimated to be about 2%. 
The population represented in the figure was ex¬ 
clusively female, one-third over 40 years of age, 
one-third over^veight, and one-third with a posi¬ 
tive family history of diabetes—all situations in 
which diabetes is more common—so that an inci¬ 
dence of 3.9% in such a group is not utterly im¬ 
probable. The correlation between clinically estab¬ 
lished facts and the range in which atypical con¬ 
tours appear in the percentile curves suggest that 
the region of these changing contours marks the 
usual range of the upper limit of blood glucose 
homeostasis for the particular population screened, 
i. e., ambulant women. It must be emphasized 
that if one were screening a diflFerent population- 
overweight women only, thin women only, or some 
other group—the region of changing contours of 
upper percentile curves would not necessarily be 
identical. In fact, where physiological difl'erences 
which influence carbohydrate metabolism exist be¬ 
tween two groups, the contours of the percentile 
curves would necessarily be different; when the 
components of the system are changed, the condi¬ 
tions for homeostasis are changed. If the combina¬ 
tions of variables which are included in the system 
under observation have been limited, the result is 
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to define a limited portion within the general steadv 
state. The identification of the zone behveen normd 
and abnormal depends on the contours of tlie 
curves in relation to time, which reveals whelk 
the system is tending to maintain itself. 

If this reasoning is valid, we have in the daia 
presented here a useful empirical criterion for the 
specific situation of random blood glucose levels 
among ambulant women and, in addition, a general 
method for the evaluation of certain types of steady 
states in biology. Confirmation or refutation of the 
validity of the method rests on further empirical 
observation. 

Summary 

Blood glucose levels were determined by tlie 
Folin-Wu method on 1,068 blood specimens drawn 
from an apparently well female population which 
ranged in age from 3 months to 79 years. Samples 
were obtained in the fasting state and up to three 
hours after intake of food. There was no prepara¬ 
tory period of high carbohydrate intake and no 
standard pretest meal. Results were arranged in 
frequency distributions at 30-minute intervals. The 
nadir, mode, median, and mean and the 90th, 95th, 
96th, 97th, 98th, and 99th percentile points were 
located for each group; corresponding points at 
the different time intervals were joined by continu¬ 
ous curves. Tlie curves represent blood glucose 
levels as these actually occur among ambulant 
women under usual conditions. It is suggested tliat 
the range between the nadir and the 96th percentile 
curve represents the range of blood glucose bomeir 
stasis under these conditions and that the 9Ith 
percentile and above represents diabetes mellitus. 
It is shown that there is a level of blood glucose 
toward which the system tends no matter what the 
variables (such as food and e.xercise). 

This method of evaluating random blood glucose 
levels yields an appro.ximation to the boundaries 
of blood glucose homeostasis for the particular 
population observed. It is a method for estimating 
the probability of the maintenance of the steam 
state and, hence, a potentially useful method tor 
the study of such states. The validity of the metho 
can be determined only by further observation. 

705 Beechwood Rd., Media, Pa. (Dr. Macy). 


G laucoma.—A lthovigh there has been long recognized danger of glaucoma in 
patients being treated with the usual belladonna-like drugs, the neurologic 
literature is empty of such reports in the treatment of Parkinsonism. In a 
random sample of Parkinson patients studied by means of recording intraocular 
tension, only one minimally abnormal value was obtained and no patient ex¬ 
perienced any subjechve symptoms suggestive of glaucoma. It would appear that the 
predisposition to glaucoma in the individual patient is of far more importance than 
the mere use of a parasympatholytic anti-Parkinson drug. If the neurologist takes a 
careful initial and follow-up history, the danger of his patients with Parkinson’s dis¬ 
ease or syndrome developing glaucoma is quite small.—C. F. Edwards, M.D., and 
D. S. O’Doherty, M.D., Anti-Parkinson Drugs and Their Relationship to Glaucoma, 
BuUetin Georgetown University Medical Center, September, 1958. 
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CHRONIC RECURRING SPONTANEOUS PNEUMOTHORAX DUE TO 
ENDOMETRIOSIS OF THE DIAPHRAGM 


Elmer R. Maurer, M.D., James A. Scliaal, M.D. 

nnd 

F. L. Mendez Jr., M.D., Cineinnati 


Chronic recurring spontaneous irneumothorax is 
a relatively common disorder which usually results 
from rupture of suhpleural blebs. Endometriosis of 
tiie diaphragm, on the other hand, is an exceedingly 
rare lesion and, as nearly as can be determined, has 
never been reported in association with, or as a 
cause of, unilateral recurring pneumothorax. 

The following case report is presented because 
of the extreme rarity of the lesion involved and the 
unusual association of pneumothorax with the men- 
stnial cycle. It is the first recorded instance of suc¬ 
cessful surgical treatment of chronic recurring pneu- 
mofliorax by excision of a defect in the diaphragm 
that has resulted from endometriosis. 

Report of a Case 

A 35'year-old woman wa.s first seen in consultation on 
March 13, 1953, because of pain and d>’spnea resultin}; 
from a spontaneous pneumothorax on tlie rifiht side. Tiie 
patient had had two previous spontaneous pneumothoraces 
on the right, the first having occurred on Nov. 14, 1952. 
Findings on the general physical examination were negative 
except for distant breath sounds over the upper right part 
of the chest and hyperresonance of the percussion note due 
to a pneumothorax. Roentgenograms of the chest revealed 
a very minimal pneumothorax ( I57r) over the extreme apex 
and the base of the right lung. No emphysematous blebs 
were apparent in any portion of either lung. Because of the 
small quantity of air in the chest and the absence of serious 
symptoms, removal of the air by thoracentesis or tube thora¬ 
costomy was not tliought to be indicated. The patient was 
discharged from the hospital for follow-up care by her at¬ 
tending physician. She was again seen in consultation on 
Nfarch 20, 1954, appro.ximately one year after the original 
examination, because of 12 new episodes of recurrent pneu¬ 
mothorax on the right side. All pneumothoraces were asso¬ 
ciated with pain and mild dyspnea and had been verified 
by roentgenographic examination of the chest. For the first 
time, the patient volunteered the information that all 15 
episodes of spontaneous pneumothorax had come during 
the period of menstruation. Tire important clinical signifi¬ 
cance of diis observation was not appreciated at the time. 
Because of tire chronicity of the lesion, open thoracotomy 
with possible talc poudrage and excision of any blebs that 
may not have been apparent on roentgenographic examina¬ 
tion was recommended. 

Right tlioracotomy on March 31, 1954, revealed a per¬ 
sistent moderate pneumotliorax on die right side. Careful 
examination of all lobes of the right lung revealed no evi¬ 
dence of blebs. Testing of the lung with positive pressure, 
while saline solution was dripped over die surface, disclosed 
no points of air-le.ilc. The lung parenchyma grossly pre¬ 
sented a normal appearance and consistency. The most re¬ 
markable finding involved the right diaphragm. Near the 
point of emergence of the inferior vena cava and extending 
radially and laterally in die central portion of the right leaf 
of the diaphragm was a circumscribed, oval-shaped area of 
attenuation which measured 4 by 3 cm. in diameter. Numer¬ 
ous purplish-red nodulations were apparent on this surface. 
In the central portion of the diseased area in the diaphragm 


was an aperture 2 cm. in diameter. This communicated 
freely with the peritoneal cavity. The area of disease in the 
diaphragm, along with the defect, xvas widely and com¬ 
pletely excised. The consequent diaphragmatic opening was 
repaired with interrupted mattress sutures of cotton, size 0. 
Examination of the specimen showed that the disease had 
involved the complete thickness of the diaphragm. Final 
inspection of the superior surface of the diaphragm revealed 
a solitary purplish-red nodule, 1 cm. in diameter, which 
obviously represented a supradiaphragmatic endometrial 
implant. This also was completely excised. Following re- 
expansion of the lung and the placement of an intrapleural 
catheter for water seal drainage, the chest wall was closed 
in layers. The postoperative diagnosis was endometriosis of 
the right leaf of the diaphragm resulting in perforation and 



Photomicrograph of excised lesion, showing endometrial 
stroma and glands extending through fibromuscular struc¬ 
ture of diaphragm. 


implant of endometrial nodules on tire intratlioracic surface 
of the diaphragm. Microscopic examination of the surgical 
specimen showed e.xtensive involvement of the fibromuscular 
stroma of the diaphragm by nests of endometrial stroma and 
glands (see figure). The single nodule on the supradiaphrag¬ 
matic surface was composed of endometrial tissue. 

The postoperative course of tlie patient was entirely un¬ 
eventful, and she was discharged from tlie hospital on her 
nintli postoperative day, being afebrile and ambulant, and 
with her right lung completely expanded. 

Because of pain in the pelvis and dysmenorrhea, the pa¬ 
tient was seen by a gynecologic consultant. Bimanual exam- 
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ination revealed adherence of the fundus and nodules 
throughout the adnexa. A diagnosis of pelvic endometriosis 
was made, and on Aug. 18, 1955, total hysterectomy with 
bilateral salpingo-oophorectomy was performed. The pa¬ 
tient’s postoperative recovery was again uneventful. In the 
four and one-half years after the thoracotomy, tire patient 
has had no recurrent chest sjunploms or pneumothorax. 

Comment 

Aberrant endometrial islands have been reported 
in many locations, including the ovaries, uterine 
ligaments, rectovaginal septum, sigmoid colon, uri¬ 
nary' bladder, umbilicus, laparotomy scars, hernia 
sacs, appendix, vagina, vulva, cervix, lymph glands, 
and small intestine, and in bizarre locations, such 
as the upper and lower extremities, lungs, and 
pleura.* Sampson’s “ original theory of transtubal 
regurgitation of menstrual blood and endometrial 
particles, published in his original paper in 1921, 
could certainly explain the method of implantation 
of endometrial growths on the pelvic and intra¬ 
abdominal viscera, as well as on the inferior aspects 
of either leaf of the diaphragm. The lymphatic and 
hematogenous dissemination theory of Halban 
would be necessary to explain distant endometrial 
implants in the thigh, lung, and pleura.'” Distant 
spread without passing through the pulmonary 
capillaries could occur only by way of the vertebral 
veins or “lung shunts” which have apparently been 
demonstrated between the pulmonary arteries and 
veins by'passing the lung capillaries. 

In view of the concomitant finding of pelvic 
endometriosis and the involvement of all layers of 
the right leaf of the diaphragm, with perforation 
and supradiaphragmatic seeding demonstrated by 
thoracotomy, in the present case report, it would 
seem logical to conclude that the endometrial 
involvement of the diaphragm must of necessity 
have occurred as the result of transtubal regurgita¬ 
tion and transperitoneal dissemination. Exact ex¬ 
planation of the method of development of tlie 
pneumothorax on the right side is more difiicult. 
However, the clinical observation that all episodes 
of pneumothorax occurred only during the time of 
menstruation, and the inability to demonstrate any 
source of lung leak or primary' disorder in the lung 
which could explain any possible leakage of air into 
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the pleural cavity, would suggest that the recurrenl 
pneumothoraces in the case reported here were fc 
result of erosion and perforation of the right dia¬ 
phragmatic leaf by endometrial implant and the 
passage of air from the uterus by way of the fal¬ 
lopian tubes into the peritoneal cavity and then hv 
way of the opening in the diaphragm into the 
pleural cavity, with consequent pneumothorax. Al¬ 
though we are unable to find any reports of spon¬ 
taneous pneumoperitoneum occurring during the 
menstrual cycle, the practical possibility of this is 
suggested by the free anatomic communication be¬ 
tween the cavity of the uterus with the peritoneal 
space by way of the fallopian tubes. Practical appli¬ 
cation of this knowledge is regularly us^d in the 
so-called Rubin test for patency of the tubes. Dur¬ 
ing this procedure, carbon dioxide is passed into 
the uterus and then by way of the tubes into the 
peritoneal cavity. During the test, patients may 
experience shoulder pain and present roentgeno- 
graphic evidence of pneumoperitoneum. 

Summary, 

Chronic recurring pneumothoraces resulting from 
erosion of the diaphragm by endometrial implants 
during periods of menstruation occuned in a young 
woman. This was surgically corrected by excision 
of the involved portion of the diaphragm. The un¬ 
anticipated findings encountered at operation in this 
patient present an additional indication for e.\plora- 
tory thoracotomy in all cases of unexplained, con¬ 
stantly recurring, spontaneous pneumothorax. 

827 Union Central Bldg. (Dr. Maurer). 

References 

1. ( 0 ) Novak, E., and Novak, E. R.: Textbook of Gyn^ 

cology, ed. 5, Baltimore, Williams & Wilkins Co., 19w. 
p. 546. (b) Nunn, L. L.: Endometrioma of Thigh, North¬ 
west Med. 48:474-475 (July) 1949. (c) Hartz, P. H-: Oc- 
cnrrence of Decidua-Like Tissue in Lung: Report oi CasCj 
Am. J. Clin. Path. 2B;48-51 (Jan.) 1956. (d) Hobbs, J.bj 
and Bortnick, A. R.: Endometriosis of Lungs: ^gl¬ 

and Clinical Study, Am. J. Obst. & Gynec. 4;83>S’ 
(Nov.) 1940. (e) Nicholson, H.: Endometriosis of Pleura, 
Thorax «:75-81 (March) 1951. 

2. Sampson, J. A.: Perforating HemorrJiagic (Chocolate) 
Cysts of Ovary, Arch. Surg. 3:245-323 (Sept.) 1921. 


T he function of the brain.—A ny biological view of the function of the 
brain leads us to an unavoidable conclusion: consciousness is not unique to man, 
to the primates, or to the mammals: it goes back to the roots of vertebrate his¬ 
tory' and has been progressively elaborated in content, coloring and complexity rough¬ 
ly in proportion to the evolution of the neuromuscular system. It cannot even be 
argued that consciousness is a unique vertebrate invention—the crab, the octopus, the 
butterfly, the ant, all possess sensory' devices imparting to them the awareness of their 
world; all demonstrably engage in integrated time-binding, self-serving action, and it 
must-be presumed that all participate in some proportional measures in conscious 
awareness of themselves and their environment.—H. W. Smith, The Philosophic Limi¬ 
tations of Physiology, Perspectives in Physiology, Washington, D. C., American 
Physiological Society, 1954. 
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HEREDITARY GALACTOSE DISEASE 

George M. Guest, M.D., Gineinnati 


Galactosemia and galactosuria characterize a 
hereditary disease caused by an inborn error of 
metabolism, which produces in an affected child 
the inability to metabolize galactose and lactose 
normally. Some appropriate terms that have been 
suggested and used synonymously are galactose 
diabetes, essential galactosuria, congenital galacto¬ 
semia, congenital galactosuria, galactosis, and galac- 
temia.' The term used here, galactose disease, is 
favored by Kalckar and his associates ° who have 
recently done outstanding work on the fundamental 
etiolog)' of the disorder. 

Cases of tliis disease were first described in Ger¬ 
many by von Reussin 1908 imd by Gdppert ■* in 
1917, and first in the United States by Mason and 
Turner’ in 1935. In 1946, Goldbloom and Brick- 
man counted only seven previously reported cases 
when reporting two more. Since tlien, reports have 
appeared with increasing frequency; it now seems 
obvious that tlie disease is much more common than 
is generally believed. It is characterized by multiple 
manifestations, of varying severity, all presenting 
challenges to the biochemist, pathologist, clinician, 
and dietitian. The great importance of early recog¬ 
nition of galactosuria lies in the fact that deleterious 
effects of the disorder increase with its duration and 
that appropriate treatment (omission of milk from 
the diet) usually leads to prompt diminution or 
total disappearance of its various abnormal manifes¬ 
tations and to a good prognosis. 

Clinical Signs and Symptoms 

Tile main symptoms of the disease appear early. 
Usually when tlie infant is one or two weeks old; 
in 90% of reported - cases they were recognized 
within the first year of tlie infant’s life. Jaundice, 
persisting far beyond the usual period of so-called 
physiological jaundice of the newborn infant, may 
constitute an early sign that more serious trouble is 
impending. Neonatal bleeding has been reported as 
an early complication.'’ This might conceivably re¬ 
sult from liver damage, with lowered prothrombin 
and fibrinogen levels in the blood, but tliese factors 

From the Children's Hospital Research Foundation and the Depart¬ 
ment of Pediatrics. University of Cincinnati College of Medicine. 


seem to have been little studied. Goldbloom and 
Brickman reported low values for serum globulin 
in two infants. Tlie course can be fulminant, with 
rapid development of hepatomegaly, splenomegaly, 
and ascites. Hyperchloremic acidosis has been ob¬ 
served, with low serum potassium level.’ Deatli may 
occur within a few weeks or months. 

On the otlier hand, the course may be slow, as in 
the child reported by Ritter and Cannon,® in whom 
the cataracts and other features of the disease were 
not recognized clinically until she was five” years 
old. The history of the slower course usually in¬ 
cludes a report of slow growth or growth failure, 
feeding difficulties characterized by refusal of food, 
regurgitation, or vomiting, and sometimes diarrhea 
with yellow stools. Cataracts usually develop within 
the first year and have been reported as early as the 
13th day of life. Mental retardation becomes appar¬ 
ent with increasing age of the untreated infant. 
Hypochromic anemia, reported by some investiga¬ 
tors, may be a secondary result of feeding diffi¬ 
culties that can aggravate the tendencies to develop 
iron deficiency existing even in normal infants dur¬ 
ing tire first and second years. Urinalysis reveals 
varying degrees of melituria, albuminuria, and 
aminoaciduria. 

Heredity 

Although it is generally accepted that galactose 
disease is determined genetically, its exact mode of 
transmission is not yet clearly defined. A positive or 
suggestive history of the disease among direct or 
collateral relatives has been elicited in about 30% 
of the reported cases. In several instances, the dis¬ 
ease has occurred in more tlran one sibling in a 
family. There is no evidence of sex linkage. In one 
pair of parents consanguinity was reported. 

Holzel and Komrower ° searched for evidence of 
tlie trait in seemingly unaffected persons by per¬ 
forming galactose tolerance tests among parents 
and relatives of galactosemic infants in five families. 
Reduced tolerance for galactose as revealed by tliis 
test was found in at least one parent of each child 
with clinical galactosemia and in both parents in 
one instance. Three of six siblings, free of recog- 
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nizable signs of the disease, showed abnormal 
galactose tolerance curves. It seemed, therefore, 
that heterozj'gous carriers of the trait, who had no 
clinically notable manifestations, could be detected 
by tireir abnormal responses to the galactose toler¬ 
ance test. Tlrese observations were interpreted to 
indicate that inheritance of galactose disease is re¬ 
cessive, the overt form of the disease being mani¬ 
fested in individuals who are homozygous, with 
regard to the abnormal gene. An uncertainty of this 
argument lay in the fact that abnormal tolerance 
was not demonstrable in both parents of all children 
with the overt disease; but, as the authors point out, 
probably the test is not sufficiently sensitive to dem¬ 
onstrate an incomplete metabolic block. Holzel and 
Komrower® suggest tliat this trait is much more 
common than was originally believed and that the 
gene is likely to become more widespread with im¬ 
proved treatment of the overt manifestations of the 
disease and with increasing survival of homozygous 
babies. 

The galactose tolerance test has, of course, long 
been used as an index of liver function in both acute 
and chronic liver disease. Hartmann and co-work¬ 
ers “ reported cases of transient galactosemia and 
galactose intolerance occurring in young infants as¬ 
sociated with diarrheal disease, malnutrition, and 
immaturity. Although the intolerance was regarded 
as a complication of the associated diseases, the 
possibility' of a partial metabolic block of true 
galactose disease must be considered in the light of 
Holzel and Komrower’s concept of the heterozygous 
carrier with minimal physical manifestations of 
galactose disease. In such cases the associated dis¬ 
eases, acute or chronic, might conceivably act to 
aggravate an existing mild intolerance of galactose, 
genetically determined. Against this possibility 
Hartmann points out that the galactose tolerance 
curves of these infants became normal after recovery 
from their acute diseases.'” Tlris fact, however, 
would not necessarily exclude the existence of a 
partial metabolic block.'” 

Pathology 

In patients with active clinical manifestations of 
galactosemia, anatomic changes are most prominent 
in the liver, kidneys, and the lens. The liver shows 
areas of cellular degeneration and necrosis, with 
bile stasis, abnormal pseudoacinar grouping of the 
hepatic cells, sometimes xvitli fatty metamorphosis." 
If tire patient surs'ives long enough, tNvo types of 
cirrhosis may develop: the micronodular Laennecs 
type and cirrhosis associated with postnecrotic scar- 
ring.*’ The kidneys may show swelling of the tubu¬ 
lar epitlielium, with the cells containing what is 
often described as glycogen but which some investi¬ 
gators have suggested might be galactogen. B. H. 
Landing states, however, tlrat, in some tissue sec¬ 
tions which he examined, the material did not have 
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the staining characteristics of galactogen. Cataracts 
in the lens may display either lamellar or central 
nuclear opacities.'" 

The cause of the cellular changes is by no means 
clear. Evidence of direct toxic effects of galactose 
has been adduced from Dam’sexperiments in 
which feeding of a high-galactose diet to chicks Id 
to damage of the central nervous system; evidence 
is also available from experiments on rats, in whicli 
feeding high-lactose rations led to the development 
of cataracts." The latest and most plausible sugges¬ 
tion is that cellular damage is not caused by tie 
galactose per se but by the cellular accumulation 
of galactose-l-phosphate, which has been found to 
inhibit several enzyme systems. 

No obvious histological signs of cellular damage 
in the brain have been described to account for tie 
commonly observed mental retardation.'” Evidence 
of brain damage is limited to functional obsena- 
tions, but, because the disease varies so much in its 
severity in different individuals, such evidence is 
difficult to interpret. Speculating on the nature of 
the impairment of central nervous system function 
that leads to mental retardation in galactosemic 
children, Mason and Turner ” suggested that the 
hypoglucosemia which is often found with hyper¬ 
galactosemia might lead to cellular damage, espe¬ 
cially in the brain. The fact that other types of 
hypoglycemia, acute and chronic, do not produce 
tliis kind of clinical picture makes tlris hypothesis 
doubtful.''' 

The mentally deficient galactosemic child does 
not present neurological symptoms like those that 
develop after severe hypoglycemia (such as changes 
in the electroencephalogram). It is true that recip¬ 
rocal changes in concentration of glucose and galac¬ 
tose in the blood occur during a galactose tolerance 
test and after a mixed meal containing milk. This 
shift may be a result of competition between galac¬ 
tose and glucose both in the intestinal mucosa dur¬ 
ing simultaneous absorption of the two sugars and 
in the enzyme systems of liver and other tissue, but 
tire concomitant effects and consequences are not 
clear. 

It has been suggested that defective utilization of 
galactose may interfere with the synthesis of gaho- 
tolipids, cerebrosides that are involved in the rapid 
myelinization which normally occurs in tire first few 
weeks or months of life. Some investigators sugg«t 
that complete exclusion of galactose from the diet 
as part of treatment might have later deleterious 
effects, making the children more susceptive to 
demyelinating disease. Against this possibibt}' 
Holzel and associates ’ pointed out that the gabe 
tose required for synthesis of cerebrosides can e 
derived in situ from glucose by reactions in win 
the intermediation only of uridinediphosphoga aa 
tose (UDP galactose) and galacto-waldenase (In cf 
named UDP Gal-4-epimerase) is needed; these 
enzymes are available in the galactosemic c i 
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There is abundunl evidence dial, if therapy is 
begun early, (lie se\'cre jiliysical manifestations of 
the disease may he pi-e\’cnlcd, or reversed if already 
developed, especially with regard to liver damage 
and cataracts, hut the complete prevention of men¬ 
tal retardation is less certain. In several reported 
cases in which treatment hegan early, the mental 
development of affected children is said to be 
normal. 

Biochemical Pattern and Diagnostic Procedures 

If the infant is taking a milk diet, a reducing sub¬ 
stance is invariably to he found in the urine, al- 
tliough not necessarily in c\’ery sjrecimcn. It is im¬ 
portant to note that, when melituria is observed in 
a young infant, the diagnosis of galactosuria should 
be considered before that of diabetes mellitus, the 
incidence of the former being at least four or five 
times more frequent. 

For the differential diagnosis of melituria, the 
recently available glucose oxidase methods have 
great practical s'alue in excluding glucosuria. The 
specific enzyme, glucose oxidase, has been incorpo¬ 
rated in indicator papers. These were offered pri¬ 
marily for qualitative tests for glucose in urine in 
diabetic management; but aside from that use, the 
test is applicable for quick differential diagnosis of 
other types of melituria. \\fiien dipped in urine, 
tliese test papers turn blue in the presence of glu¬ 
cose but remain unchanged if glucose is not present. 
The test is negative with all reducing sugars other 
than glucose. In several instances, when infants 
were sent to the Cincinnati Children s Hospital with 
a tentative diagnosis of diabetes mellitus, because 
so-called sugar had been found in the urine, tire 
receiving physician, by means of this simple test, 
was able quickly to e.xclude the diagnosis of dia¬ 
betes; on tire basis of history and physical findings, 
the tentative diagnosis was changed in the admit¬ 
ting room to galactosuria or to fructosuria (the lat¬ 
ter associated with evidence of acute hepatitis), 
diagnoses that were later confirmed by chromato¬ 
graphic methods. 

For identification of reducing substances in the 
urine, the fermentation tests with yeast, much used 
in the past, may yield presumptive evidence that 
the sugar is not glucose or fructose, i. e., most likely 
galactose, but it must be remembered that some 
yeasts do ferment galactose. Relatively simple tech¬ 
niques for paper chromatographic methods for the 
identification of sugars and amino acids in the urine 
have been described by Bickel and Hickmans,*' 
Hsia and associates,'® and Lockhart and Roboz.*® 

Aminoaciduria is an important feature of tlie pat¬ 
tern of biochemical disturbances that accompany 
galactosuria."® ^Vhen galactosemic children are re¬ 
ceiving a milk diet and showing galactosuria, the 
e.xcretion of amino acids is greatly increased. It is 
generally said to be due to diminished tubular 
resorption of amino acids resulting from renal irri¬ 


tation by the excreted galactose."®’ Tire increased 
excretion is general, including all the amino acids 
usually found in the urine of normal infants. In a 
few cases studied in Cincinnati, the hydroxyamino 
acids, serine and threonine especially, appeared to 
he disproportionately increased. That aminoaciduria 
may be slow to develop after galactosuria is demon¬ 
strable, but it is also slow to disappear after galac¬ 
tose is eliminated from tlie diet and galactosuria has 
ceased. The concentration of amino acids in the 
blood appears not to be increased above normal. 

Hsia and associates and Holzel and associ¬ 
ates "®'’ reported studies of aminoaciduria in galac¬ 
tosemic children, first in a seemingly normal state 
after a long period on a galactose-free diet and then 
after galactose was added to the diet. Before this 
test, the amino acid excretion was similar to tliat of 
normal children, but, after galactose was added to 
the diet, the amino acid excretion increased twofold 
to fivefold. This returned to normal again after 
administration of galactose had been discontinued 
for 10 days. In Cincinnati we have made similar 
observations. Hsia found the increased amino¬ 
aciduria to be generalized, without any single amino 
acid being excessively prominent. Speculations on 
the biochemical mechanisms that are involved have 
dealt with questions of competition between enzyme' 
systems and of toxic effects of galactose and its in¬ 
termediate products of metabolism on various tissue ■ 
cells but wthout definitive conclusions. The fact 
that several of the essential amino acids were ex¬ 
creted in considerable quantities may have a bear¬ 
ing on the manifestations of nutritional deficiency 
that develop in this disease when it is uncontrolled, 
but tlie quantitative importance of such losses is 
not defined. 

A most important recent development in this field 
is tire discovery that the inability to metabolize 
galactose in congenital galactosemia is due to the 
absence in liver and blood cells (probably in all 
tissues) of a single specific enzyme, which is nor¬ 
mally involved in the conversion of galactose to 
glucose. Normally, galactose is metabolized by 
phosphorylation to galactose-l-phosphate by galac- 
tokinase and adenosinetriphosphate; the galactose- 
l-phosphate is, in turn, converted to glucose-1- 
phosphate by reactions that involve a nucleotide, 
uridine-glucose-diphosphate, and two specific en¬ 
zymes, galactose-l-phosphate uridyl transferase and 
galacto-waldenase. Earlier, Schwarz "* and co- 
workers In England reported that galactosemic red 
blood cells, when incubated with galactose, ac¬ 
cumulated galactose-l-phosphate, whereas normal 
red blood cells did not. Subsequent work at the 
National Institutes of Healtlr revealed that the ac¬ 
cumulation of galactose-l-phosphate in the galac¬ 
tosemia cells was due to absence in the cells of the 
specific enzyme, galactose-l-phosphate uridyl trans¬ 
ferase."" Thus, it appears that “the gene or genes 
responsible for galactosemia control the synthesis 
of P-galactose-uridyl transferase in the cells.”" 
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These studies led to the development of a specific 
diagnostic test for congenital galactosemia.^'* This 
test can be done satisfactorily on the erythocytes of 
newborn infants, even from cord blood,°“" thus 
affording a feasible procedure for earliest possible 
diagnosis of galactose disease when the family his- 
tor>' suggests that it might be expected in the new 
offspring. Kirckman and Kalckar have now modified 
the test in such a way tliat it can be used for tlie 
detection of so-called traits. They found that parents 
(usually botia) of galactosemic children have a 
markedly lowered activity of galactose-l-phosphate 
uridyl transferase in the red blood cells. 

Effects of Treatment 

When galactose is eliminated from the diet of a 
galactosemic infant, the level of galactose in the 
blood falls quickly, proteinuria ceases, and the level 
of amino acids in the urine decreases to amounts 
found in tlie urine of normal infants. After this, the 
infant gains weight, hepatomegaly gradually dimin¬ 
ishes, jaundice disappears slowly or quickly, and 
opacities of the lens, if present, gradually clear. 
After such apparently complete recovery, resump¬ 
tion of milk feeding even for a short period may 
provoke a return of all symptoms, with vomiting, 
albuminuria, and aminoaciduria, that again dis¬ 
appear when milk is withheld. With increasing age 
of the child, tlie galactose tolerance test shows a 
persistent abnormality, although the child may be¬ 
come progressively less sensitive to breaks in the 
dietary regimen. Among different individuals, in¬ 
complete enzyme deficiency or availability of 
alternate pathways of galactose metabolism may 
account for differences in tlie clinical picture. With 
increasing age of the child, the functional maturity 
of organ systems that are injured by tlie cellular 
accumulation of galactose-l-phosphate also may ac¬ 
count for changes in sensitivity to galactose. 

The need for early diagnosis and treatment of 
galactosemia cannot be overemphasized. There is 
abundant reason to believe that the danger of dam¬ 
age to the central nervous system in this disease is 
greatest during the first few weeks or months of the 
infant’s life, the period of most rapid growtli and 
development of the brain. Here the importance of 
early treatment is comparable to that of certain 
other metabolic diseases tliat are known to be asso¬ 
ciated witli mental retardation in children, e. g., 
cretinism and phenylketonuria. 

Witli regard to cretinism, it is well known that 
the earliest possible administration of tliyroid ex¬ 
tract to the adiyroid infant favors both physical and 
mental growtli and development, whereas later 
treatment may promote improved physical develop¬ 
ment but Mudi less or no effect on mental retarda¬ 
tion. In phenylketonuria, rapidly accumulating 
evidence currently indicates that the administration 
of phenylalanine-restricted diets to the phenylke- 
tonuric infant at an early age, preferably under 2 
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months and before the appearance of any si<ms or 
symptoms of abnormality, may allow normal mental 
and neurological development.®^ However, if fte 
restricted diet is started when the child is older tlian 
3 years and if signs of mental retardation and con. 
vulsions are fully developed, there is little or no 
objective evidence that the diet is beneficial. 

In phenylketonuria, as in galactose disease, the 
mechanisms responsible for central nervous system 
damage are not yet clearly defined. It has been 
claimed that brain damage may occur as a result oi 
secondary deficiencies of essential amino acids or 
other food elements or as a result of neurotosic 
agents formed as products of the intermediaiy 
metabolism of phenylalanine. It appears that after 
about 3 years of age the infants who were success¬ 
fully treated with the phenylalanine-restricted diet 
can be fed a normal unrestricted diet without rislt 
of further brain damage. Armstrong notes the 
probability that the extent of early damage in¬ 
fluences the effect of the deleterious metabolites, as 
indicated by the fact that older, untreated phenylke- 
tonurics with milder biochemical abnormalities can 
be mentally normal. Such reasoning may equally 
apply to galactosemic infants who are treated early 
and develop normally, and to those who are treated 
late and exhibit evidences of more or less severe 
mental retardation which persists, despite a gahe- 
tose-restricted diet. 


Treatment 

Treatment is directed toward rigid exclusion of 
galactose from the diet by witliholding milk, es¬ 
pecially human milk with its high galactose content. 
For young infants, liquid formulas may be made up 
with casein hy'drolysate preparations such as Nutra- 
migen. Numerous investigators have reported good 
results after the use of soy-bean products (such as 
Mul-Soy or Sobee) as a milk substitute, hut Holzel 
and co-workers point out that soy beans contain 
stachy'ose, which is a tetiasaccharide with two mole¬ 
cules of galactose; theoretically, therefore, these 
preparations should be avoided, but no one has yet 
measured just how much galactose is liberated frorn 
tire stachyose during digestion.®® Holzel claims tha 
some sensitive infants may fail to thrive and may 
suffer continued brain damage when the diet con¬ 
tains only a trace of galactose, insufficient to show 
in the blood and urine. 

\ATien solid foods are added to the diet, care mus 
be taken not to include foods prepared with niilK 
those that have lactose added. Acceptable foods are 
cereals (offered, of course, without milk), vegc 
tables, eggs, fruits, meats, gelatin puddings (mae 
without milk), and bread or crackers (if j"'*-]). 
out milk). Goldbloom recommended washed mi^ 
curds resuspended in Ringer’s solution, sweetene 
with com sirup. It should be noted that cheese an 
milk curds may contain around 1% of galactos, 
and butter may have 0.2% of galactose. Vitamin 
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tablets and other medicinal tablets are often made 
np with lactose, and some commercially prepared 
cereals contain lactose, added during the manu¬ 
facturing process. Tlic diet should he supplemented 
with sniRcient amounts of vitamins to supply the 
quantities recommended for normal infants; calcium, 
either as chloride or gluconate, should be added to 
supplement the low-calcium content of the milk-free 
diet and fruit juices to augment the potassium in- 
t.ake.®'’ Holzcl and associates recommend Molls 
pudding, prepared of cereal, sugars, eggs, mar¬ 
garine, and cane sug.ar.^’" 

Summar)' 

Early diagnosis and treatment of hereditary galac¬ 
tose disease is of the greatest importance since the 
deleterious effects of this disorder increase with its 
duration. The main symptoms usually appear by the 
time the infant is one or two weeks of age, making 
early recognition possible. Appropriate treatment is 
primarily the omission of milk and other foods con¬ 
taining galactose from the diet. Early therapy may 
prevent or reverse the severe physical manifesta¬ 
tions of this disease, and it is likely, although not 
certain, that mental retardation may be completely 
prevented. 

Indicator papers for clifTcrcntial clia^tnosis of mcliturias are 
available as Testape from Eli Lilly & Company and as Clin- 
stix from the Ames Company, Inc. 

Reagents for enzjnnatic test for tlic specific diagnosis of 
congenital galactosemia arc available from the Sigma Ciiemi- 
ciil Co. 

Aided by a grant from the U. S. Public Healtli Service, 
National Institutes of Heiilth. 
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PRODUCTION OF CONGENITA!, MALFORMATIONS RY DIETARY 

measures 


EXPERIME1\|TS in mammals 
Josef Warkany^ M.D., Cincinnati 


In recent years there has been increasing interest 
in questions connected with the origin of congenital 
malformations, and unusual attention has been fo¬ 
cused on animal experiments that result in de¬ 
formed offspring. Experimental production of con¬ 
genital malformations in lower animals has been 
possible for many decades, but systematic modifica¬ 
tion of mammalian embryos became practicable 
only during the last 25 years. Many methods are 
now available that permit production of congenital 
malformations in mammals, and among these are 
nutritional experiments that have been widely used 
as an instrument of teratological research. 

As early as 1933, Hale' demonstrated that con¬ 
genital malformations can be induced in pigs by a 
deficient maternal diet. In these experiments gilts of 
known stock were fed a diet deficient in vitamin A 
and possibly also deficient in other nutritional fac¬ 
tors. Tire offspring showed microphthalmia or an- 
ophthalmos, accessory ears, cleft palate with hare¬ 
lip, and ectopic kidneys. In control animals Hale 
showed that supplementation with cod liver oil or 
green fodder prevented the anomalies. He also 
ruled out genetic determination of these malforma¬ 
tions by matings of abnormal sons to their mothers 
or of abnormal brothers to their abnormal sisters. 
If the females were fed an adequate diet during 
pregnancy, such matings always resulted in nonnal 
offspring. 

Results of Various Vitamin Deficiencies 

Riboflavin.—Extensive studies in small laboratoiy 
animals were made possible when my associates 
and I found that a S5mdrome of skeletal malforma¬ 
tions could be induced in rats ° by maternal ribo¬ 
flavin deficiency.^ Under strict experimental condi¬ 
tions, about one-third ,of the young were found to 
be abnormal. There was often shortness of the tibia, 
fibula, radius, ulna, and mandible and fusion of 

From the Chfldren’s Hospital Research Foundation and the Depart¬ 
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the ribs. Cleft palate was present in about' 
of the abnormal young. Since hundreds o- 
tive offspring were obtainable with this me 
was possible to study the differing suscept' 
of the various skeletal elements, to obsei; 
histological changes in bone and cartilage,: 
determine the time in gestation when the i-; 
deficiency changed the development-of the ai ': 
structures.'* These experiments showed thali 
metrical and “familial” congenital malform- 
could be induced in mammals by environn_ 
conditions, a possibility denied by many gene, 
up to that time. The studies demonstrated t 
high incidence of posterior cleft palate (wi 
harelip), an internal skeletal malformation, ca 
induced by a chemical deficiency in stocks ol 
that were free of the anomaly. In these e.xperin 
maternal riboflavin deficiency resulted chief! 
skeletal malformations in the offspring, wh( 
soft-tissue anomalies were very rare.** 

Vitamin A.—Since Hale had produced malfo 
tions in pigs by maternal vitamin A deficie 
attemnts were also made to breed female rat: 
pleted of vitamin A. In these experiments, tlie ] 
pective mothers were given a diet low in ntan 
from the time of weaning, but carotene was a( 
in small and measured amounts to make gn 
and maturation possible. After breeding, tin 
males were given a diet free of vitamin A. A 
drome of congenital malformations was induce 
a high percentage of the young. The | 
urogenital tract," the diaphragm, the heart, and 
aortic arches ' were chiefly involved; striking skc 
tal malformations, such as those produced by n 
flavin deficiency, were absent. It is possible 
to study in rats the morphogenesis of certain m. 
formations of the eye, the great vessels, the hea 
and the kidneys. These experiments also shed ig 
on some theoretical questions of prenatal phys' 
ogy. For instance, the fact that fetuses under 
days did not show the classical signs of vitamin 
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deficiency, namely, keratinizing epithelial meta¬ 
plasia, and that older fctusc.s did exhibit these signs 
illustrates that differing fetal age groups react dif¬ 
ferently to the same deficiency. The fact that an 
e.vpcrimcntal procedure, such as prenatal vitamin A 
deficiency, could induce malformations of the geni¬ 
tal ducts and of the urogenital sinus in both male 
and female young proved of interest to those in¬ 
vestigating the origins of pseudohermaphroditism.® 

Vitarniu B Compfc.v.—Although early experiments 
in riboflavin deficiency did not result regularly in 
malformations of soft tissues, prenatal deficiencies 
in other vitamins of the B complex did. Hogan and 
co-workers “ observed that a maternal diet deficient 
in folic acid and cyanocobalamin (vitamin Bi^) 
induced a high incidence of hydrocephalus in in¬ 
fant rats, and Lcfeb\Tcs-Boissclot" produced exen- 
ceplialy and ocular defects by pantothenic acid 
deficiency. 

Vitamin E.—Most of the deficiency experiments 
cited thus far were simple depletion experiments. 
In later experiments, it was shown that it was 
sometimes necessarx' to limit the depletion period 
to early pregnancy and to feed an adequate diet 
later, so that the deformed fetuses could live to 
term. Such a procedure had to be employed to 
obtain malformations by \atamin E deficiency. As 
a rule, vitamin E deficiency in pregnant rats re¬ 
sults in fetal absorption however, surx'ival of 
fetuses can be achieved if the deficient maternal 
diet is supplemented by vitamin E on days 9, 10, 
and 11 of gestation. Supplements with vitamin E 
in midpregnancy salvage some of the embrj'os dam¬ 
aged by the deficiency during early organogenesis, 
resulting in the birth of young, with malformations." 

Role of Antimetabolites 

The introduction of antimetabolites into nutri¬ 
tional teratology represented a significant step for¬ 
ward. The early e.xperiments in which dietary de¬ 
pletion was practiced were laborious and delicate, 
since with this method it was difficult to create 
borderline deficiencies that would injure the de¬ 
veloping embryo without killing it. The depletion 
period necessary before the females could be bred 
extended over weeks or even months. When, for 
instance, a diet deficient in riboflavin was fed 
only during gestation, but not before, the resulting 
depletion was insufficient to produce congenital 
malformations in the young rats. Howex'er, when 
Nelson and co-workers " added the antimetabolite 
galactoflavin to such a diet, deficiency could be 
created within a few days. In this way it became 
possible to begin the experiments at or even after 
conception and to omit the long preparatory pe¬ 
riods, and malformations could be produced in 64% 
•of the offspring. Compared with the original pro- 
cedure,® the yield of abnormal offspring could be 
doubled. In general, the skeletal malformations pro¬ 
duced by combination of a diet deficient in ribo¬ 


flavin plus administration of galactoflavin were 
identical with those produced in earlier experiments 
by riboflavin deficiency alone. However, the addi¬ 
tion of galactoflavin did change the syndrome, since 
soft-tissue malformations occurred in more than 
one-third of the abnormal young animals.'^ 

Folic acid (pteroylglutamic acid, PGA) defi¬ 
ciency was developed into a most efficient terato¬ 
genic instrument. Giroud and Lefebvres-Boisselot'® 
added 5% succinylsulfathiazole (Sulfasu.xidine) as 
an intestinal antibiotic to a maternal diet deficient 
in folic acid and obtained young with eye and 
brain defects, harelip, and other facial anomalies. 
Nelson and co-workers' ' employed a purified diet 
deficient in folic acid, containing 1% succinylsulfa¬ 
thiazole and 0.5% x-methylfolic acid, a crude folic 
acid antagonist. This diet was capable of rapidly 
producing a deficiency of folic acid and a high 
incidence of congenital malformations in the young 
rats. For instance, when this diet was fed for three 
days (days 9, 10, and 11 of pregnancy), a great 
variety of malformations could be obtained in 99% 
of the offspring. Multiple skeletal defects, cardio¬ 
vascular, ocular, and urogenital anomalies, and ab¬ 
dominal and diaphragmatic hernias were observed. 
When this diet was fed on the 10th to 13th days 
of gestation, 100% of the offspring had cleft palate. 
In addition, many had other skeletal defects and 
urogenital anomalies. The types and incidence of 
congenital anomalies resulting from a transitory 
deficiency period of a few days varied with tlie 
time of instituting the deficiency and with its dura¬ 
tion and severity." The high yield of abnormal 
young obtained by this rapid treatment can prob¬ 
ably be attributed to the fact that the embryo can 
be severelj’ injured by the deficiency of folic acid, 
whereas the mothers are not adversely affected. 
This deficiency effect makes possible the survival 
of a large number of deformed fetuses in the uterus 
of mothers who remain in good health and gain 
weight during the short e.xperimental period. 

The teratogenic power of folic acid antagonists 
is also demonstrated by the effects of aminopterin 
(4-aminofolic acid) on embrj'os of mothers receiv¬ 
ing adequate diets. Thiersch'® observed hydro¬ 
cephalus, meningo-encephalocele, harelip, and cleft 
palate in human embryos whose motliers had been 
given aminopterin to induce therapeutic abortion. 
Other antimetabolites vdth teratogenic action have 
been examined in experimental animals." 

Teratological Effect of Hypervitaminosis A 

Cohlans " interesting discovery that hypervita¬ 
minosis A is teratogenic must be mentioned briefly. 
Huge doses of vitamin A administered to pregnant 
rats during organogenesis produced malformations 
in many of the young. Exencephaly, hydrocephalus, 
spina bifida, ocular defects, cleft palate, and other 
skeletal malformations were observed as tlie result 
of this treatment. Although the mode of action of 
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this agent is not clear, there can be no doubt about 
its effectiveness. The experiments of Coblan have 
been confirmed in oim laboratory and have been 
extended by Giroud and Martinet who studied 
the time factors involved and the anatomic details 
of some of the malformations. 

Most of the work mentioned here was done with 
rats of commercial stocks or with rats bred and 
reared for many years in scientific institutions. The 
experiments were usually well controlled, and the 
incidence of spontaneous congenital malformations 
was low in such stocks. As" a rule, the results of the 
various teratogenic agents were the same, irrespec¬ 
tive of the origin of the rats; however, minor dis¬ 
crepancies in different laboratories were sometimes 
attributed to “strain” differences. Genetic studies 
were not made in these rat experiments. 

Genetic Factors 

A few nutritional studies were done with inbred 
strains of mice to investigate the differential sus¬ 
ceptibility of genetically differing strains of mice 
to the same teratogenic agent. By using genetically 
standardized animals, it is also possible to demon¬ 
strate the effects of nutritional deficiencies upon 
embryonic morphogenesis. Kalter and I ■" examined 
the congenital malformations induced in inbred 
strains of mice by feeding diets deficient in ribo¬ 
flavin to which galactoflavin had been added. The 
teratogenic diets successfully used by Nelson and 
othersin rats had to be modified, since the mice 
did not reproduce under the dietary conditions 
that were effective in rats. A large variety of mal¬ 
formations was obtained in the young mice when 
the diets were fed to the mother from the 10th to 
the 14th days of gestation. The mice used were 
of the higUy inbred A/Jax, DBA, 129, and G-.tBL 
strains. Skeletal anomalies could be detected by 
gross inspection or by clearing of the specimens, 
and soft-tissue anomalies were found in histo¬ 
logical sections. Some of the malformations pro¬ 
duced in these mice resembled those produced by 
tlie same method in rats; however, there were dif¬ 
ferences in the two species, and there were differ¬ 
ences in the malformations in the offspring of the 
four strains of mice. Atresia of the esophagus, for 
instance, was induced by this method in about 80% 
of the young of strains A/Jax and DBA but in only 
2% of the Gr.rBL offspring. The pattern of malfor¬ 
mations presented by each strain of mice was more 
or less specific. 

An interesting observation was made by Runner 
and Miller"' in the young of mice of strain 129. 
Wien females of that strain were fasted for 24 
hours during the ninth day of pregnancy, exen- 
cephaly, vertebral anomalies, and fused ribs were 
induced in 28% of the fetuses. It is noteworthy that, 
in the presence of a certain genetic constitution, 
temporary maternal starvation, a rather unspecific 
nutritional deficiency, can result in congenital mal¬ 
formations of the young. 


J.A.M.A., Dec, J3, msi 

In addition to these studies, other investigations 
have been conducted in this field. For a more com¬ 
plete orientation, the reader is referred to ofter 
extensive reviews in the literature.''^ 

Interpretation of Experiments 

A few remarks about the interpretation of tie 
experiments cited may be in order. It should be 
stated at the outset that the experiments do no! 
prove that congenital malformations in man are due 
to maternal dietary deficiencies. Those acquainted 
with the details of tlie experimental nutritional 
methods resulting in congenital malformations ap¬ 
preciate the differences between the experimental 
conditions employed and the conditions of human 
reproduction. IVhen we speak of a dietary defi¬ 
ciency as a cause of malformations in experimental 
animals, we usually mention only one of the factors 
involved in the production of the congenital mal¬ 
formations. To make the experiment successful, 
that is, to create a borderline deficiency injurious 
but not lethal to the embryos, the depletion time 
must be regulated according to the mother’s ability 
to store and restore the particular nutritional factor. 
Sometimes the depletion must be terminated pre¬ 
maturely at a certain period of gestation by ad¬ 
ministration of a supplement to avoid complete 
destruction of the damaged fetus; some depletion 
methods require administration of inhibitors or anti¬ 
metabolites. The outcome of the experiment also 
depends upon the genetic make-up of the animal 
species or strain selected for the experiment. 

The fact that a teratogenic method produces a 
certain malformation in rats does not permit the 
conclusion that it will be equally effective in mice. 
How much more hazardous is it then to equate 
such animal experiments with human conditions. 
However, in certain cases adverse nutritional con¬ 
ditions of the mother may impair tire development 
of human fetuses; for example, endemic cretinism 
has been attributed to maternal iodine deficiency. 
Although tile etiology of endemic goiter" and 
cretinism is complex, these conditions disappear 
when iodized salt or improved diets are introaucecl 
into the endemic areas.^’' Antimetabolites that are 
teratogenic in animals may also be teratogenic m 
man.'® The fact that starvation in early pregnancy, 
can cause malformations in the young of some in- 
bred strains of micecannot be ignored, since 
anorexia, vomiting, or lack of food could, in rare 
instances, cause comparable situations in women- 
It should be emphasized that, to date, the ^ 
genic effect of starvation has been demonstra e 
only in the presence of certain maternal attribu ^ 
and that it may depend to a great extent upon c 
genetic constitution of the mother and the j 

Although the experiments cited may not ^ 
practical importance at this time, they 
iluenced many theories concerned with congca 
malformations. The early investigators who wor 'c^ 
in nutritional teratology were searching for ' 
perimental method to produce congenital ina 
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■ millions in nnnnninls. They .succeeded in deman- 
' strating lliat adverse en\’ironniental conditions must 
be considered as possible causes of prenatal de- 
; formilics and that these conditions could be of a 
rather subtle nature. 

In recent years other teratogenic methods have 
been dei'cloped which siijiidcment car])' nutritional 
studies. Some of these methods require less skill 
and effort than the nutritional studies and are, 
therefore, preferable for certain tcratological in¬ 
vestigations. However, the nutritional studies men¬ 
tioned point to the importance of well-defined 
chemical comnounds whose role in prenatal de¬ 
velopment had not been recognized before. Some 
of these substances arc known to be constituents 
of enzyme systems which ma)' bo rendered ineffec¬ 
tive by the lack of such nutritional elements. Since 
it is generally assumed that genetic mechanisms 
are mediated through enzymatic activity, I should 
like to c.xpress the hope that nutritional teratology 
will ei'entuall)’ benefit genetic ini'estigations con¬ 
cerned u'ith the mode' of action of abnormal genes. 
It is possible that both genic “deficiencies” and 
certain prenatal nutritional deficiencies result in 
aberrations of similar enzymatic processes neces- 
sar)' for normal development.’'’ In the field of tera- 
tolog)' there is common ground for the develop¬ 
mental geneticist and the nutritionist. In this area 
teratogenic nutritional exjjeriments may eventually 
make their greatest contribution to the science of 
teratolog)'. 

Summar)’ 

Many methods are now available that permit 
production of congenital malformations in mam¬ 
mals, and among these are nutritional experiments 
that have been widely used as instruments of tera- 
tological research. Congenital defects of the central 
nervous system, of the eyes, of the skeleton, and 
of the cardiovascular, urogenital, and other systems 
have been produced under strict exirerimental con¬ 
ditions. In the application of such animal e.xperi- 
ments to questions of congenital malformations in 
man, great caution must be exercised, since the 
animals are subjected to artificial environmental 
conditions which are not likely to occur in human 
beings. 

Tliis study was supported by grants from tbe National In¬ 
stitute of Arthritis and Metabolic Diseases, U. S. Public 
Health Service, and tlie National Vitamin Foundation, Inc. 
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TEN YEARS OF SPACE MEDICINE 

Q IVILIAN and military scientists are co¬ 
operating extensively to devise a vehicle 
in which man may be safely lifted into 
outer space, perhaps as far as the moon 
or some planet. A project so immensely complex 
and far reaching requires the knowledge and 
skills of many groups of scientists—astronomers, 
physicists, chemists, biologists, engineers, botanists, 
metallurgists, psychologists, physicians, and otliers. 
Already the engineering capability exists to launch 
rocket vehicles at orbital or escape velocities; how¬ 
ever, tire techniques devised to keep the human 
astronaut healtliy, to rescue him in case of disaster, 
and to bring him back safely to earth are in need 
of many refinements. To this end, the U. S. Air 
Force School of Aviation Medicine, nearly 10 years 
ago, founded a department of space medicine which 
was the first branch of any educational or research 
institution concerning itself solely with conditions 
that man would meet in space. The research accom¬ 
plished by tlris school serves today as the founda¬ 
tion of all planning in the United States and abroad 
for mans venture into space. 

To review the accomplishments and discuss the 
unsolved problems, tlie school witli the assistance 
of the Southwest Research Institute convened an 
international symposium on space medicine a few 
days ago at San Antonio, Texas. In this assembly 
of more than 600 scientists, confidence prevailed in 
ultimate success. However, e.xtremely difficult prob¬ 
lems stand in the way. 

Long-time manned space flight in a sealed cabin 
demands, uathout prohibitive rveight, the provision 
of food, the disposal of e.xcreta, and the gas ex¬ 
change requirements. As an approach to these prob¬ 
lems, Prof. Jack Myers of the University of Texas 
has investigated the possibility of using oxygen- 


J.A.M.A., Dtc. 13, iig 

producing algae. A photosynthetic gas-reqclinj 
system would provide oxygen produced by tie 
algae for the man to breathe and the algae would 
complete the gas-exchange cycle by growing on fte 
carbon dioxide exhaled by the man. The alzae 
would also manufacture- food materials necess^’ 
for the sealed-in space navigator. Dr. Myers re¬ 
ported an axperiment in rvhich he used mice and 
the green alga- Chlorella which operated satisfac¬ 
torily for one month and could have been continued 
longer. He has emphasized that, while no use of 
this procedure is reasonably foreseen in the imme¬ 
diate future, the experiment provides a demonstra¬ 
tion of operation of a photosynthetic gas exchanger 
and should contribute to a long range kind ol oper¬ 
ation. 

In a panel on space problems presented by the 
Association of Military Surgeons of the United 
States in Washington, D. C., in November, Finhel- 
stein and Taylor, reporting from the Wiight-Pattei- 
son Air Force Base, said that a practical means to 
regenerate the carbon and nitrogen compound! 
man needs will remove all food limitations to the 
duration of space flight. Tlie technical feasibility 
of such regenerative cycling is not in question and 
research in the strict sense of the word is not re 
quired. Technical development and applied re 
search however, are needed. Work is under way tc 
find a more efficient form of algae and there hat 
been considerable speculation about the possibility 
of algae as a source of food. 

Kitzes, of the Wright Air Development Center 
said that eventually closed ecological systems ml 
be available to provide complete regeneration and 
reclamation of all gaseous, liquid, and solid ma¬ 
terials needed in , normal human metabolism. 
Champlin of the Army Ordnance Missile Com¬ 
mand, noted before die panel in Washington that 
many volunteers for space flight have already de¬ 
clared themselves. Volunteers obviously show 
meet various special physical and mental require¬ 
ments. Actually, it was stated, certain physic® 
handicaps may be an advantage in space flight- 

Many of the other problems discussed at haji 
Antonio, which the School of Aviation Medicine u 
trying to solve, involved advanced training m 
far removed from the present-day knowledge o 
most practicing phy'sicians. , 

Prof. Hubertus Strughold, often referred to as m 
father of space medicine, in reviewang the 10 
that have elapsed since the first scientific rase m? 
Yvas held on the medical problems of space nig i > 
said at the San Antonio meeting; “We have com 
plete knowledge about certain factors in , 
flight; about otliers we have some knowledge, an 
about the rest we depend entirely on 
or even on speculations.” And yet he is conn e 
that research will find tire, answer to many o 
unsolved problems. “There is no question, 

“that Mars and Veiius, besides the Mooii, v>'' 
targets of manned space operations within 
century.” / 








2025 


>, Yol. IGS, No. 15 


BUREAU OF MEDICAL ECONOMIC RESEARCH 


^ BOOK ON MEDICAL CAKE 

Vaughn D. Bonict, Ph.D. 


Tlic five .spccialisls in the field of public health 
who extracted and assembled the material for the 
hook “Readings in Medical Care” ' express the hope 
that their book will contribute to “sound and realis¬ 
tic solutions of medical care questions of the future 
by making knowledge about past and present prob¬ 
lems more com’cnicnlly accessible.” They tried, 
they say, “to choose the most rtscful and informa¬ 
tive writings available and to include items repre¬ 
senting differing points of view on controversial 
questions.” “Readings in Nfedica! Care” is the cre¬ 
ation of Drs. Solomon J. Axelrod (University of 
Michigan School of Public Health), Franz Gold- 
mann (Haiward University School of Public Health), 
Milton Terris (University of Buffalo School of Med¬ 
icine), Jonas Muller (New York Medical Col¬ 
lege), and Cecil G. Shops (Beth Israel Hospital), 
assisted on editorial matters by Edward B. Kovar. 
It is specifically stated in the Preface tlrat the Asso¬ 
ciation of Teachers of Preventive Medicine took "no 
active part” in determining content. The Committee 
on Medical Care Teaching, for its part, merely “ad¬ 
vised the editors oh the scope and general orienta¬ 
tion of the volume, but not on the choice of specific 
material for inclusion.” 

The Problem of Selection 

A certain directional aspect is placed on the book 
in the Foreword by Dr. George Packer Berry, dean 
of the faculty of medicine at Harvard Universitj’, 
who observes that rapid changes in society and 
medical science mean that “the framework and 
content of medical care and health service will in¬ 
evitably have to change.” And he judges tliat the 
present volume is in fact “a balanced and repre¬ 
sentative collection.” In the light of these several 
statements of hope and appraisal the task of the 
reviewer is clearly outlined in advance. Does the 
book realize these aspirations? Does it justify these 
judgments? 

At the outset, one must observe that a book of 
readings destined for use by students of medical 
care organization shares some of the responsibilities 
inescapable in compilations of this character com¬ 
monly seen in our universities. Such books of read-, 
ings are basically a substitute for the original pub¬ 
lications. No longer need students who own such a 
book browse in the library stacks, explore reserve 
book shelves, or search out old magazines in period¬ 
ical rooms. The card catalog, guides to periodical 

Research Associate, Bureau of Niedical Econorntc Research, American 
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literature, and library reference personnel have 
been bypassed. The open market place, where pub¬ 
lished materials and ideas find their level, is closed 
in a sense by all who select and reprint under one 
cover wbat they consider to be the important ma¬ 
terials of the field. To assemble, exti'act, arrange, 
and properly introduce a tiny portion of the total 
literature of a technical area of scholarship and 
affairs to the end diat teachers will be able to pre¬ 
sent students with a reliable and realistic portrait 
in miniature is to shoulder a heavy load. The bur¬ 
den of tile reviewer is only a little lighter, for he 
must try to make clear the apparent extent of the 
over-all accomplishment. 

Analysis of “Readings in Medical Care” may 
properly begin with the 122 selections incorporated 
in its 13 parts, for there are only 15 pages of origi¬ 
nal material out of 694 pages. There are few ex¬ 
planatory footnotes, and it was a questionable 
editorial decision to eliminate almost all footnotes 
from the original items. These key decisions will 
certainly be severely questioned Jiy teachers who 
choose to adojit the book for student use. Extracts 
from diversified secondary sources seldom, if ever, 
speak clearly to the uninidated without at least 
some editorial interpretation. Even if the one-page 
essays which -introduce each of the 13 parts of die 
book had been uniform in quality, they would be 
no substitute for the road map these learned editors 
did not bodiev to provide. One assumes that they 
were thoroughly familiar with many pertinent de¬ 
tails about the cited authors and organizations; the 
circumstances of original publication were nor¬ 
mally known to them; but they, passed on to die 
student none of this highly relevant lore. In some 
classrooms, therefore, “Readings in Medical Care” 
may raise more questions for the teacher than it 
solves. 

Topics and Space 

The editors view the problem of illuminating the 
subject of "medical care” chiefly in terms of physi¬ 
cians, hospitals, go\'(’rnmcnt, insurance, and the 
public. They give little space to dentistry and vir¬ 
tually none to the pharmaceutical industry or to the 
significance of its products. More than three-quar¬ 
ters of a 106-page section on The Medical Care 
Team is given to physicians. Dentists, medical so¬ 
cial workers, technicians, and nurses share what is 
left. Does this decision on emphasis best meet the 
needs of medical students and young people in 
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graduate schools of public health? One may well 
doubt it. Over-all, the editors divided their space 
as is shown in the table. 

In e.xamining this table it should be borne in 
mind that the Selections are the excerpts actually 
comprising the present book, while the "Further 
Readings” are the lists given at the close of each 
part; a title appears in one or the otlier, but not 
both. Many of the selections come from the same 
printed source (“Medical Care for Americans,” a 
1951 publication, provided five selections; “Build¬ 
ing America’s Health,” the product of the Presi¬ 
dent’s Commission on the Health Needs of the 
Nation, 1952-1953, furnished six). Yet each book or 
article was listed at the close of no more than 1 of 
the 13 parts. No reasonable reason for this peculiar 
decision comes to mind. Certainly to list such com¬ 
prehensive books as “Financing Hospital Care in 
tile United States” (3 volumes) only at the close of 


Division of Space in “Readings in Medical Care" 

No. of 

No. of No. of “Further 
Patfe« .Sclec*tfon*5 UeatlingR*’ 


Putt 

Title 

0) 

<2) 

<3) 

1. 

Pioblejn«‘ it MedU-al (.’uro: 
the General BuckKiound . 

21) 

G 

9 

11. 

Tl.(* National Health Pietiire ... 

4.'» 

10 

10 

111. 

Adetiuacy of Medleal (.’are . 

40 

9 

3 

IV. 

The Go'<ts ot .Medieul rare . 

81 

9 

10 

V. 

The Medleal (.'are Team . 

ICC. 

ir» 

18 

VI 

ll0!4pltUlS . 

7.> 

10 

12 

VII. 

t’oordlnatioD In Health an«l 
Medical Service . 

44 

10 

11 

via 

(.'are of Loinf-Tenn lllne.^s . 

48 

9 

13 

JX. 

Riiial Medical yare . 

24 

0 

7 

X. 

Public .Medical Care ... 

40 

G 

27 

XI. 

.Medical Care in Industry . 

00 

11 

20 

XII. 

Medical Cure Insurance. 

no 

10 

21 

XIIl. 

Principles and Pl•op< 1 sal^ . 

80 

7 

10 


'I'otJ Is . 

OlH 

122 

177 


the section on insurance and not at all in the section 
on hospitals (a typical and necessary consequence 
of such a decision) makes the bibliographical lists 
strangely lopsided. “Paying for Medical Care in the 
United States,” by Oscar N. Serbein Jr., a compen¬ 
dium with 2.37 tables, is listed only' once, even 
though its contents (like a great many others of tlie 
177 “Further Readings”) are related to fully half a 
dozen of tlie sections of the book under review 
here. Before leaving the subject of bibliographical 
references, it must be said that little effort was 
made to cite important articles in periodicals, even 
though the periodical and pamphlet literature on 
medical care is extensive and rich. The bibliography 
in Serbein’s 1953 book, for example, lists 25 items 
by the Bureau of Medical Economic Research of 
the American Medical Association, but the present 
book (1958) lists only 9; Serbein lists 11 items by 
Selwj'n D. Collins, while the present volume men¬ 
tions only 3. Other examples could be given, each 
illustrating tlie point. 


I.A.M.A., Dec. 13,19a 


Referring back to the table above, the decisions 
made on division of space by subject come under 
review. Medical Care Insurance and The Medical 
Care Team are the longest of the parts; Rural 
Medical Care, Principles and Proposals, Problem 
in Medical Care, and Tlie Costs of Medical Cate 
are the shortest. Autliorities will no doubt disagree 
on the space that might have been given to each o! 
these subjects. 

When Is Contemporary? 

Bearing in mind the objectives stated by the edi¬ 
tors, one is surprised at the age of many of the 
readings excerpted in ‘!Readings in Medical Care.” 
Their average (mean) and median year of publica¬ 
tion is 1949. The section (part) on the adequacy of 
medical care consists of selections published in 
1932-1933, 1947, 1949, and 1954. When is contem¬ 
porary? Of the 122 extracts, 8 were originally pub¬ 
lished in 1931-1940, 67 in 1941-1950, and 47 in 
more recent years; only two extracts in this 1958 
publication date from later than 1955. Mliat are we 
to think as we survey this situation? It may be that 
some of the writings chosen have not been re¬ 
placed; for example, the studies of the Bureau of 
Medical Economic Research of the American Medi¬ 
cal Association on the distribution of physicians are 
the latest. It is a service, furthermore, to remind 
students of old controversies and of the extreme 
positions taken by some during the decade after 
World War II. Yet difiBculties arise from the de¬ 
cision of the editors to print so many materials 
which do not portray accurately the medical care 
realities of the post-Korean years. The median year 
of all publications mentioned in the bibliographical 
lists is four years later (1953 versus 1949) than that 
of the extracts chosen for reprinting by the editors. 


Free Choice and Fee-for-Service 

Remembering the several assertions of the editors 
regarding their self-imposed goal of giving students 
items representing differing points of view and of 
communicating to them knowledge about past ana 
present problems in the socioeconomic field o 
medical care, the present reviewer tested the boo_ 
on several important matters. First, the principle o 
free choice of physician is singularly ignored in mis 
book. The selection from a 1945 book of Dr. Franz 
Goldmann mentions the existence of a “vast liter¬ 
ature” in favor of free choice (page 347). 
true. But the five e.xperts who shared responsihi it) 
for these pages (including Dr. Goldmann) did ri® 
see fit to include a single item devoted to the e 
fense of free choice. The only index reference fc f° 
unsy'mpathetic comments by the latter. B 
choice of physician unrelated to tire past, presen, 
and future of medical care? 
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A second sulijccl tested by the reviewer wi\s "fec- 
for-service” as a form of paying for medical care. 
Tlierc arc three .short treatments of the matter. In a 
quoted 195'2 statement. Dr. Goldmann curtly con¬ 
veys its alleged advantages in three brief sentences 
and then attempts to tear it apart in half a page of 
earnest prose (page 194). A second mention is in a 
1946 congressional committee report; there, the 
extra paperwork supposedly accompanying fee-for- 
service is stated to be an important defect of that 
method of payment. In a third reference (page 660) 
Dr. Ernst P. Boas judges in his 194.5 publication of 
the Society for Ethical Culture that “Insurance 
guaranteeing complete medical coverage cannot be 
set up, except at a prohibitive cost, if the fee-for- 
service principle is retained.” It forces on health 
insurance, moreover, “a complicated and expensive 
system of checks to detect cheating.” One may 
safely conclude that fee-for-ser\'ice was not con¬ 
sidered particularly worthy of student consideration 
by those who compiled the present book. 

Since the word “ethics” does not appear in the 
Inde.x, "Hippocratic Oath" was checked through 
the book as a substitute. It, too, was deemphasized 
to the point of extinction. Dr. Goldmann informs 
his young readers on page 199 that “If the physi¬ 
cian lives up to professional ideals and strictly ob¬ 
serves the code of ethics embodied in the Hippo¬ 
cratic oath he may well conclude his days in pov¬ 
erty. If he acts like a businessman he can acquire 
a big bank account and a large estate within a few 
years but will furnish ample ammunition for com¬ 
plaints about commercialism in tlie system of pri¬ 
vate practice. A well organized and efficiently 
administered system of paying physicians for serv¬ 
ice in medical care programs can markedly reduce 
the dilemma confronting the possessor of the most 
humane of arts” (1952). Finally, as a preliminary to 
an attack on free choice of physician, Wendell 
Berge, an attorney, is quoted as saying .in 1945, “Let 
us briefly survey the great trends which converge 
upon medicine, for they decree a revision of means 
if the great ends of the Hippocratie Oatli are to be 
served” (page 668). Among other rays of hght di¬ 
rected on medical practice by this “expert” in a 
10-page e.xtract are these: “To me it seems that one 
of the great shortcomings of the prevailing medical 
system is that the practitioner is kept so busy with 
his patients that he cannot translate his work into 
medical discovery” (page 676). And, “If there is one 
field where freedom of choice should be qualified, 
it is medicine” (page 671). For him, “A new medical 
order is inevitable.” Why were his views in the 
section on Principles and Proposals (tire book’s 


conclusion) given a third of the space while the 
American Medical Association and American Den¬ 
tal Association share only three pages? 

Returning to the time element as presented in 
“Readings in Medical Gare,” one notes the heavy 
concentration on the years of the first Truman Ad¬ 
ministration. Fifty-one of the quoted materials de¬ 
rive from that era. Opinions will differ sharply on 
the wisdom of including so many of these materials, 
especially on including them without some clearcut 
method of indicating how deceiving is the re¬ 
peated use of the words “now” and “at the present 
time” and their equivalents. Certainly it is no serv'- 
icc to students to hand them without comment such 
dogmatic evaluations as that of Dr. Boas (1945), 
“For all these reasons, protection offered by volun¬ 
tary sickness insurance in this country is minute in 
comparison to the need.” Furthermore, “National 
compulsory health insurance is the only practical 
method of spreading the benefits of good medical 
care to the whole population” (pages 660, 661). In 
any event, the coverage of voluntary health insur¬ 
ance in this book is hopelessly out of date and 
decidedly misleading. 

Selected Selections 

In concluding their pioneering volume, one which 
performs a useful bibliographical service by re¬ 
minding us of the variety of the literature pub¬ 
lished on medical care during the past quarter 
century, the editors write (page 666), “Hopefully,- 
the background of information and tlie stimulation 
of the ideas presented in these pages will help us 
to select the more meaningful of these many pro¬ 
posals [on the organization and financing of medical 
care], to evaluate them intelligently, and to act unon 
them as mature and understanding citizens.” In the 
opinion of the reviewer, however, tiris hope of in¬ 
telligent evaluation and appropriate action based 
on study of the present book has a chance of being 
realized only in the case of readers who lived 
through the era when these proposals were popu¬ 
larized and who are thoroughly conversant with 
'pi-esent trends in the medical care field. For it must 
be said that “Readings in Medical Care” does not 
present the alternatives on many major matters in 
the medical care field with equal skill or enthusi¬ 
asm. Students will certainly need many additional 
reading assignments from the past and the present 
if they are to arrive at reasonably balanced judg¬ 
ments. 
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ALABAMA 

Grant for New Psychiatric Clinic.—Announcement 
was made recently of a federal fund grant of 
8196,187 for a new psychiatric clinic at the Uni- 
\’ersit>' of Alabama Medical Center. Located at 
Universit)' Hospital, it is the first unit of a j)ro- 
posed new ambulant patient center. Designed to 
handle an estimated 25,000 patients a year as well 
as for e.xpanded research and teaching purposes, 
the clinic is a self-financing operation, since no 
community funds are available for the hospital’s 
vast indigent out-patient service. The present psy¬ 
chiatric clinic is located in offices on the second 
floor of a store at the Medical Center. The new 
clinic will be constructed in the block chosen for 
the proposed out-patient center, bounded by Sixth 
and Seventh Avenues and 17th and 18th Streets, 
south, Birmingham. 

CALIFORNIA 

Dr. Newell Honored.—The Gold Medal of the Ra¬ 
diological Society of North America was presented 
Nov. 20 to Dr. Robert R. Newell, San Franciseo, 
during the 44th annual meeting of the society in 
Chicago. Dr. Newell is emeritus professor of medi¬ 
cine (radiology) Stanford University Medical School 
and Scientific consultant to U. S. Naval Radiologi¬ 
cal. Defense Laboratory, San Francisco. He was 
president of the American College of Radiology in 
1951 and received the college s Gold Medal in 1957. 
He is currently a member of the National Commit¬ 
tee on Radiation Protection. 

Provost ApiDointecl.—The appointment of Dr. John 
B. deC. M. Saunders as provost of the University 
of California Medical Center, San Francisco, and 
Willard C. Fleming, D.D.S., as vice-provost has 
been announced by President Clark Kerr, of the 
statewide university. Dr. Saunders unll continue as 
dean of the School of Medicine and Dr. Fleming as 
dean of the College of Dentistry. In his new posi¬ 
tion as provost Dr. Saunders will be the responsible 
administrative chief of the Medical Center and 
Dr. Fleming will be his deput)'. Dr. Saunders has 
exercised many of tlie duties of provost since he 
became dean of the School of Medicine in Feb¬ 
ruary, 1956. 


Physicians are invited to send to this department items of ne\v5 of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Symposium on Aviation Medicine.—The present and 
future problems of space flight, small aircrafts, jet 
transportation, and flying safety were the major " 
discussion topics at the fourth annual SjTnposiura 
in Aviation Medicine, held Oct. 22-24 in Santa 
Monica, sponsored by the University of California 
School of Medicine and University of California 
Extension, Los Angeles. Dr. Coleman M. Whitlock, 
Jr., head, of Human Factors, Space and Radiation 
Medicine of Convair Astronautics, San Diego, spoke 
on "Omnienvironmental Testing as Applied to 
Space Flight.” Col. Hany G. Moseley, chief of the 
Aero Medical Safety Division, Directorate of Flight 
Safety Research, Norton Air Force Base, Calif., 
presented “Military Developments in Flying Safe¬ 
ty.” Mr. A1 Blackburn, president of the Society' of 
Experimental Test Pilots, discussed improved fed¬ 
eral regulations to decrease aircraft collisions. On 
the last day of the meeting, “Man in the Space 
Environment” was discussed by Capt. Julian E. 
Ward, director of the Bioastronautics Group at the 
Inglewood, Calif., Air Force Ballistic Missile Divi-, 
sion. 


COLORADO 

Large Grant for Research Facilities.—The U. S. 
Public Health Service has notified Dean Robert ]. 
Glaser, of the University of Colorado School of 
Medicine, Denver, that it has approved a grant of 
$1,344,165 in matching funds for construction of re¬ 
search facilities at the Colorado University hledieal 
' Center. Tlie funds are made available for new con¬ 
struction and remodeling in the centers long-rangs 
building jorogram, and up to $140,665 of the match¬ 
ing grant may be used for equipment. Tire Medica 
Center’s proposed $17,500,000 expansion program 
includes a new 405-bed hospital, medical and deo" 
tal research facilities, outpatient clinics, and other 
construction north of tlie present campus. The lec ■ 
eral funds are not for a specific building. 


DISTRICT OF COLUMBIA 
Dr. Habel Consults on Rabies in Latin America.-- 
Dr. Karl Habel, researcli scientist of the Nationa 
Institutes of Health, left Oct. 11 for six weeks 0 
consultation with five Latin American governments. 
OfiBcials of the Pan American Sanitar)' 
Regional Office for the Americas of the Bof 
Healtli Organization, said Dr. Habel served as» 
consultant on rabies and other virus problems, 
a staff member, of the bureau’s Pan 
Zoonoses Center he visited Brazil, Argentina, C ' e, 
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Peru, and Panama. Dr. Ilalrcl i.s a member of the 
WHO Expert Committee on Habic.s and the origi¬ 
nator of the Habel le.st for virus potency. At the 
Zoonoses Center, in Azul, Argentina, lie helped 
with work being done in the virus laboratory. As 
recently as 1956, the year of the center’s founding, 

. there were 149 reported deaths in the hemisphere 
^ue to rabies. Every conntr)’ of the Americas, save 
one, is said to have a rabies problem. The lone 
exception is Uruguay, where a suecessful eradica- 
■ tion campaign was completed some 15 years ago. 

. ' ILLINOIS 
,( Chicago' 

r Medical History Meeting.—The Society of Medical 
V Histor)’ of Chicago will meet at the Institute of 
Medicine (fourth floor, 86 E. Randolph St.) Dec. 17, 
8:00 p. m. This is an open meeting; all are welcome. 
Dr. Helmut P. G. Seckel, associate professor, de- 
; partment of pediatrics, University of Chicago, will 
:■ present “The Vienna School of Pediatrics and the 
. Concept of Allergy,” after which Dr. E. Lee Strohl, 

- associate professor of surgery. Northwestern Uni¬ 
versity Medical School, will speak on “Ladies of 

. Lynn—Emphasis on One.” 

Chicago Medical School Anniversary.—The Chicago 
Medical School marked the 10 x’ears of its accredi¬ 
tation and approval “as a medical college of high 
standing” Nov. 25 at a dinner meeting in the Stand- 
• ard Club.' The story, narrated by Alex Dreier, news 
commentator, concerned the early history of the 
school up to its approval on Nov. 9, 1948, by the 
American Medical Association and the Association 
of American Medical Colleges. Dr. John J. Sheinin, 
president of the school, described the future plans. 
A new research institute, the first of seven build- 
- ings to be erected on the 10 acres of ground in the 

- West Side Medical Center, is in the planning stage 
and construction is expected to begin in spring. 

Personal.—Dr. James E. Cassidy was named as¬ 
sistant director and chief of the medical unit of the 
Student Health Service of the University of Chi¬ 
cago, effective August 1.-Aaron Novick, Ph.D., 

who has been a member of the University of Chi-' 
cago faculty for 11 years, has been named director 
of the Institute of Molecular Biology at the Uni¬ 
versity of Oregon, Portland, effective Jan. 1.—Uni¬ 
versity of Chicago faculty and friends of Dr. Paul 
C. Hodges, professor emeritus of radiology at the 
University of Chicago, held a dinner in his honor 
' Nov. 6. He joined the faculty as one of the original 
members of the University Clinics staff and was ap¬ 
pointed chairman of die department of radiology in 
1927. He retired June 30, 1958. Scheduled speakers 
at the dinner were Chancellor Lawrence A. Kimp- 
ton, Ph.D.; Dr. Lowell T. Coggeshall, dean of the 
Division of Biological Sciences; and Dr. Franklin 
• C. McLean, professor emeritus of physiology. 


•Founders Day Awards.—Dr. Richard H. Young, 
Northwestern University Medical School dean, pre¬ 
sented awards to six medical school students and 
graduates Sept. 30 at a Founders Day convocation. 
The convocation honored the founders, of the medi¬ 
cal school and formally opened the school’s 101st 
annual session. The Founders Day address was 
delivered by Dr. Guy P. Youmans, chairman, de¬ 
partment of microbiology, who spoke on “The 
Other World.” Dr. Robert C. Larlett, Tueson, Ariz., 
received the Borden undergraduate research award 
in medicine, $500 and a certificate, “given to a 
student in the graduating class who performed 
meritorious medical research while an undergradu¬ 
ate medical student.” Winner of the George J. Den¬ 
nis Phi Rho Sigma award was Harry L. Gibson, of 
Springfield, Mo., who received a $100 bond for 
maintaining the highest scholastic average during 
the first three years of medical school. Robert L)Tm 
Parker, Box 6, Hollansburg, Ohio, was the recipient 
of the Phi Beta Pi-Leslie B. Arey award, “given to 
tlie freshman student for the highest scholastic 
achievement in the study of anatomy.” The $50 
award has been named in honor of Dr. Leslie B. 
Arey, professor emeritus of anatomy. Winner of the 
Roche award, given by Hoffman-LaRoche Inc., “for 
outstanding scholastic attainment during the sopho¬ 
more year,” was Albert D. Newcomer, Dixon, Ill. 
Mr. Newcomer was given a scroll and an engraved 
watch. 

LOUISIANA 

Lectureship in Social Psychiatry.—Tulane Univer¬ 
sity, New Orleans, has announced the creation of a 
lectureship in social psychiatry jointly sponsored by 
the department of psychiatry and neurology and 
the department of sociology and anthropologj' and 
supirorted by the Mona Bronfman Sheckman Foun¬ 
dation. Dr. John P. Spiegel, the first speaker in this 
annual series of lectures, discussed “The Structure 
and Function of Social Rules in the Doctor-Patient. 
Relationship” Oct. 23 through 25. The guest lec¬ 
turers ■w’ill be alternately a social scientist and a 
psychiatrist. The lectures will be published in mon¬ 
ograph series. (For information contact the program 
co-chairmen. Dr. Harold I. Lief or Prof. Forrest E. 
LaViolette, Ph.D., Tulane University.) 

MARYLAND 

■Visiting Lecturer.—Prof. Curt Stern, Ph.D., of the 
University of California, Berkeley, will be visiting 
lecturer in medicine at the Johns Hopkins Hospital, 
Baltimore, during the month of January, 1959. 
During this time he will give a series of 12 lectures 
entitled “A Survey of Human Genetics.” 

MASSACHUSETTS 

Mueller Memorial Lecture.—Joshua Lederberg, 
Ph.D., one of tlrree American scientists to share the 
1958 Nobel prize in medicine and'physiology, de- 
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livered the second annual J. Howard Mueller Me¬ 
morial Lecture at the Harvard Medical School, 
Boston, Nov. 13 on “Genes and Antibodies: Genetic 
Models of Immunity and Differentiation.” The lec¬ 
ture honors Dr. Mueller who at the time of his 
death in 1954 was Gharles Wilder Professor of 
Bacteriology and Immunology at Harvard. W. E. 
Van Heyningen, of Oxford University, England, 
delivered the first Mueller Memorial Lecture in 
April, 1958. 

Seminar on Medical Education.—The department 
of medical education at Beverly Hospital, Beverly, 
has announced a Seminar on Medical Education for 
the non-university hospitals of New England to be 
held Jan. 9-10 with Drs. Alexander M. Burgess, 
Providence, R. I., and John G. Leonard, Hartford, 
Conn., as co-chairmen. A symposium, “Considera¬ 
tions in the Maintenance of an Effective Teaching 
Program in the Non-University Hospital,” will be 
moderated by Dr. Leonard, 3:15 p. m., Jan. 9. 
Other topics and participants are as follows: 

Aims and Objectives of the American Association of Directors 
of Medical Education, Dr. William J. Lahey, Hartford, 
Conn. 

The Community Teaching Hospital in Graduate Medical Edu¬ 
cation, Dr. Jean A. Curran, Boston. 

Report from the Educational Council for Foreign Medical 
Graduates, Dr. Dean F. Smiley, Evanston, Ill. 

The Future of the Non-University Hospitals in New Eng¬ 
land, Dr. John G. Nunemaker, Washington, D. G. 

For information write Dr. Philip D. Herrick, Direc¬ 
tor of Medical Education, Beverly Hospital, Bever¬ 
ly, Mass. 

MICHIGAN 

Births Decline.—During the first eight montlis of 
this year 2,436 fewer babies were bom in Michigan 
than during the comparable period of 1957, the 
Michigan Department of Health reports. Birth reg¬ 
istrations during the initial two-thirds of 1958 
totaled 129,172, as against 131,608 in the first eight 
months of last year. Births for 1958 exceeded 1957 
monthly totals for the first five months of this year, 
but June, July, and August births totaled 891, 1,145, 
and 787 under the same months of last year. State 
health department records show that in 1957 births 
ran behind the previous year for the first four 
months but then rallied sharply and set an all-time 
12-month record of 207,308. . 

NEW JERSEY 

Aging Division and Senior Center Established.—As 
a result of a study of its 150-member citizens com¬ 
mittee, the Bergen County Tuberculosis and Healtli 
Association of New Jersey has established a Di¬ 
vision of tire Aging and opened a Senior Center, 
which will offer both an activity program and a 
specialized guidance and referral service. The di¬ 
vision will plan additional projects and work to 
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stimulate public interest and activity in 
aspects of aging, such as preparation for retirement, 
housing, facilities for the chronically ill, etc. For 
information, write to the association at 369 Union 
St., Hackensack, N. J. 

NEW YORK 

Dr. Moe Honored.—Dr. Gordon K. Moe, chairman; 
department of physiology. State University Upstate 
Medical Genter in Syracuse, received the Universih' 
of Minnesota’s outstanding achievement award 
Sept. 29. The award was given at the universitj’s 
Medical Foundation Day exercises. Dr. Moe has 
been chairman of the physiology department of the 
Upstate Medical Center since 1950. He pretiously 
was on the faculties of Harvard Medical School 
and the University of Michigan Medical School, 
Ann Arbor. Dr. Moe received a traveling fellow¬ 
ship from the American Physiology Society' for 
study at Oxford in 1947, and was a visiting scientist 
at Sandoz Laboratories, Basel, Switzerland, in 
1949. In 1951 he served on a medical teaching ihis- 
sion of the Unitarian Service Committee and World 
Health Organization to Israel and Iran. 

New York City 

Bronx Hospital Expands Facilities.—A $350,000 
project involving the installation of a postoperative 
recovery unit and expansion of the operating the¬ 
ater and the x-ray department has been completed 
by the Bronx Hospital, Dr. Aaron A. Karan, hospi¬ 
tal director, has announced. The remodeled, air- 
conditioned, and expanded operating theater will 
facilitate the surgical management of the increase 
in the number of formidable procedures performed 
at the hospital. In 1957 more than 5,500 operations 
w'ere performed at the hospital. 

Eightieth Birthday Celebration.-A meeting spon¬ 
sored by the Association for the Advancement o' 
Psychoanalysis in honor of Dr. Kurt Goldsteins 
80th birtliday was held at the New York Academy 
of Medicine, Oct. 22. Speakers at the meeting were. 
Dr. Harold Kelman, speaking on “Kurt Goldsteins 
Influence on Psychoanalytic Thought”; Dr. Law¬ 
rence S. Kubie, on “A Reexamination of the Con¬ 
cepts of Conscious, Preconscious and Unconscious 
Functions”; Rollo R. May, Ph.D., on “Kurt Gold¬ 
stein and Concepts of Creativity',” and Dr. Fre • 
erick A. Weiss, on “Kurt Goldstein and His Concep 
of Human Nature.” 

Advisory Board for Institute of Nutrition.— Former 
President Herbert Hoover has accepted the post o 
honorary chairman of the new advisory boar o 
the Institute'of Nutrition Sciences at Columbia ni 
versity. Mr. Hoover opened the first meeting o o 
advisory board Oct. 1. The meeting of the boar 
marks the activation of plans for the Institute o 
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!' Nutrition Sciences, for which arrangements have 
been completed and which was created at Colum- 
‘ bia to meet the need for properly trained experts 
to combat problems of nutrition. The plans include 
cooperative activity with institutions in foreign 
countries. Institute headquarters are at Columbia- 
Prcsbj'tcrian Medical Center, in the School of Pub- 
i . lie Health. The faeilitics of Columbia’s graduate 
■ ^ schools and institutes have been made available for 
; teaching and researeb. 

t ; OREGON 

1 Dr. Dunphy Appointed Surgical Department Chair- 
' man.—Dr. John E. Dunphy has been appointed 
b professor and chairman of the department of sur- 
; gerj' at the University of Oregon Medical School, 
; Portland. He will take up his new duties after tlie 
i first of the new )’ear. Cui-rently professor of surgery 
■; at Harvard Medic.al School, Boston, Dr. Dunphy 
: also is director of the Harvard Surgical Service 
: and the Sears Laboratory at Boston City Hospital. 
He u'ill assume the position vacated a year ago by 
Dr. William K. Lisnngston, who retired to a part- 
time position in surgery after serving as professor 
and departmental chairman for more than a decade. 
Named professor of surgery at Harvard in 1955, 
Dr. Dunph)' serx’es on the editorial boards of tlie 
Ncto England Journal of Medicine, the Annals of 
Surgery, and the American Journal of Surgery. 

PENNSYLVANIA - 

Meeting on Rehabilitation.—The Pennsylvania 
Academy of Physical Medicine and Rehabilitation 
will meet at the Harrisburg Hospital, Harrisburg, 
at 1:00 p. m.j Jan, 17. The program will be as 
follows: 

Management of Low Back Problems, Dr. George A. Berk- 
lieimer, chief of the ortliopedic department of Harrisburg 
Hospital. 

Management of tlie Paraplegic, Dr. Robert L. Harding, head, 
department of plastic surgery. 

Rehabilitation of the Lower Extremity Amputee, Dr. Allen S. 
Russek, director. Physical Medicine and Rehabilitation 
Hospital for Joint Diseases, New York City. ■ 

Management of Cervical Problems, Dr. Nathan Sussman, 
chief Artliritis Clinic and head department of physical 
medicine and rehabilitation of the Harrisburg Hospital. 
Physical Treatment of Shoulder Lesions, Dr. William H. 
Schmidt, head department of physical medicine and re¬ 
habilitation, Jefferson Medical College, Philadelphia. 

For information write Dr. Joseph M. Johnston, 
Secretary-Treasurer, Pennsylvania Academy of 
Physical Medicine and Rehabilitation, 694 Wash¬ 
ington Road, Pittsburgh 28. 

Philadelphia 

Dr. Ravdin Receives Lovelace Award.—Dr. Isidor 
S. Ravdin, vice-president for medical development. 
University of Pennsylvania, and John Rhea Barton 
professor of surgery, was named to receive the 


first annual Lovelace Foundation award in a cere¬ 
mony in Albuquerque, N. M., Nov. 18. Aecording 
to Dr. Burgess L. Gordon, executive secretar)^ of 
the foundation, and formerly president of Women’s 
Medical College in Philadelphia, the award will go 
each year to the nation’s “most outstanding medical 
figure” as selected by the foundation’s board of 
directors. 

PUERTO RICO 

Physicians Meeting in Santurce.—The American 
College of Physicians eighth regional meeting will 
be held Dec. 19-20 at the Puerto Rico Medical As¬ 
sociation Building, Santurce, Puerto Rico. Presiding 
at the opening sessions will be Dr. F. Hemandez- 
Morales, governor of the college for Puerto Rico. 
Of the 17 papers scheduled, the following will be 
included in the first session: “Recent Developments 
in the Diagnosis of Hyperparathyroidism” and “An¬ 
gina Pectoris and Its Gastrointestinal Interrelation¬ 
ships,” by Major Milton E. Rubini, M. C., U. S. 
Army and Dr. Henry L. Bockus, Philadelphia, re¬ 
spectively. Guest speaker and official representative 
of tlie college at the noon luncheon, Dec. 20, will 
be Dr. Robert Wilson, Charleston, S. C., regent oP 
the college. For information write the American 
College of Physicians, 4200 Pine St,, Philadelphia 4. 

WEST VIRGINIA 

Dr. Laird Receives Surgeons’ Award.—Dr. William 
R. Laird, of Montgomery, receii'ed the Distin¬ 
guished Seiwice Award of the American College of 
Surgeons during the annual meeting of the clinical 
congress in Chicago, Oct. 6-10. Dr. Laird has served 
as West Virginia governor of the American College 
of Surgeons, and is a diplomate of the American 
Board of Surgery. He is currently chairman of the 
visiting committee of West Virginia Universitj' 
School of Medicine, Morgantown. Dr. Laird is also 
president of the board of trustees of die Laird 
Foundation, a director of Education Foundation, 
Inc., and tmstee of the Daywood Art Gallery in 
Lewisburg. 

Personal.—Dr. Margaret T. Ross, of Beckley, has 
been appointed director of the Division of Com¬ 
munity Services of the State Department of Mental 
Health. Dr. Ross has been serving as chief of psy¬ 
chiatry at Beckley Memorial Hospital since it 

opened in December, 1955.-Dr. John W. Lane, 

of Middletown, Conn., has been named acting 
superintendent of the Spencer State Hospital, 
Spencer, to succeed Dr. Isaac C. East, who has 
accepted appointment as staff psychiatrist at the 

Mississippi State Hospital at WTiitfield.-At tlie 

annual meeting of the YVest Virginia Heart Asso¬ 
ciation, Oct. 10, Dr. James H. Wolverton Jr., of 
Piedmont, was elected president and Dr. Jesse J. 
Jenkins Jr., of Fairmont, president-elect. 
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GENERAL 

Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the followng num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated; 


Aren 

New England States 

3IafDe . 

New Hampshire . 

Vermont . 

Massachusetts . 

Rhode Island . 

Connecticut . 

Middle Atlantic States 

New Tork . 

New Jersey . 

Pennsylvania .. 

East North Central States 

Ohio . 

Indiana . 

Illinois . 

Michigan . 

■Wisconsin . 

West North Central States 

Minnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South Atlantic States 

Delanare .. 

Maryland . 

District of Columbia .. 

Virginia . 

We.'it Virginia . 

North Carolina . 

South Carolina . 

Georgia . 

Florida . 

East South Central States 

Kentucky .i... 

Tennessee . 

Alabama . 

Mississippi . 

West South Central States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas . 

Mountain States 

-Montana . 

Idaho . 

* Wyoming . 

Colorado . 

New Mexico . 

- Arizona ... 

Utah . 

Nevada . 

Pacific States 

Washington .. 

Oregon . 

California , 

Alaska . 

Haaaii .... 

Puerto Rico 

Total . 


Nor. 25, 295S 

-, 

Paralytic Total 
Type Cases 



n 12 


lOG 162 


Nov. 16, 
1957 
Total 


1 

a 

1 

1 


1 

2 

1 

2 

3 

3 

3 

2 


2 

1 


47 


Fellowships for Research in Blindness.—The Na- 
tional Council to Combat Blindness, Inc., has an¬ 
nounced that it is now accepting applications for 


its 1959-1960 Fight For Sight grants-in-aid, reseaid 
fellowships and summer (1959) student fellowships. 
The closing date for receipt of completed applies^ 
tions for grants and fellowships has been advaacfd 
to March 1,1959, in order to allow time for process¬ 
ing and review. Applications for summer studeni 
fellowships will be reviewed in advance of the June 
meeting of the Scientific Advisory Committee. Ap¬ 
propriate forms may be obtained by addressing; 
Secretary', National Council to Combat Blindness 
Inc., 41 W. 57th St., New York 19. Fight For Sighi 
grants-in-aid and full-time research fellowships an 
generally awarded for a period of one year ans 
may be extended for an additional period with th; 
approval of the National Council to Combat Blind 
ness’ Scientific Advisory Committee, chaired by 
Dr. Charles A. Perera, associate clinical professor 
of ophthalmology', College of Physicians and Sur¬ 
geons, Columbia University', New York City. The 
Scientific Advisory Committee, which votes on ali 
awards, now numbers 18, having recently welcomed 
to its ranks a new member, Dr. Frank W. Newell, 
chairman of the section of ophthalmology', depart¬ 
ment of surgery, University of Chicago Medical 
School. 

Meeting of Surgeons in Miami Beach.-Nearly 100 
surgeons from 19 states and three foreign countries, 
including instructors from 18 medical schools, uiil 
present the scientific program at the Southeastern 
Regional Meeting of the U. SrSection, International 
College of Surgeons, in Miami Beach, Fla., Jan. 4-7. 
Sessions will be held in the Americana Hotel The 
first day a cinema program will be presented under 
the direction of Drs. Philip Thorek and Jerome ]■ 
Moses, Chicago. Starting Jan. 5,12 surgical special¬ 
ties will hold breakfast discussions, with a question 
and-answer period for an hour. These will he 
followed by a general surgery' program, 'wth a 
break for viewing scientific exhibits. Specialty group 
meetings will be held Monday and Tuesday after¬ 
noons. Smith, Kline & French, Philadelphia, wU 
televise operations in color in the mornings from 
St. Francis Hospital, Miami Beach, to the Amen- 
cana Hotel. A panel for general practitioners on 
Tuesday morning has been accorded categ^ 
credit by the American Academy of General 
tice and will deal with the management of surgica 
emergencies, with Dr. Ross T. Meintire, GhicagO) 
e.xecutive director of the International College o 
Surgeons, as moderator. Dr. Louis M. Orr ot 
lando, Fla., President-Elect of the American Me > 
cal Association, wiU be the banquet speaher ® 
evening of Jan. 6. There will be a $10 registrar™ 
fee for members of the college and $5 for mem ers 
of the American Academy of General 
Guests, interns, residents, and nurses 
mitted free. Information may be obtained ro 
Dr. Harold O. Hallstrand, general chairman, 
Red Road, South Miami, Fla. 
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Foreign Spcnkcr.s on Lcclurc Program.—Dr. 
Macdonald Crilchlcy, of the National Hospital for 
Nervous Diseases, London, England, delivered tlie 
first Squibb centennial lecture in this country at 
the Medical College of Virginia, Richmond, Oct. 1 
on “Language Disorders—Past, Present and Fu¬ 
ture.” The Squibb Company is sponsoring the ap- 
pc.irance in the United States of eight foreign scien¬ 
tists. Additionally, eight outstanding American 
scientists arc included in the program. Other 
scientists from outside the United States who will 
deliver Squibb centennial lectures include: Dr. 
John F. Brock, University of Cairo Town, South 
Africa; Dr. J. F. Danielli, professor of zoolog)’. 
University of London, England; Dr. J. C. Eccles, 
Australian National University, Canberra, A. C. T.: 
Dr. J. H. Gaddum, Edinburgh University, Scot¬ 
land; Dr. Luis F. Loloir, Biochemisti)' Research In¬ 
stitute, Buenos Aires, Argentina; Dr. A. LuoR, 
Institute Pasteur, Paris, France; and Dr. F. Lynen, 
Max Planck Institute for Cell Chemistry, Munich, 
Germany. 

Medical Record Consultants.—At the annual meet¬ 
ing of the Association of Medical Record Consult¬ 
ants at Boston Oct. 17, Mr. Stephen S. Henkin, 
medical record consultant of the Health Insurance 
Plan of Greater New York, was reelected president 
and Adaline G. Hayden, Associate Editor of Stand¬ 
ard Nomenclature of Diseases and Operations, 
American Medical Association, was reelected secre- 
tar)’-treasurer. The association arranged for its first 
scientific assembly to be held in Chicago in January, 
1960. Tire meeting will be open to anyone interested 
in the consulting phases of medical record library 
science. The association also established a nominee 
membership to develop educational opportunities 
in the field of medical record library consultation. 

Foundation Grants for Research.—Research Cor¬ 
poration, a nonprofit foundation, distributed as 
grants-in-aid during fiscal 1958, ended Oct. 31, a 
total of $1,244,000. The last quarter grants were 
made among four areas of the foundation s interests: 

Frederick Gardner Cottrell Grants-$146,908 granted to 46 
colleges and universities in 24 states and to the American 
University of Beirut for basic research in tlie natural 
sciences. 

Tire Williams—Watennan Fund for the Combat of Dietary 
Diseases—$68,260 granted to universities botli in the U. S. 
and abroad, for basic research and e-sperimental programs 
related to the field of human nutrition. 

The Brown-Hazen Fund-$4,700 granted to Baylor Univer¬ 
sity, concerns itself with fundamental research in bio¬ 
chemistry, microbiology, and immunology. ■ 

Howard Andrews Poillon Fund—$39,391^ granted to four 
universities in the U. S. for programs of exceptional sciCT- 
tific merit” which fall outside the scope of the major funds. 

Research Corporation was established in 1912 
by the late inventor-scientist Frederick Gardner 
Cottrell, who was professor of chemistry at the 


University of California. Tlie foundation supports 
research in tlie natural sciences in educational and 
scientific institutions. 

Award for Rehabilitation Study.—The MBrld Re¬ 
habilitation Fund has created the Arde Bulova 
Memorial Fellowship in Rehabilitation and tlie first 
recipient of the award is to be Dr. Alois Bruegger 
of Basel, Sivitzerland. Dr. Bruegger will come to 
New York in January, 1959, for a six mondis’ course 
in rehabilitation of paraplegic patients at the Insti¬ 
tute of Physical Medicine and Rehabilitation, New 
York University-Bellevue Medical Center. On com¬ 
pletion of his training. Dr. Bruegger, a neurosur¬ 
geon, will be the medical director of a special 
paraplegia unit in the rehabilitation center at the 
Basel University Hospital. Dr. Howard A. Rusk is 
president of tlie World Rehabilitation Fund. Tlie 
late Mr. Bulova was diairman oi Pne Dmployefs 
Subcommittee of the President’s Committee on Em¬ 
ployment of the Physically Handicapped. The 
World Rehabilitation Fund is a voluntary agency 
supported by American industiw to help other na¬ 
tions develop rehabilitation services for their 
physically handicapped. 

Commissioners Review Mental Health Programs,— 
The commissioners who direct the state mental 
health and hospital programs of 29 states met in 
Kansas City, Mo., in October, under the auspices 
of the American Psychiatric Association, to review 
and analyze trends in these programs and tlie fiscal 
and administrative problems underlying them. It 
was the first time tliat tlie commissioners, or tliose 
who function as such, had met together as a na¬ 
tional group. The commissioners autliorized release 
of a statement which read in part as follows: 

The 49 states are now spending over a billion dollars 
annually for the operation and construction of mental 
hospitals. In recent years tlie results of tliese heavier 
expenditures in personnel, in research, and in training are 
increasingly visible in better patient-staff ratios in the mental 
hospitals, in decreasing hospital populations despite the 
highest admission rates in history, and in tlie greatest number 
of discharges ever witnessed. 

The commissioners are well aware of the pressures upon 
limited financial resources in the states . . . and of their 
responsibility for indicating the amount and priority of 
resources to be devoted to mental illness and health—a 
problem responsible for the occupancy of half of the total 
hospital beds of the nation, and affecting at least one in 
ever)' 10 persons at some point during their lifetime. They 
are aware that tlie cost of mental illness to the nation in 
terms of employment lost and direct expenditures is over 
$2,500,000,000 a year. 

Die commissioners have reviewed mental health needs in 
tlie light of current trends. .. . 

The commissioners affirm their belief that potential ad¬ 
vances are magnificently promising and that NOW is tlie 
time to invest heavily in state mental health and hospital pro¬ 
grams. If tliis is done, it will accelerate a movement which, 
in the foreseeable future, may be expected to.minimize tre^ 
mendous costs in capital outlays for mental hospital construc¬ 
tion and add greatly to the productive potential of the nation 
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The commissioners also recorded their intention 
of organizing as a permanent group to meet regu¬ 
larly to exchange information about their programs 
and how they may be further advanced. The group 
at Kansas City designated themselves as a Com¬ 
mittee of the ^^'hole pending formal organization. 
An executive committee was formed to work out the 
details of organization wth Dr. George W. Jack- 
son, Topeka, Kan., as chairman. Commissioners 
who were not present in Kansas City will be invited 
to particijrate in the new organization. 


EXAMINAXrONS 

AND 

LICENSURE 



NATIONAL BOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners; Part II only, April 
21-22; Parts I and II, June 16-17; Part I only, Sept. 9-10. 
Examinations must be received at least six weeks in ad¬ 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications was Nov. 17. The following e.xamination will 
be held Sept. 22 witJi application deadline of June 22. 
E.xec. Director, Dr. Dean F. Smiley, 1710 Orrington Ave., 
Evanston, III. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Written. Montgomery, June 16-18. Sec., Dr. D. G. 

Gill, State Office Bldg., Montgomery 4. 

Alaska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Arizona:” Written Examination and Reciprocity. Phoenix, 
Jan. 14-16. Sec., Dr. Thomas H. Bate, 2910 Nortli 7th Ave., 
Plioenix. 

CoNNECTicuT: ” Homcopathic. Examination. Derby, Jan. 13. 

Sec., Dr. Donald A. Davis, 38 Elizabeth St, Derby. 
Delaware: Written Examination and Endorsement. Dover, 
Jan. 13-15, Jan. 22. Sec., Dr. Joseph S. McDaniel, Pro¬ 
fessional Bldg., Dover. 

Georgia: Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam; Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Hawaii; Examination. Honolulu, Jan. 12-13. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

Idaho: Examination and Endorsement, Boise, Jan. 12-14. 

Sec., Mr. Amiand L. Bird, 364 Sonna Bldg., Boise. 
Illinois: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Sel^e, Capitol 
Bldg., Springfield. 

Massachusetts: Examination. Boston, Jan. 13-16. Sec., Dr. 

Robert C. Cochrane, State House, Room 37, Boston 33. 
Minnesota:” Examination. Minneapolis, Jan. 20-22. Reci¬ 
procity. St. Paul, Februar)’. Sec., Dr. F. H. Magney, 230 
LowD’ Medical Arts Bldg., St. Paul. 

Missouri: Examination. Kansas City, Jan. 9-10. Exec. Sec., 
Mr. John A. Hailey, Box ???, Jefferson City. 
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Montana: Examination and Reciprocity. Helena, April" 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Heleni 
Nebraska;* Examination. Omaha, June. Director JI; 
Husted K. Watson, Room 1009, State Capitol Bldg.’, Lfc 
coin 9. 

New Hampshire: Examination and Endorsement. Conccti 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State Si, 
Concord. 

North Carolina: Reciprocity. Southern Pines, Jan. 17, £r. 
amination. June. Asst- Sec., Mrs, Louise J. McNeill, 716 
ProfesrionaJ Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Foth, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

Oklahoma:* Examination. Oklahoma City, June 2-3, Etk. 

Sec., Mrs. E, L. Haidek, 813 Braniff Bldg., Oklahoma City, 
Oregon:” Examination. Portland, Jan. 6-7, Reciprocity. Port¬ 
land, Jan. 8-10. Exec. Sec., Mr. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

Pennsylvania: Examination, Philadelphia, Jan. 7-10. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Rhode Island:® Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey 
366 State Office Bldg., Providence. 

Sooth Dakota: ” Examination. Sioux Falls, Jan. 20-21, Eicc. 
Sec., Mr. John C. Foster, 300'First National Bank Bldg., 
Sioux Falls. 

Utah: Examination. Salt Lake City, July 8-10, Dir., Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake Cif)' 1. 
Washington:* Examination. Seattle, Jan. 12-14. Sec., Mr. 

Thomas A. Carter, Capitol Bldg., Olympia. 

West 'Virginia: Examination and Reciprocity. Charleston, 
Jan. 5-7. Sec., Dr. Newman H. Dyer, State OfGce Bldg. 
No. 3, Charleston 5. 

Wisconsin:” Examination and Reciprocity. Maffison, Jao, 
13-15. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office 
Bldg., 1 West Wilson St, Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas: Examination. Little Hock, May.4-5. Sec., Dr, 
S. C. Dellinger, University' of Arkansas, Fayetteville. 
Connecticut: Examination. New Haven, Feb. 14. E^nc. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 

Florida: Examination. Miami, June 6 .‘ Sec.. Mr. M- "■ 
Emmel, University of Florida, Box 340, Gainesville. 
Iowa: Examination. Des Moines, Jan. 13. Sec.. Dr. Elmeri . 

Hertel, Wartburg College, Waverly. 

Kansas: Endorsement. Kansas City, Jan, 14. Examinatm. 
Kansas City, Jan. 16-17. Sec., State Board of Healing Aits. 
Dr. F. J. Nash, New Brotherhood Bldg., Kansas City. 
Michigan; Examination. Ann Arbor and Detroit, Feb. 12-1 ■ 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., 
Michigan Ave., Lansing. _ 

Minnesota: Examination. Minneapolis, Jan. 6-7. 

Raynnond N. Bieter, 105 MiUard Hall, University of Min¬ 
nesota, Minneapolis 14. .. 

New Mexico: Examination. Santa Fe, Jan. 18. Sec., 
Marguerite Cantrell, Box 1522, Santa Fe. ' 
Oklahoma: Examination. Oklahoma City, Mar. 27 - 28 . WM- 
•Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma UO- 
Tennessee: Examination. Memphis, Dec. 31-Jan. L 
Dr. O. W. Hyman, 62 South Dunlap St, MemphR 3, 
Te.kas: Examination. April 1959. Certificates issued ^ 
iprocity and waiver on the first and fifteenth ^ , 
month. Sec., Bro. Raphael Wilson, 407 Peny-Brooks BWg- 
Austin. 

Washington; Examination. Seattle, Jan. 7-8. Sec., * 
Thomas A. Carter, Capitol Bldg., Olympia. 

“Basic Science Certificate required. 
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AIR FORCE 

New Hospitnl.—The United Stales Air Force Hos¬ 
pital at Andrews Air Force Base, Washington, D. C., 
was formally dedicated on Nov. 7. Major Gen. Olin 
F. Mcllnay, deputy surgeon general, in his dedi¬ 
cator)' address, stated that this new facility sym¬ 
bolized the man)' advancements and improvements 
that have been made in military and clinical medi¬ 
cine. The hospital, which was opened on Aug. 4, 
has 250 beds located in nine wings, In addition, 
it can accommodate over 100 transient patients at 
one time as part of the U. S. A. F. aeromedical 
evacuation system. The Air Force Clinic, a group 
of specialty clinics designed to provide e.xamina- 
tion and treatment of patients on an appointment 
basis, is staffed and equipped to see about 800 
persons daily. A five-stor)', air-conditioned, brick 
structure, the hospital has many modern systems 



New hospital, Andrews Air Force Base. 


including central o.xygen distribution, vacuum suc¬ 
tion, pneumatic tube message delivery, intercom¬ 
munications in all clinics and ward areas, radio 
public address, an audiovisual nurse and doctor 
paging system, and closed circuit color television 
service for instruction in professional subjects. Col. 
Aubrey L. Jennings, M.C., U. S. Air Force, is com¬ 
mander of the hospital and surgeon of headquarters 
command. 

Consultants Visit Medical Installations.—Drs. Ar¬ 
thur W. Proetz and Theodore E. Sanders, consult¬ 
ants to the Air Force surgeon general recently 
visited Air Force medical installations in Germany, 
France, England, Spain, Libya, and Morocco. Dr. 
Proetz of St. Louis is a consultant in otolaryngology 
and Dr. Sanders also of St. Louis is a consultant in 
ophthalmology. In line with the surgeon general’s 
policy, they advised on problem cases in their re¬ 
spective specialties and conducted lectures and 
teaching sessions at medical installations. 


VETERANS ADMINISTRATION 

Hospital News.—Dr. Oskar Diethelm, professor of 
psychiatry, Cornell University Medical College, 
addressed the Suffolk County District Branch of 
the American Psychiatric Association, and the staff 
of the Veterans Administration Hospital, Northport, 
N. Y., Oct. 28, on “Thyroid Studies in Psychopath- 
ologic Disorders.” 

Dr. Jackson A. Smith, associate director for re¬ 
search, Nebraska Psychiatric Institute, Universit)' 
of Nebraska College of Medicine, Omaha, ad¬ 
dressed tlie staff on Nov. 3, at the VA Hospital, 
Jefferson Barracks, Mo., on “Lost Tranquility: A 
Persisting Epidemic.” 

Dr. Joseph Hirsh, associate professor, Albert 
Einstein College of Medicine, addressed tlie^ 
.staff of the VA Hospital, Northport, New York, 
Sept. 22, on “The Dimensions and Dynamics of 
Alcoholism.” 

PUBLIC HEALTH SERVICE 

Water Pollution Report.—A report on the water 
pollution control program for the fiscal years 1957 
and 1958 covering all phases of the program—con¬ 
struction of sewage treatment plants, interstate en¬ 
forcement activities, research and basic data analy¬ 
ses, and the need for increased public awareness 
of the water pollution problem—is now available. 
It may be obtained from the Water Pollution Con¬ 
trol Program of the Public Health Service in Wash¬ 
ington, or from Regional Engineers in the following 
cities: 

Region 1 and 2, Room 1200, 42 Broadway, New 
York 4; Region 3, 700 E. Jefferson St., Charlottes¬ 
ville, Va.; Region 4, Room 164,50 Seventh St. N. E., 
Atlanta 23, Ga.; Region 5, Room 200, 69 W. Wash¬ 
ington St., Chicago 2; Region 6, 2305 Federal OflSce 
Bldg., 911 Walnut St., Kansas City 6, Mo.; Region 7, 
Ninth Floor, 1114 Commerce St., Dallas 2, Te.xas; 
Region 8, Room 551, 621 17th St., Denver 2; Region 
9, 447 Federal Office Bldg., Civic Center, San 
Francisco 2. 

Personal.—Dr. H. van Zile Hyde has been appointed 
assistant to the surgeon general for international 
health. Dr. Hyde, who entered public health as a 
full-time career in 1941, was active in the United 
States preparations for the formation of the M^orld 
Health Organization 10 years ago. He has served as 
chairman of the WHO Executive Board and on the 
directing council of the Pan American Sanitary 
Organization. 
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Adams, Warren Sanford, New York City; Bellevue 
Hospital Medical College, New York City, 1897; 
died Oct. 20, aged 95. 

Agnew, Lloyd Campbell ® Lynchburg, Va.; born 
ill Charleston, S. C., Jan. 9, 1916; Medical College 
of South Carolina, Charleston, 1939; specialist cer¬ 
tified by the American Boai'd of Anesthesiology; 
iTiember of the .American Society of Anesthesiolo¬ 
gists and the Lynchburg Academy of Medicine; 
Veteran of World War II; interned at the University 
Hospitals in Iowa City, Iowa, where he served a 
residency; served a residency at the Joseph H. 
Pratt Diagnostic Hospital in Boston and the George¬ 
town University Hospital in Washington, D. C.; 
Associated with the Lynchburg General Hospital 
And die Virginia Baptist Hospital; died in the Uni¬ 
versity of Virginia Hospital in Charlottesville Oct. 
8 , aged 42. 

Aronson, Joseph David, Philadelphia; born in Rus¬ 
sia Jan. 12, 1887; Medico-Chirurgical College of 
Philadelphia, 1908; professor of bacteriology at the 
Henry Phipps Institute of the University' of Penn¬ 
sylvania; at one time professor of pathology at the 
University of Arkansas School of Medicine in Little 
Bock; specialist certified by the American Board 
of Pathology; member of the American Association 
of Pathologists and Bacteriologists, American So¬ 
ciety for E.xperimental Pathology, American Asso¬ 
ciation of Immunologists, American Association for 
the Advancement of Science, and the American 
Trudeau Society'; in 1935 was appointed special 
expert on tuberculosis in the Indian Serx'ice under 
the U. S. Department of Interior and in 1950 was 
presented with its Distinguished Service Award for 
his work in connection with conb'ol of tuberculosis 
Among American Indians; in recognition of his 
studies on the evaluation of BCG vaccine in the 
Control of tuherculosis, the College of Phy'sicians 
of Philadelphia on July 14, 1947, awarded him the 
Aivarenga Prize; veierae oF Werid Wars J and 11; 
Aged 71; died Oct. 17 of coronary heart disease, in 
Paramaribo, Surinam, Dutch Guiana, where he 
'vent to study' leprosy'. 

Barber, John Raymond, Santa Cruz, Calif.; Rush 
Aledical College, Chicago, 1902; served in the 
regular Army; veteran of World War I; died Sept. 
^ 1 , aged 80, of heart disease. 

Barnes, Lewis Chesley, Hamburg, Ark.; University 
of Tennessee College of Medicine, Memphis, 1912; 
past-president and secretary' of the Ashley' County 
Medical Society'; serv'ed as medical examiner for 

^ Indicnles Member of the American Medical Association. 


the Ashley County Draft Board during World Wars 
I and II; city and county health officer; died in Ik 
Lake Village (Ark.) Infirmary Oct. 4, aged 72, of 
coronary' thrombosis. 

Beisbai-th, Albert ® St. Louis; Beaumont Hosirilal 
Medical College, St. Louis, 1899; associated with 
St. Anthony'S and St. Mary’s hospitals; died in St. 
Luke’s Hospital Oct. 16, aged 80, of coronary 
thrombosis. 

Beringer, Lester Eastwood ® Colorado Springs, 
Colo.; Marquette University School of Medicine, 
Milwaukee, 1915; service member of the American 
Medical Association; fellow of the American Col¬ 
lege of Surgeons; entered the medical corps of the 
U. S. Army in 1920; veteran of World Wars I and 
II; i-etired Aug. 31, 1951; died in U. S. Army Hos¬ 
pital, Fort Carson, aged 67, Aug. 2-3, of acute 
pulmonary edema due to my'ocardiaf infarction and 
arteriosclerotic heart disease. 

Berman, Joseph ® Brookly'n; Long Island College 
Hospital, Brooklyn, 1927; died in the Evangelical 
Deaconess Hospital Sept. 25, aged 55, of acute 
coronary' occlusion. 

Bishop, Vernon Leslie, Rochester, N. Y.; University 
of Buffalo School of Medicine, 1907; life fellow of 
the Rochester Academy of Medicine; specialist 
certified by the Ameidcan Board of Otolaiyngology; 
veteran of World War I; on the staff of the High¬ 
land Hospital; died Oct. 5, aged 74. 

Bonar, Everett Twinem ® La Jolla, Calif.; Ohio 
State University College of Medicine, Columbus, / 
1920; member of the Ohio State Medical Associa¬ 
tion; for many years practiced in Columbus, Ohio, 
where he was on the staffs of St. Anthony an 
White Cross hospitals; died Sept. 28, aged 60 . 

Bouslough, Elmer E., Aurora, Ill.; the Halmemann 
Medical College and Hospital, Chicago, Jf. 
rn the Galena Boulevard Hospital July 21, 

Brown, Alfred, Chicago; Atlanta College 
sicians and Surgeons, 1912; died in Evergreen 1 ar 
HI., July 6 , aged 76. 

Campbell, William ® Jackson Heights, N. 

Island College Hospital, Brooklyn, 1909; affilia e 
with Flushing (N. Y.) Hospital and Dispensary, 
died Sept. 28, aged 79, of arteriosclerotic near 
disease. 

Cipriani, John Baptist, Des Plaines, Ill.; 
of Illinois College of Medicine, Chicago, 19 
one time on the faculty of his alma mater; 
as managing officer of the Illinois Eye an 
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Infirmary in Chicago; fonncrly on the staffs of West 
Suburban Hospital in Oak Park, and St. Elizabeth 
Hospital, St. Anne’s Hospital, and Mother Cabrini 
Hospital in Chicago, where he was first president 
from 1927 to 1933; associated with the old Chicago 
Surface Lines and continued as a physician with 
Chicago Transit Authority’s medical department; 
died in the Chicago Wesley Memorial Hospital 
Oct. 20, aged 67. 

Condon, John Joseph, Chicago; Northwestern Uni¬ 
versity Medical School, Chicago, 1911; veteran of 
World War I; formerly practiced in Bloomington, 
where he w;rs on the staff of St. Joseph Hospital; 
died in St. Joseph Hospital Oct. 13, aged 69, of 
carcinoma of the lung. 

Cousins, Sidney Charles ® Washington, D. C.; 
George Washington University School of Medicine, 
Washington, 1^16; served in France during World 
War I; associated with Doctors, Georgetown, 
George Washington University, Providence, and 
District of Columbia General hospitals and Sub¬ 
urban Hospital, Bethesda, Md.; died in San Fran¬ 
cisco Oct. 11, aged 65, of coronary occlusion. 

Donnelly, Edward John ® Philadelphia; Jefferson 
Medical College of Philadelphia, 1931; assistant 
professor of clinical ophthalmology at his alma 
mater; specialist certified by the American Board 
of Ophthalmology; member of the American Acad¬ 
emy of Ophtlialmology and Otolaryngology; fellow 
of the International College of Surgeons and the 
American College of Surgeons; on the staffs of the 
Philadelphia General Hospital and St. Vincent’s 
Hospital for Women and Children, and the Wills 
Eye Hospital, where he died Oct. 11, aged 52, of 
coronary' occlusion. 

Dougherty, Edward Francis, St. Petersburg, Fla.; 
Tufts College Medical School, Boston, 1924; vet¬ 
eran of World War I; interned at Rhode Island 
Hospital in Providence, R. I., where for many years 
be practiced and where he was chief of staff at 
St. Joseph’s Hospital; retired from the Veterans 
Administration March 31, 1955; died in St. An¬ 
thony’s Hospital Oct. 2, aged 64, of acute myocar¬ 
dial infarction. 

Elder, Eugene E. ® Youngstown, Ohio; born March 
22, 1890; Magyar Kiralyi Pazmany Petrus Tudo- 
manyegyetem Orvosi Fakultasa, Budapest, Hun¬ 
gary, 1922; member of the American Psycliiatric 
Association; superintendent of the Woodside Re¬ 
ceiving Hospital; for six years assistant superin¬ 
tendent of the Massillon (Ohio) State Hospital; 
served with the Austrian troops and was captured 
by the Russians; in 1917 was transferred to Siberia, 
where he remained four years, serving as prison 
camp physician; came to America from Budapest 
in 1924; died in St. Francis Hospital, Miami Beach, 
Fla., Oct. 2, aged 68, of myocardial infarction and 
generalized arteriosclerosis. 


Hitchins, Clayton Stanley ® New Haven, Conn.; 
Cornell University Medical College, New York 
City, 1938; assistant clinical professor of obstetrics 
and gynecology at Yale University School of Medi¬ 
cine; specialist certified by the American Board of 
Obstetrics and Gynecology; attending obstetrician 
and gynecologist at Grace-New Haven Community 
Hospital, where he died Oct. 14, aged 46, of carci¬ 
noma of the testis with metastases. 

IHff, Frances Jessie, Cincinnati; Laura Memorial 
Woman’s Medical College, Cincinnati, 1897; died in 
the Emerson A. North Hospital July 15, aged 84. 

Johnson, Frank ® Eldorado, Ill.; Barnes Medical 
College, St. Louis, 1902; died in Galatia July 18, 
aged 86. 

Kctchersid, John Wesley, Albuquerque, N. M.; 
Vanderbilt University School of Medicine, Nash¬ 
ville, Tenn., 1898; died in Las Vegas, Sept. 28, 
aged 80. 

Klotz, Fred Guth ® Allentown, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1911; fellow of the American College pf Surgeons; 
past-president of the Lehigh County Medical So¬ 
ciety; on the staff of the Allentown General Hos¬ 
pital; for many years physician for the Lehigh 
County Prison; died Sept. 27, aged 71, of pulmonarj' 
edema and arteriosclerotic heart disease. 

Kvitek, Louis Charles ® Hinsdale, 111.; Chicago 
College of Medicine and Surgery, 1916; died Oct. 
11, aged 67. 

Lipschutz, Sigmund W. ® Brooklyn; New York 
Homeopathic Medical College and Flower Hos¬ 
pital, New York City, 1921; died Sept. 12, aged 61, 
of acute coronary thrombosis. 

' McCarthy, Daniel Joseph, Philadelphia; born in 
Philadelphia June 22, 1874; University of Penn¬ 
sylvania Department of Medicine, Philadelphia, 
1895; served as professor of medical jurisprudence 
at his alma mater and the Woman’s Medical Col¬ 
lege of Pennsylvania; an associate member of the 
American Medical Association; fellow of the Amer¬ 
ican College of Physicians; member and past-presi¬ 
dent of the American Neurological Association and 
the Philadelphia Neurological Association; member 
of the American Psychiatric Association; a founder 
of the National Tuberculosis Association; named 
director of the Medical Department of Municipal 
Court in 1935 and in 1942 became director of 
probation, serving until 1948; veteran of World- 
War I; a neurologist with the Army of Occupation 
in Germany; was in charge of the neurologic foun¬ 
dation at Temple University which was ci-eated 
for the study and treatment of nervous conditions 
arising from modern living conditions; served as 
chairman.of the State Council of the Mental Hy¬ 
giene Division of the.Public Charities Association 
of Pennsylvania; in 1950 elected chancellor of 
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Florida Southern College, Lakeland, which in 1951 
awarded him the degree of doctor of laws; in 1954 
Dr. McCarthy was awarded the “Distinguished 
Service Cross” by Palm Beach County Tuberculosis 
and Health Association, Inc., for his many contri¬ 
butions to the tuberculosis program over 50 years; 
consultant. State Hospital at Norristown, Pa.; con¬ 
sulting neurologist at Philadelphia General Hospi¬ 
tal and St. Agnes Hospital; editor of “Medical 
Treatment of Mental Diseases”; died in Ventnor, 
N. J., Oct. 9, aged 84. 

Muhly, Edward George ® Philadelphia; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1900; professor emeritus of histology at his 
alma mater; died in the Hahnemann Hospital Oct. 
10 , aved 80, of congestive heart failure, uremia, 
and myocardial infarction. 

Onesti, Silvio Joseph ® San Francisco; Vledical 
Department of the University of California, San 
Francisco, 1899; died Oct. 5, aged 83, of arterio¬ 
sclerotic heart disease. 

Platt, Marden Henry, Riverside, R. I.; University 
of Vermont College of Medicine, Burlington, 1910; 
during World Wars I and II served on the Selective 
Service Board of Providence County number 2; 
associated wi'h the Memorial Hospital in Paw¬ 
tucket; died Sept. 28, aged 72, of heart disease. 

Rhodes, Goodrich Barbour, Cazenovia, N. Y.; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1902; member of the 
founders group of the American Board of Surgery; 
member of the Southern Surgical Association; 
fellow of the American College of Surgeons; vet¬ 
eran of World War I; formerly associated with the 
U. S. Public Health Service; at one time practiced 
in Cincinnati, where he was on the staff of the 
Cincinnati General Hospital; died Oct. 5, aged 82, 
of chronic arteriosclerotic myocarditis. 

Ross, Lucretius Henry ® Bennington, Vt.; Harvard 
Medical School, Boston, 1898; president of the 
Bennington Water Board; in 1955 published a book 
on birds; on the staff of the Putnam Memorial 
Hospital, where- he died Oct. 10, aged 91. 

Russell, Claude Vernard ® Lansing, Mich.; Rush 
Medical College, Chicago, 1906; past-president of 
the Ingham County Medical Society; chief of staff. 
Edward W. Sparrow and St. Lawrence hospitals; 
charter member of the Lansing Rotary Club; died 
Sept. 25, aged 77, of acute coronary occlusion and 
diabetes mellitus. 

Sanders, Leighton Albert, Durham, N. H.; Univer¬ 
sity of Vermont College of Medicine, Burlington, 
1932; resident physician at the Hood Infirmary at 
the University of New Hampshire; died in the New 
Hampshire State Hospital, Concord, Sept. 24, aged 
51, of acute asthma (asphy.\'ia), hypertension, and 
chronic nephritis. . 


J.A.M.A., Dec. 13, IKS 

Sanders, Lewis Jackson, Fort Necessity La,; Col¬ 
lege of Physicians and Surgeons, Memphis, Tenn 
1911; died in Monroe Sept. 22, aged 92, of cereW 
vascular accident. 

Schaller, George Jacob, Fort Lauderdale, Fk; 
Michigan College of Medicine and Surger)’, 
troit, 1897; veteran of World War I; died in Bosion, 
Mich., July 23, aged 86, of coronary thrombosis. 

Schmitt, Alexander Hunter, New York Cit)’; Uni¬ 
versity and Bellevue Hospital Medical College, 
New York City, 1907; an associate member of the 
American Medical Association; fellow of the Amer¬ 
ican College of Surgeons; served as president of 
the medical board of Misericordia Hospital, where 
he was a consultant; died Oct. 12, aged 74, 

Seebert, Joseph Eldred, Lexington, Va.; Jefferson 
Medical College of Philadelphia, 1916; veteran of 
World War I; died in Stonewall Jackson Hospital 
Sept. 26, aged 66, of complications as the result of 
a fractured hip. 

Smith, De Witt Talmage ® Gainesville, Fla.; Uni¬ 
versity of Alabama School of Medicine, Mobile, 
1907; served as a member of the city council; on 
the staff of the Alachua General Hospital, where 
he died Sept. 23, aged 77, of cerebral hemorrhage. 

Smith, L. C., Henderson, Tenn.; Memphis (Tenn.) 
Hospital Medical College, 1902; died Sept. 25, aged 
84, of bronchopneumonia. 

Sparks, Francis Rufus ® Waverly, Iowa; North¬ 
western University Medical School, Chicago, 1901; 
fellow of the American College of Surgeons; past- 
president of the Bremer County Medical Societv; 
veteran of World War I; a charter member and 
past-president of the Waverly Rotary Club; on the 
staff of St. Joseph’s Mercy Hospital, where he died 
Oct. 2, aged 76, of cerebral thrombosis. 

Spence, James Earle Hassard ® Hagerstowm, Md.; 
University of Toronto Faculty of Medicine, Toron¬ 
to, Ontario, Canada, 1923; served as resident sur¬ 
geon for the Western Maryland Railway; died m 
the Washington County Hospital Sept. 27, aged 
of coronary occlusion. 

Stacey, Winthrop Downing, Melrose, Mass.; Tufts 
College Medical School, Boston, 1906 ; veteran o 
World War I; practiced in Boston; died in the he'' 
England Sanitarium and Hospital Sept. 14, age 
76, of arteriosclerotic heart disease. 

Stasiunas, Juozas Joseph, Chicago; Imperial M'h 
tary Medical Academy, St. Petersburg, Russia, 1 
interned at Roseland Community Hospital in L i> 
cago; served as resident. State Hospital, 

N. D.; died in the Hospital of St. Anthony de a 
July 24, aged 64. , 

Stayton, Chester A., Sr. ® Indianapolis; boro in 
Centerton, Ind., April 29, 1889; Indiana UniversiU 
School of Medicine, Indianapolis, 1915; 
on the faculty of his alma mater; specialist certi e 
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by the American Board of Radiology; fellow of Ihe 
American College of Radiology; member of the 
Radiological Society of North America, American 
Radium Society, and the IndustTial Medical Asso¬ 
ciation: screed as secretary of the Indianapolis 
Medical Society; served as president and secretary- 
treasurer of the Indiana Roentgen Society; veteran 
of World M'ar I; formerly associated with the U. S. 
Public Health Service Reserve; director of the 
Indiana Division of the American Cancer Society, 
of which he was National director; founder and 
formerly editor of the Ituliniwpolis Medical Sociefij 
Bulletin; associated with Witham Hospital, Leba¬ 
non, Ind., St. Francis Hospital, Beech Grove, and 
the Community Hospital and the Methodist Hos¬ 
pital, where he died Oct. S, aged 69, of cerebral 
hemorrhage. 

Stevenson, Arthur P. ® Torrance, Calif.; Ensworth 
Medical College, St. Joseph, Mo., 1907; on the staff 
of the Torrance Memorial Hospital, where he died 
Sept. 27, aged 73, of bronchogenic cancer. 

Strickland, Harold ® Meriden, Conn.; McGill Uni¬ 
versity Faculty of Medicine, Montreal, Que., Can¬ 
ada, 1930; certified by the National Board of 
Medical Examiners; veteran of World Wars I and 
II; past-president of the local board of health; in 
1948 vice-president of the Meriden Medical Society; 
associated with the Meriden Hospital and World 
War II Veterans Memorial Hospital; died Oct. 6, 
aged 60, of coronary thrombosis. 

Stuck, Robert Gustavus ® Wolcott, N. Y.; Syracuse 
(N. Y.) University College of Medicine, 1924; past- 
president of the Wayne County Medical Society; 
member of the American Academy of General 
Practice; served as a member of the board of 
education and as health officer; veteran of World 
Wars I and H; charter member and past-president 
of Wolcott Rotary Club; on the staff of tlie Edward 
'J. Barber Hospital in Lyons; founder and owner 
of the Wolcott Hospital, where he died Sept. 24, 
aged 59, of Hodgkin’s disease. 

Swanson, Harry Theodore ® Evanston, 111.; Loyola 
University of Medicine, Chicago, 1916; member 
of the American Academy of General Practice; 
veteran of World War I; died in the Chicago 
Wesley Memorial Hospital Oct. 15, aged 69, of 
acute intrathoracic hemorrhage and bronchogenic 
cancer. 

Taylor, Frank Bashford ® Madison, Wis.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; on the 
staffs of the Madison General and St. Mary’s hos¬ 
pitals; died Sept. 25, aged 79, of arteriosclerosis. 

Tenney, William Norlhend, Newton, Mass.; Har¬ 
vard Medical School, Boston, 1895; served overseas 
during World War I; died in the Newton-Wellesley 
Hospital Sept. 10, aged 89, of cancer of the prostate 
and bronchopneumonia. 


Terry, Philip Roy, Asheville, N. C.; George Wash¬ 
ington University School of Medicine, Washington, 
D. C., 1907; coroner of Buncombe County; vice- 
president of the National Coroners’ Association; 
at one time practiced in Washington, D. C.; served 
as county jail pliysician and prison camp physician; 
died Sept. 29, aged 78, of coronary occlusion. 

Thomas, Henry S. ® Fort Washington, Pa.; born 
in Parker Ford, May 26, 1905; Temple University 
School of Medicine, Philadelphia, 1935; served as 
a command flight surgeon in the Army Air Force 
from 1941 to 1946 with the rank of lieutenant 
colonel; after release from active duty became 
medical director of Ciba Pharmaceutical Products, 
Inc., and later of Nepera Chemical Company; di¬ 
rector of medical service, Merck Sharp & Dohme 
Research Laboratories, which he joined in 1951 as 
assistant medical director; member of the Aero 
Medical Association and the Association of Military 
Surgeons of the United States; died Oct. 9, aged 
53, of coronary thrombosis. 

Thompson, John Maurice ® Van Nuys, Calif.; born 
in St. Louis Dec. 3, 1911; University of Cincinnati 
College of Medicine, 1941; fellow of the American 
College of Surgeons; specialist certified by the 
American Board of Surgery; assistant clinical pro¬ 
fessor of surgery at the University of California 
School of Medicine at Los Angeles; veteran of 
World War II; awarded the Presidential Unit 
Citation and Combat Medal Badge; interned at 
Missouri Baptist Hospital in St. Louis; served a 
residency at Veterans Administration Center in Los 
Angeles; on the staffs of St. Joseph Hospital in 
Burbank and Presbyterian Hospital-Olmsted Me¬ 
morial, Los Angeles; consultant, Veterans Admin¬ 
istration Hospital in Sepulveda; on the staffs of 
Encino Hospital and West Valley Communit)' 
Hospital in Encino, and the Valley Hospital; trustee 
and medical adviser on the board at Valley Presby¬ 
terian Hospital, where last March he was presented 
with a plaque in appreciation of work in organizing 
the hospital and where he died Oct. 3, aged 46, of 
bronchogenic carcinoma. 

Tracy, George Thomas ® Beverly, N. J.; Jefferson 
Medical College of Philadelphia, 1898; past-presi¬ 
dent and secretary of the Burlington County Medi¬ 
cal Society; member of the board of managers of 
the State Hospital in Trenton; died Oct. 2, aged 85. 

Trankle, Herbert Milo, Chippewa Falls, Wis.; Rush 
Medical College, Chicago, 1901; formerly practiced 
in Bloomer, where he served on the city council 
and school board; served on the staff of Northern 
Wisconsin Colony and Training School; honorary 
staff member, St. Joseph’s Hospital, where he died 
Sept, 21, aged 78, of coronary thrombosis and dia¬ 
betes mellitus. 
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AUSTRIA 

Unusual Types of Plasmocytoma.—At the meeting 
of the Society of Physicians in Vienna on Oct. 17, 
Drs. S. Wuketich and G. Siegmund briefly review¬ 
ed Schulten and Kanzow’s classification of para¬ 
proteinemic reticulosis into three types, namely 
plasmocytoma, atypical macroglobulinemia, and 
Waldenstrom’s macroglobulinemia. 'Tliey reported 
a series of si.x patients with plasmocytoma exam¬ 
ined at autopsy. Histological preparations revealed 
immature cellular plasmocytomas and neoplastic 
reticulosis with a plasmacytic differentiation. In 
only one case was an extramedullary generalization 
with infiltration of the lymph nodes present. Re¬ 
markable deviations could be detected by analyzing 
the serum proteins. The serum lability reaction 
(extremely shortened Weltmann coagulation band 
and negative thymol, cadmium, and distilled water 
reaction) showed an abnormal stability of the se¬ 
rum. Paper electrophoresis revealed paraprotein 
double bands lying close together in the beta area; 
partly a remarkable broad, very strong beta band 
which has a lighter boundary toward gamma, and 
a somewhat masked beta double band. Tiselius 
electrophoresis always shows a separation of the 
large beta myeloma gradient into two or three sub¬ 
fractions. With the aid of analytical ultracentrifu¬ 
gation, so-called atypical macroglobulins with sedi¬ 
mentation constants of 8 to 14 Svedberg units were 
found. The peculiar chemical albumin findings in 
the mentioned plasmocytoma types were considered 
as a new constellation in the reaction of the serum 
proteins, namely as a type of the beta-plasmocys- 
toma witli atypical macroglobulinemia. 

Hormone Which Inactivates Oxytocin.—At the 
meeting of the society of physicians in Vienna on 
Oct. 24, Dr. W. Miiller-Hartburg described a tech¬ 
nique for chemically determining the oxytocinase 
level in the serum. The oxytocinase activity in the 
serum had previously been measured by biological 
assay. The substrate, L-cystine-di-beta-naphthyla- 
mide is decomposed by the action of oxytocinase 
with splitting off of the colorimetrically measurable 
beta-naphdiylamines. In the examination of 365 
serums tlie enzyme activity was found to increase 
progressively in healthy pregnant women up to the 
moment of birth. The oxytocinase level showed 
eitlier a temporary or permanent decrease in the 
10 th lunar month in a small percentage of women. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


The level was highest in most of the pregnant wom¬ 
en at the time of delivery. It returned to the normal 
level of a nonpregnant woman within six weeks. 

The blood of the umbilical cord showed the 
normal level of a nonpregnant woman, and the 
retroplacental blood showed the highest level ob¬ 
served. No aminopeptidase activity could be de¬ 
tected in the amniotic fluid. Benign or malignant 
tumors of the sex organs did not change the 
oxytocinase level of the serum. Patients svith cer¬ 
tain hepatic diseases showed a marked rise of the 
aminopeptidase activity., In patients with hypere¬ 
mesis gravidarum the oxytocinase level in the serum 
was 13% lower than in healthy patients. Extra- 
uterine and intrauterine pregnancy of the same dura¬ 
tion showed equal levels. In a woman with genuine 
prolongation of pregnancy beyond .term a decrease 
of the oxytocinase level in the serum was observed 
after the patient reached the calculated term. 

Oxytocinase blocking agents may not be present 
in the serum of patients who are not pregnant. 
Sudden fluctuations in the oxytocinase level in the 
presence of severe hemorrhages during pregnancy,- 
parturition, and immediately after birth may be ex¬ 
plained by changes in the fluid balance in the body. 
Oxytocinase does not seem to be responsible for the 
presence of aminopeptidase activity in the serum of 
women who are not pregnant, of men, and of pa¬ 
tients with hepatic diseases. Measurement of the 
oxytocinase level constitutes an accurate chemical 
test for pregnancy and gives the approximate age 
of the fetus. 


BRAZIL 

Tolazoline and Lymph Node Biopsy.—Dr. B. Guida 
- Jr. studied the usefulness of tolazoline and cerx'ical 
lymph node biopsy in a series' of 102 patients with 
lung lesions and witli cancer of the esophagus 
{Rev. paulista med. 53:234, 1958). The series was 
divided into two groups. Group 1 consisted of 53 
patients suspected of having pulmonary cancer and 
group 2 of 49 suspected of having cancer of the 
esophagus. In group I, 37 had a histological diag¬ 
nosis of cancer and the remaining 16 had other diag¬ 
noses or no diagnosis. The author studied the 
results of the biopsy in its relationship with the pu - 
monary localization of the lesion and the presence 
or absence of palpable nodes in the supraclavicu ar 
region. He found that in 37 patients the tolazoline 
biopsy gave a correct diagnosis in 20, thus eliminat 
ing the necessity of using other examinations. T le 
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tolazoline biopsy offered the possibility of a diagno¬ 
sis by a simple technique, as the surgical proce¬ 
dure may be performed with local anesthesia in an 
outpatient clinic. Endoscopy, used in 14 cases, con¬ 
firmed the diagnosis in 5. In only 10 patients was 
thoracotomy performed for the confirmation of the 
diagnosis. In 17 there were palpable nodes at the 
base of the neck. Of these, 13 had a positive diag¬ 
nosis of cancer. On the other hand, of the 19 with¬ 
out palpable nodes at the base of the neck, 7 had 
positive biopsy findings. The presence of palpable 
nodes does not indicate, nor does their absence 
rule out, metastases. In the 16 jratients with nega¬ 
tive biopsy findings, 7 were subjected to explora¬ 
tory thoracotomy, which led to the discover^' of 
five cases of pulmonary abscess and two of aortic 
aneurysm. 

Of the 49 jratients with esophageal cancer, 31 
had a positive histological diagnosis. The diagnosis 
of the rest was based on clinical and radiologic 
findings. Biopsy was performed in 23 on the right 
and in 26 on the left side. There were palpable 
nodes in 21—3 in the unper, 5 in the middle, and 13 
in the lower third. In this group of 21 patients, the 
biops\' was negative in the nodes from the middle 
and upper thirds and positive in 7 of those from the 
lower third. The biopsy was performed on the 
side of the palpable nodes. In the patients with no 
palpable nodes, a single biopsy was positive in two 
on die right side, from a total of three taken from 
the middle third. There was one positive biopsy in 
four patients with no palpable nodes in the left side, 
taken from the lower third. Thus, of the 49 patients 
in group 2, the biopsy was positive in 9. Tolazoline 
biopsy appeared to be indicated in patients sus¬ 
pected of having cancer of the esophagus whenever 
there is a palpable node in the supraclavicular re¬ 
gion or whenever the endoscopic biopsy is nega¬ 
tive. 

Cancer of the Uterus.—Dr. Arnaldo de Moraes and 
co-workers (An. brasil. ginec. 46:61, 1958) com¬ 
pared colposcopy, colpocytology, and biopsy for 
the early detection of cancer of the uterus. They 
found this a complex problem. Considering only 
colposcopy and cytolog)% they concluded that what 
was really being compared was the personal effi¬ 
ciency of the investigators. Their files included more 
than 9,000 cases, reduced to 8,542 after the elim¬ 
ination of incomplete records. After a second selec¬ 
tion of patients suspected of having cancer of the 
uterus by one or more of the methods of exami¬ 
nation, they studied a series of 660 cases which 
, were divided as follows: 359, or 54.4%, that showed 
agreement of colposcopy, colpocytology, and biop¬ 
sy; 32, or 4.7%, that showed agreement of colpos¬ 
copy and biopsy; 23, or 3.4%, that showed agree¬ 
ment of cytology and biopsy; 52, or 7.8%, that 
showed agreement of colposcopy and cytology; 106, 
or 16.6%, in which the tentative diagnosis was based 


on colposcopy only; 67, or 10.0%, in which it was 
based on cytology only; and 21, or 3.1%, in wlrich it' 
was based on biopsy only. Thus the total agreement 
between cytology and colposcopy amounted to 62.2% 
of the cases. The greater number of positive diag¬ 
noses by means of colposcopy (66.9%) may be ex¬ 
plained by the inclusion of patients with minimal 
lesions (small mosaic areas, erosions, and nonchar¬ 
acteristic proliferations). In 92 patients with posi¬ 
tive colpocytologic examinations in stages 3 and 4, 
the control by repetition revealed a gradual de-. 
crease of positivity, eliminating the suspicion of ma¬ 
lignancy in more than half of the patients. The 
authors concluded that, particularly in those witir 
epidermoid cancer, the best results are obtained by 
the simultaneous use of colposcopy and cytologjs 
which must be considered as concurrent and not as 
competitive methods of diagnosis. 

Acute Pancreatitis.—At a meeting of tlie Associa 5 ao 
Paulista de Medicina, Dr. David Rosenberg re¬ 
ported a series of 275 patients with acute pancre¬ 
atitis. The age of the patients varied from 6 to 82 
years. 111 being between ages 21 to 40 years and 
132 between ages 41 to 60 years. About 25 years 
ago the treatment of acute pancreatitis was mainly 
surgical, but the tendency is now more and more 
conservative. Tliis is due principally to the more 
frequent clinical diagnosis and the observation of a 
great number of patients cured without operation. 
Thus, in one group of 47 patients, the early surgical 
treatment, used in 18, showed a case fatality rate of 
about 50%, while in 27 treated conservatively this 
rate was only 18.5%. The medical treatment aims 
principally at alleviating tlie pain; combating tire 
shock by transfusion; correction and maintenance 
of tlie electrolyte, caloric, and vitaminic equilibri¬ 
um; preventing infection by means of antibiotics; 
and inhibiting the pancreatic secretion by dieting. 
These general measures were used on 207 patients, 
with 28 deaths (13.5%). Surgical treatment was 
used on 68 patients, with 19 deaths (27.9%). In 13 
of the latter the operation was exploratory. The ex¬ 
ploratory laparotomy was performed in cases of 
wrong (9) or doubtful diagnosis. In most of these 
patients, as the true diagnosis was established, med¬ 
ical treatment was instituted. Dr. Rosenberg con¬ 
cluded that the'surgical treatment of patients with 
acute pancreatitis has very limited indications. 

INDIA 

Vaginal Cytology.-Malkani and Sikand (Journal of 
Association of Medical Women in India, vol. 46, 
Aug., 1958) stated that as the endometrium reflects 
the activity of the ovaries, examination of the 
endometrium at suitable intervals can be used to 
ascertain the possible cause of amenorrhea and to 
indicate the response to various drugs. Endometrial 
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biopsy may cause some discomfort to the patient, 
while the collection of vaginal smears is a much 
simpler procedure and repeated examination of 
such smears can help in following the response to 
therapy for restoring menstruation in patients with 
amenorrhea. The authors studied 29 such patients. 
Amenorrhea after removal of uterus or ovaries, after 
radiation, and during pregnancy and lactation was 
not included in this study. No patient with a history 
of amenorrhea of less than six months duration was 
included. Primary amenorrhea was assumed if the 
menarche had not occurred by the 18th year. 

Endometrial biopsy was performed once a week 
for six to eight weeks and vaginal smears were 
taken on alternate days during the same period. 
Tile ovarian function was graded from the vaginal 
cytology according to- the method of De Allende 
and Ortas, and the endometrial biopsy was dated 
according to the method of Hertig and Rock. The 
results were then correlated. Three patients in this 
series had primary amenorrhea, and 26 had a sec¬ 
ondary type of amenorrhea. The age of the patients 
varied from just under 20 to 35 years. The age at 
menarche in the patients with secondary amenor¬ 
rhea ranged from 12 to 15 years. Menstrual history 
was normal in 12 patients, ohgomenorrhea was 
present in 6, menorrhagia in 5, and hypomenorrhea 
in 3. The duration of secondaiy amenorrhea varied 
from six months to six years. The secondary sex 
characteristics were normally developed in 24 pa¬ 
tients, underdeveloped in 4, and of masculine type 
in 1. Pelvic examination gave normal findings in 10; 
a hypoplastic uterus was present in 7, a bulky 
uterus in 1, pathological adnexa were found in 10, 
and a cystic ovary in 1. 

An atrophic vaginal cytology curve was observed 
in 12 patients and indicated an absent or markedly 
insufficient ovarian function, but whether the ovar¬ 
ian failure was due to local ovarian disease or was 
secondary to disease of the pituitary or hypothala¬ 
mus could not be determined from the vaginal 
smear. An acyclic hypotropic curve was observed 
in five patients. It showed a consistently low estro¬ 
genic level which was insufficient to produce men¬ 
struation. A cyclic hypotrophic curve was seen in 
six patients and indicated an estrogenic level lower 
than normal but sufficient to produce menstruation. 
A eutrophic curve was noted in one patient and a 
high comification type of cytology was seen in 
three, the latter signifying a persistently high estro¬ 
genic level. Two patients had the findings of a per¬ 
sistent luteal phase. The results of endometrial 
biopsy showed an atrophic endometrium in eight 
patients, an early proliferative phase in six, a pro¬ 
liferative phase with dilated glands in two, a secre¬ 
tory phase in two, a proliferative changing to secre¬ 
tory phase in one, a tuberculous endometritis with 
proliferative phase in three, and tuberculous endo¬ 
metritis with loss of endometrial structure in seven. 


J.A.M.A., Dec. 13,1955 

The diagnosis of these 10 patients with tubercu¬ 
lous endometritis would have been missed if the 
vaginal cytology alone had been studied, and the 
ovarian function in 16 could not have been deter¬ 
mined by studying only the endometrium rrtthoiit 
examining the vaginal smears. In 13 patients vagi¬ 
nal cytology and endometrial biopsy gave identical 
information as far as ovarian function was con¬ 
cerned. Thus, vaginal cytology was found to be the 
method of choice for studying ovarian function and 
endometrial biopsy was indispensable for diagnos¬ 
ing endometrial tuberculosis. A study of vaginal 
cytology is also important for prognosis. Atrophic 
cytologic findings indicate a poor prognosis and a 
persistent luteal phase or persistent high comifica¬ 
tion curve indicates a more favorable prognosis. 

Labor After Previous Cesarean Section.—N. S. Devi 
studied a series of 50 labors after previous cesarean 
section over a period of four years {Journal of As¬ 
sociation of Medical Women in India, vol. 46, May, 
1958). One woman delivered naturally hvice during 
this period; 32 had a repeated section (26 for 
cephalopelvic disproportion, 2 for repeated uterine 
inertia, 1 for ,a ruptured lower segment scar, 1 for 
threatened rupture of a classic scar and uterine 
inertia, 1 for post-maturity and floating head, and 
1 for a floating head and thick cervix) and 18 had 
a vaginal delivery. In 14 of these forceps were 
applied to avoid strain on the scar, and 4 were de¬ 
livered unassisted. Tliere \yere no maternal deaths 
but there was one stillbirth in the group who had a 
repeated section. Of the 50 there were 34 who had 
had the previous cesarean section because of dis¬ 
proportion. Of these, 25 required repeated section, 
all for disproportion, and 9 delivered vaginally. 
Tims, section was not always necessary even in the 
group with disproportion. The average weight of 
the babies in the group who had a repeated secfion 
was 6.7 lb. (3,040 Gm.), in those delivered by for¬ 
ceps 6.1 lb. (2,768 Gm.), and in those delivered 
naturally 6.7 lb. Of the remaining 15 belonging to 
the group of nonrecurrent causes, repeated section 
was performed on 6 and delivery was vaginal in 9, 
7 of these 15 had uterine inertia, 3 had antepartum 
hemorrhage, 2 had breech presentation, 2 had 
severe preeclampsia, and one had a tumor compli¬ 
cating pregnancy. Vaginal delivery in this group 
thus occurred in only 60%. 

Repeated section was indicated because of uter¬ 
ine inertia in two patients, rupture of a lower seg¬ 
ment scar in one, threatened rupture of a ^assm 
scar and uterine inertia in one, a floating head an 
thick cervix in one, and postmature floating hear in 
another. In the group with disproportion, vagina 
delivery occurred in 23.5% as opposed to 60% in t le 
group with a nonrecurrent cause. Thus, once ■ 
cesarean section is performed subsequent delivenes 
need not always be by cesarean section. Tbn bT® 
of previous section is important. The lower segmen 
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scar ruptured iu onl\’ ().37o of the patients in this 
series while the classic scar ga\’e way in 3.67 p. In¬ 
duction of labor may sometimes be necessary to 
avoid a repeated section for the possible dispro¬ 
portion that may occur if the pregnancy is pro¬ 
longed. Tims in one patient who had bad a previous 
lower segment cesarean section, labor was success¬ 
fully induced at 41 weeks. 

Pyracortinc.—Bhattacharya and Bhuyan {Aniiseptic, 
vol. 55, Sent.. 195S) treated 16 natients (6 who had 
rhouniatoid arthritis, 6 who had spondylitis ankylo- 
poietica, 2 who bad gout, 1 who had acute rheu¬ 
matic fever, and 1 ^\'ho had osteoarthritis), all of 
whom had moderate to severe irain, with tablets of 
Pyracortinc, each containing 0.75 mg. of prednisone 
and 150 mg. of amidop\'rine. The duration of the 
disease varied from two days to six years. The sub¬ 
jective and objective improvement including im¬ 
provement in pain and tenderness of the affected 
part, swelling, color, temperature, mobility of the 
painful parts, and changes in the sedimentation 
rate were obsei-ved. A watch for untoward side- 
effects was kept by noticing changes in body weight, 
palpation of the liver, appearance of edema, red 
blood cell counts, hemoglobin level, blood urea, 
urinalysis, development of skin rashes, and gastric 
dysfunction. 

' Patients were observed for a minimum of three 
days after the stopping ef treatment to not(* devel¬ 
opment of withdrawal effects. The total duration 
of treatment was 12 days. The results of treatment 
were excellent in one patient with acute gout and 
one until acute rheumatic fei'er; in three with spon¬ 
dylitis ankydopoietica and one u'ith rheumatoid 
arthritis they were good; in five they were fair; and 
in five they were poor. There was no correlation 
between the type and duration of disease and the 
response to treatment. The sedimentation rate of 
eight patients fell but changes in the sedimentation 
rate had no relation to the clinical response to treat¬ 
ment. In the two patients with gout, the blood uric 
acid showed a reducion of 20 to 257o. A slight in¬ 
crease in weight was seen in a few patients. No 
dyspeptic symptoms were noticed. In six patients 
a slight fall in the total leukocyte count was no¬ 
ticed and in three this count showed a rise. In five 
the hemoglobin level had increased at the end of 
treatment. The liver did not show any changes 
clinically. Tlie blood urea level was normal in all 
patients and the urinalysis did not show any abnor¬ 
mality. No skin reaction was noted. 

Acute Nephritis.—A. Girija studied a series of 100 
children witlr acute glomerulonephritis udth special 
referfence to cause and clinical features {Antiseptic, 
vol. 55, Sept., 1958). The disease probably runs a 
more benign course in India due to the lower pro¬ 
tein intake and the predominantly carbohydrate 
diet. More than half of the patients belonged to the 


age group 3 to 7 years (range 3 mo. to 11 years). 
The sex ratio was 61 boys and 39 girls. Only one 
patient had a family history of aeute nephritis. This 
disease occurred uniformly throughout the year. 
Twenty-one patients gave a history of scabies a few 
weeks before the onset of acute nephritis, 10 had a 
mild respiratory infection prior to the illness, 1 had 
an e.xtensive seborrhea of the scalp a month before 
the onset, 1 developed acute nephritis while a boil 
on the scalp was being treated, in 1 the illness fol¬ 
lowed vaccination for smallpox, in 1 severe dysen¬ 
tery lareceded the onset by one month, and in 1 
nephritis folloM'ed treatment for ascariasis. 

Most of the children came to tire hospital for .. 
IJufRness of the face and slight edema of lower 
limbs. Almost all had oliguria. Hematuria was com¬ 
monly seen, but its degree varied. In most patients 
little disturbance of general health was observed at 
the onset of the disease. In one severe vomiting 
was the initial symptom. Edema of varying degrees 
was present in all but one. Although oliguria was 
common, complete suppression of urine occurred 
in only one patient. The urine was dark brown in 
most patients, and microscopic examination re¬ 
vealed red blood cells in all. Only 27 had fever. 
Hypertension was not common. Epistaxis occurred 
in one patient while under treatment. Four had 
diarrhea, and in 12 the main complaint mentioned 
by the mother was dyspnea which was due to car¬ 
diac failure. These patients showed dulness on 
percussion and moist rales at the base of the lungs. 
Tlie heart was involved in 12 patients. Blood pro¬ 
tein levels were estimated in three and in all of 
them they were 3.5 Gm. per 100 c.c. The blood 
cholesterol level was estimated in some patients, 
and all of them gave normal values. The blond 
urea level was elevated to about 65 mg. per 100 
c.c. in two patients and in others it was below 40 
mg. per 100 c.c. The red blood cell count was often 
found to be lowered to about 3,500,000, and the 
hemoglobin level varied from 65 to 70%. 


ISRAEL 

Health Standards.—Israel’s standard of living, as 
judged by statistics regarding births, infant mortal¬ 
ity, crude death rate, and life expectancy, is on the 
whole far above the comparable level of the other 
countries of the Middle East. In some respects it 
compares favorably with that of such countries as 
the United States, Switzerland, and Sweden. These 
facts were revealed in the ninth edition of the 
United Nation Demographic Yearbook. Israel’s in¬ 
fant mortality rate in 1956 per 1,000 population 
was 35.9 for Jewish children. Tlie comparable rate 
of Egypt was 148.5. Israel’s crude. death rate 
(deaths per 1,000 population) was 6.3 for the Jew¬ 
ish population in 1956, while that of Egypt was 18.4. 
Live births in Israel in 1956 were at the rate of 28.8 
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per 1,000 population, while in Iraq it was 15.5 and 
in the United States 24.9. Israel also had a higher 
life expectancy than any of its Arab neighbors. A 
one-year-old boy in Israel can reasonably expect 
to reach the age of nearly 70, while an Egyptian 
boy who reaches the age of one will, in all likeli¬ 
hood, live only until he is about 44. A 50-year-old 
Jew in Israel may e.xpect almost 25 more years of 
life, while an Eg)'ptian man of the same age will 
probably live another 19 years. Egypt has a tuber¬ 
culosis case fatality rate of 22.5 per 100,000 popula¬ 
tion, while the correspondin?? rate for Jewish resi¬ 
dents of Israel is only 5.9. 

Jaundice due to Chlorpromazine.—An attempt to 
prevent jaundice due to chlorpromazine was re¬ 
ported at the Congress of the Israel Medical Asso¬ 
ciation by F. Dreyfuss and co-workers of the He¬ 
brew' University Hadassah Medical School and the 
Talbieh Psychiatric Hospital, Jerusalem. They as¬ 
sumed that the histological and biochemical find¬ 
ings, pointing to intrahepatic obstruction as the 
mechanism of this complication, might be caused 
by inspissation of the bile and interference with its 
flow. They, therefore, gave to patients being treated 
with chlorpromazine a large additional amount of 
fluid during the course of administration of the 
drug. M^hereas in the first 362 patients treated with 
chlorpromazine at the institution 16 cases of jaun¬ 
dice had appeared (4.4%), the number dropped to 
2 in 588 (0.34%) so treated when the patients were 
given about 2.3 liters of sweetened tea or water in 
addition to their regular fluid intake. There was no 
diflFerence between the two series as to the selection 
of ipatients and the schedule of chlorpromazine 
treatment. 

Sensitivity to Olive Pollen.—Kessler {Depim Re~ 
fuim 18:141, 1958) reported that the pollen of olive 
trees may sensitize persons disposed to allerg)' by 
heredity and provoke seasonal rhinitis, conjunctiv¬ 
itis, bronchial asthma, and skin troubles. In the re¬ 
gions where olive trees grow patients with this kind 
of sensitivity are frequent. Of all the pollen allergies 
in Israel this is second only to the sensitivity to pol¬ 
len of spring grasses. It is the most important kind 
of pollen allergy from pollinating trees. 

Clotting Factors.—A series of 153 patients with 
thrombophlebitis was studied by C. H. Fryd ( Hare- 
fiiah 55:168, 1958). On classifying the patients by 
country' of origin, it was found that they came from 
19 countries. The fact that none were from Yemen 
attracted special attention, since coronar)' occlusion 
is rare among Yemenites. A study of thrombo¬ 
plastin gerieration was therefore carried out among 
tile various ethnic groups, but no clear-cut pattern 
specific to any group, including Yemenites, was 
found. On study of the ratio between the platelet 
count in plasma from blood removed by venepunc¬ 
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ture and tliat in fingertip capillaiy' blood, an appar¬ 
ently significant difference was found. The ratio W 
txveen these two counts in normal subjects is 
usually between 1:2 and 1:3. Ratios in thisrangeor 
higher were found for almost all of the non-Yemen¬ 
ite patients, while Yemenites tended to have lower 
ratios. Since the platelets play such an important 
role in clotting, the results of this preliminary study 
may add to understanding of the problems of 
thrombosis, and possibly of atlieromatosis also. 


Psychosis After Asian Influenza.—Z. H. Winnik and 
co-workers (Davim Rcftiim 18:112,1958) observed 
several patients who after Asian influenza devel¬ 
oped an acute psychosomatic syndrome character¬ 
ized by confusion, psychomotor agitation, halluci¬ 
nations (mostly visual), and delusions. One patient 
showed periodic catatonia. Psychological complira- 
tions have been described in connection with vari¬ 
ous epidemics of influenza, but no communications 
on neuropsychological complications in connection 
with Asian influenza have been found, although 
the disease in 1957 affected mankind on a global 
scale. Neurological inv'estigation, including spinal 
fluid examination, did not.reveal any pathological 
changes. The electroencephalogram remained un¬ 
changed in three patients but in the fourth signs 
of a generalized disturbance with a conmlsive pat¬ 
tern were seen. In the follow-up of this natient after 
recession of the psychosis, the tracing showed great 
improvement but not a complete return to nornial. 
The titer for antibodies of Asian influenza was high 
and increased as the psychosis progressed. This was 
accepted as evidence of an acute infection. In all 
cases the psychosis developed in a personality show¬ 
ing clear indications of a certain predisposition to 
ps)'chological instability. This predisposition con¬ 
sisted of psychoneurotic character traits. Recent 
psychic trauma such as acute psychic, conflict, pro¬ 
longed stress, and physical exhaustion were also 
noted as predisposing factors. The ego of these pa¬ 
tients was unable to deal effectively with the adde 


stress of the illness and reacted with an acute psy¬ 
chotic episode. The course of the psychosis was be¬ 
nign. All the patients recovered without specia 
treatment. In view of the e.xtent of the epidemic, it 
was concluded that the virus was not highly neuro 
toxic. 


NETHERLANDS 

Asian Influenza.—J. Mulder and co-workers (Nederl 
tijdschr. geneesk. 102:1992, 1958 ) reported the resu s 
of their investigations of the 1957 Asian innuenW 
pandemic. Just before its appearance in the Net ler 
lands in June, 1957, the authors e.xamined 1,-^ 
serums for antibodies against the Asian influenza 
virus. On the whole only persons over 70 showe a 
positiv'e titer. These titers were independent of e\i 
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dcncc of infection with other A-strains occurring in 
the Netlierlands between 1933 and 1956. The au¬ 
thors also showed that no recent infections with the 
Asian strain had occurred. On the other hand many 
persons who were over .35 showed a high titer for 
antibodies against the Shope strain of influenza A 
virus which caused the 1918 pandemic. The authors 
concluded that the presence of antibodies against 
the Asian strain in older persons indicated an ear¬ 
lier contact with this virus. This might har'e been the 
virus of the 1889-1890 pandemic, which also started 
in Asia. The Shope strain has since the 1918 pan¬ 
demic continued in North American swine with an 
unchanged antigenic composition. An epidemic 
among swine in Asia did tahe place early in 1957, 
The 1957 pandemic might, therefore, have originat¬ 
ed from a persistent carrier state in Asian swine 
since the 1889-1890 pandemic. The interval be¬ 
tween pandemics must be long enough to produce a 
younger generation susceptible to the virus. 

The occurrence of small epidemics between pan¬ 
demics could be e.xplained by a gradual change 
of the antigenic stnicture during the interhuman 
passage of the virus. In this way low titers for anti¬ 
bodies against the Shope strain in persons born 
after the 1918 pandemic could be explained. The 
Asian strain showed a definite pneumotropism for 
the human lung, but it was not highly virulent. 
This virulence might increase in the future, how¬ 
ever, as a result of a better adaptation of the virus 
to human tissues. In such a way a second wave of 
Asian influenza with a higher pneumotropic viru¬ 
lence could be expected. 

Blood Transfusions in the Merchant Marine.—Dr. 
H. B. G. Breijer (Nederl. tijdschr. geneesk. 102:1813, 
1958) reported on tlie transfusion service on board 
the ships of the Royal Rotterdam Lloyd. At first the 
ships were equipped with only test serums. Diffi¬ 
culties, however, were encountered in finding suit¬ 
able donors and in determining the Rh factor. In 
order to avoid tliese difficulties volunteers were 
sought among the ship’s crew. On tlie evening be¬ 
fore the arrival of the ship, blood samples were 
taken and sent next day to a laboratory of the of¬ 
ficial transfusion service. At the beginning of each 
voyage the ship’s doctor received a list of donors 
available on his ship. On the three main ships with 
a total capacity of about 4,000 passengers, on the 
average about 60 donors appeared to be available. 
The ships’ doctors are specially trained in giving 
transfusions. Thus it has been possible to give on 
these three ships during the last 18 months 10 trans¬ 
fusions to four patients. 

Tuberculosis Death Rates.—According to the Cen¬ 
tral Office for Statistics in the Netherlands 515 
persons or 4.7 per 100,000 population died of tuber¬ 
culosis in 1957. In 1956 these figures were, respec¬ 
tively, 593 and 5.4. Though there still appears to be 


a decrease of this mortality rate, this decrease is less 
prominent than during the previous six years. Ac¬ 
cording to provisional data 7,936 new cases of tuber¬ 
culosis were reported in 1957. In comparison xvith 

1956 this means an increase of 3%. Probably, how¬ 
ever, when the final data for 1957 becomes avail¬ 
able a nearly equal morbidity rate for 1956'and 

1957 will be found. 


UNITED KINGDOM 

Bronchitis and Outdoor Occupations.—Dr. D. Reid, 
at a conference of the National Society for Clean 
Air, stated that the effect of working out of doors in 
industrial areas was to increase markedly and spe¬ 
cifically the frequency of attacks of disabling bron¬ 
chitis and other serious respiratory diseases. He 
gave an account of the results of a survey carried 
out on government employees, including postmen. 
After the age of 25 the frequency of bronchitic at¬ 
tacks among postmen increased in all areas but rela¬ 
tively more so in the areas of heavy air pollution. 
Bronchitis rates appeared to be more closely related 
to the local level of air pollution, while influenza 
morbidity was more closely associated with domes¬ 
tic overcrowding. Lung cancer showed only a slight 
correlation with air pollution but a close one with 
population density. Pulmonary tuberculosis rates 
were similar, with a definite association with over¬ 
crowding. A simple explanation of these findings is 
tliat bronchitis is affected by urban air pollution, 
while the overcrowding in cities has a greater effect 
on infectious diseases, such as influenza and tuber¬ 
culosis. The fact tliat more densely populated areas 
had higher lung cancer deatli rates might be related 
to increased smoking rather than to air pollution 
due to the burning of coal. 

Data compiled by Gorham suggested a correla¬ 
tion between bronchitis mortality and the pH of 
the material precipitated in polluted air (Lancet 
2:691, 1958). Suspended particles of foreign matter 
act as nuclei for the condensation of droplets of 
sulfuric acid, and in some areas of hydrochloric 
acid, so that the town dweller is in fact inhaling an 
acid aerosol. Gorham estimated that in dry weather 
evaporation occun-ed at the surface of the aerosol, 
which might have a pH below 2 at times. This 
corresponds to the pH of gastric juice and would 
undoubtedly act as a bronchial irritant. 

Physicians Need Not Give Death Certificates.—Ac¬ 
cording to a ruling by the Minister of Health, when 
a'patient dies tlie physician ceases to be responsible 
and is not specifically obliged to issue a death cer¬ 
tificate. The Minister allowed an appeal by a physi¬ 
cian in Kent against a decision by his local execu¬ 
tive council that he failed to provide proper treat¬ 
ment for a patient, who had since died. The council 
had recommended a penalty of $280. The facts 
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were that a patient was dying, or may even have 
been dead, when a relative summoned the doctor 
several times without success. A call was made in 
the evening for a death certificate by the relatives, 
who believed the patient to be dead, and they ex¬ 
pressed their feelings in no uncertain terms to the 
physician. Tlie matter was referred to the local 
executive committee, which decided that the doc¬ 
tor was negligent. The Minister reversed this de¬ 
cision and held that the physician had not actually 
failed to treat a patient, which under his terms of 
service he was obliged to do. This ministerial ruling 
would suggest that if a doctor thinks a patient to be 
dead he need not make a visit to confirm the fact 
and that he is under no statutory obligation to is¬ 
sue a death certificate. 

Amphetamine Psychosis.—Dr. P. Connell has col¬ 
lected 42 cases of amphetamine psychosis (Amphet¬ 
amine Psychosis, London, 1958). The psychosis 
developed in 8 patients after they had taken a single 
dose, in 4 after they had taken amphetamine and 
alcohol, and in 30 after repeated medication for a 
month or more. So severe were the symptoms that 
39 of the patients were hospitalized, 26 of them in 
an observation ward. In about 40%, amphetamine, 
or one of its derivatives, had been given for tired¬ 
ness, depression, or obesity—dexti'oamphetamine us¬ 
ually being given for the treatment of the latter. 
Some patients were veritable amphetamine addicts, 
one taking as much as 975 mg. of amphetamine. 
Such quantities can be obtained by breaking open 
amphetamine inhalers. Many of the patients were 
addicted to other drugs or to alcohol, but some 
normal and apparently well-adjusted persons were 
affected by tliese drugs. 

The initial diagnosis was often schizophrenia, and 
four patients had deep insulin therapy for this mis¬ 
diagnosed condition before the true nature of their 
eondition was discovered. Recovery in the hospital 
usually took about a week, but as some of the pa¬ 
tients were of unstable personality and some were 
addicts to one drug or another, relapse frequently 
occurred. Patients showed v'ithdrawal symptoms in 
the form of depression and somnolence. The am¬ 
phetamine groups of drugs are not as harmless as is 
generally supposed, and amphetamine psychosis 
appears to be more common than the literature 
would suggest. In all patients witli acute or chronic 
paranoid schizophrenia the urine should be tested 
for tile amphetamine group of drugs to avoid errors 
in diagnosis and treatment. These drugs should nev¬ 
er be prescribed routinely for depression, fatigue, 
or obesity, and amphetamine psychosis should be 
borne in mind as a diagnosis. 

Fees for Anesthesia in Hypnosis.—A physician can 
claim a fee for giving an anesthetie during child¬ 
birth if he is working in the national maternity med¬ 
ical service. The Minister of Health has now agreed 
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to the payment of a fee for seeuring analgesia by 
hypnosis in maternity cases, provided the doctor 
concerned is accustomed to using hypnosis as part 
of his professional practice. The fee paid will be the 
same as if an ordinary anesthetic were used. A case 
arose in 1957 when a practitioner secured analgesia 
in childbirth by hyqinosis but was refused a fee. The 
matter was referred to the local executive council 
and to the anesthetists group committee of the Brit¬ 
ish Medical Association,' which held that a fee 
should be paid under the circumstances. The Min¬ 
ister of Health has now agreed on a fee of $5. 

Sensitivity to Penicillin in Poliomyelitis Vaccine.- 
British poliomyelitis vaccine contains 200 units per 
milliliter of penicillin. Although it has been consid¬ 
ered by the Ministry of Health that tliis quantity is 
unlikely to do any harm, a general practitioner of 
Blackpool has reported a reaction, due presumably 
to the penicillin present, in a boy of 12 given the 
vaccine. The boy was already known to be peni¬ 
cillin sensitive, and a day after the vaccination he 
complained of frontal headache, malaise, and an 
urticarial rash on the trunk, limbs, and buttocks. An 
antihistaminic was given. Two days later the boy 
suffered from dyspnea, bronchospasm, and a tight 
feeling across the chest. This was relieved by a 
spasmolytic. In the physician’s opinion the reaction 
was due to the penicillin in the vaccine. 

Mycology of the Mouth.—Few attempts have been 
made to study tlie mycology of the mouth in rela¬ 
tion to fairly common oral lesions. This was done 
by Fox and Ainsworth who inoculated slopes of 
malt extract agar with mouth scrapings from pa¬ 
tients with various oral conditions and e.\amined 
them for fungi {Brit. M. J. 2:826, 1958). If these 
developed they were transferred to pure cultiue 
and grown for identification. Scrapings from the 
mouths of normal subjects were also made. The oral 
mycology was investigated in 49 patients with an¬ 
gular cheilosis, gingivostomatitis, “coated tongue, 
lingua nigra, lingua geographica, and denture sores. 
It was concluded that Candida albicans plays ® 
primary' part in the cause of angular cheilosis an 
possibly' of gingivostomatitis. The numerous other 
fungi isolated from the mouth of patients wth t e 
remaining four conditions were considered to be 0 
doubtful etiological significance. 

Fatty Acids.—Dr. H. M. Sinclair (The Practilioncf>^ 
Oct., 1958) stated that the treatment of ob«i) 
allowing unlimited fat and restricting carbohydra e 
needs further investigation before it can be recom 
mended to the public. High-fat diets in the ^”'1®, 
Kingdom mean diets high in relatively satura e 
fat and relatively deficient in essential fatty aci ^ 
He is also eritical of the present method of feediUo 
infants and children. Orange juice is not necessan) 
the best way of administering ascorbic acid; o ac 
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currant juice would probably be a much better 
'■ source. Cod lix’cr oil i.s a bad vobicle for vitamins A 
• and D in view of its absence of essential fatty aeicls 
and the presence of nonessential fatty acids that 
increase the need for essential fatty acids. Cows 
milk, and particularly dried cow’s milk, if e.\posed 
to air, is r'cry inferior to human milk. Although the 
school meals and milk-in-schools schemes have im¬ 
proved the health artd physique of schoolchildren 
and have played an important part in educating the 
children in good dietary' habits, they have tended to 
overfeed the children, particularly with cow’s milk 
and butter. Excessis'c feeding during the period of 
maturation i.s likely to lead to early maturity and 
to early death from chronic degenerative diseases. 
E.vcessive use of cow’s milk and butter may lead to 
a deficiency of essential fatty acids. 

Tlierc is no conclusive evidence that high serum 
cholesterol levels cause atheroma. On the other 
hand, there is evidence that a denosition of cho¬ 
lesterol occurs in various sites in the body through 
failure of the tissues to use the cholesterol they are 
forming because of a relative deficiency of essential 
fatty acid (a low ratio of essential fatty acid to 
nonessential fatty acid) in the tissues. This failure 
of the utilization and metabolism of cholesterol 
could cause a rise in serum cholesterol. Essential 
fatty acid seems to be required for fibrinolysis, 
which is essential for removing clots that regularly 
form intravascularly. Decreased fibrinolysis, per¬ 
haps also accompanied by increased coagulability 
of blood, could account for coronary .thrombosis in 
the presence of atheroma. The rapid increase in 
reported deaths from pulmonary embolism and in¬ 
farction, which is occurring at the same rate as 
deatlis from ischemic heart disease, could be simi¬ 
larly attributed to a relative deficiency of essential 
fatty acid. This deficiency causes a structural defect 
in cell membranes and connective tissue, and in 
consequence the body becomes increasingly sus¬ 
ceptible to injurious agents, including infections, 
ultraviolet light, x-rays, chemical carcinogens, and 
hydrochloric acid in the duodenum. It is possible 
tlierefore that a relative deficiency of essential fatty 
acid could play a part in the cause of coryza and 
poliomyelitis by allowing the virus to traverse the 
nasal and intestinal mucosa, and of leukemia, lung 
cancer, and duodenal ulcer. 

Q Fever.—Marmion and Stoker stated that Q fever 
is widespread in Britain and is a cause of some 
cases of pneumonia and fever of unknown origin 
{Brit. M. J. 2:816,1958). The infection occurs main¬ 
ly through cattle and to a lesser e.xtent through 
sheep. Rickettsia burned was isolated from the milk 
of cows and goats, from the placenta and wool of 
sheep, and from the sheepdek. There was evidence 
of an increased frequency of infection in sheep and 
cattle in Kent. In this county the clinical cases oc¬ 
curred more in newcomers to the area, the residents 


of long standing being irresumably immune. The 
chief mode of spread from cattle to man seems to be 
through the consumption of raw milk infected with 
the rickettsia. Milk may contain 5 to 500 guinea 
pig infective doses per milliliter. The author be¬ 
lieved that more persons are not infected because 
the whey antibody in infected milk may afford some 
protection. The contact with the antibody-coated 
rickettsias leads to subclinical rather than clinical 
infection. In one area 7,000 to 8,000 persons were 
getting infected milk from two dairies. There were 
94 cases of pneumonia among these, arid it is esti¬ 
mated that about 30 were due to Q fever. Pasteuri¬ 
zation at 161 F (71.7 C) for 15 seconds or 145 F 
(62.8 C) for 30 minutes kills the rickettsias. The 
authors showed that persons drinking pasteurized 
milk have a lower probability of contracting Q 
fever than those in the same area drinking raw milk. 
Infection was not limited to persons drinking raw 
milk or handling animals but was found in all sec¬ 
tions of the community. Outbreaks occurred at any 
time of the year but were commonest between April 
and July. 

Distribution of Physicians.—The medical profession 
in Scotland is now almost equally divided between 
general practice and hospital work {Health Bul¬ 
letin 16:57, 1958). The relative figures are 2,890 in 
general practice and 2,886 in hospital work. ’This 
latter figure represents an increase of 30% in the 
last eight years. In Western Germany, the compa¬ 
rable proportions are 71% in general practice and 
29% in hospital work. 

Mental Patients in Hospital.—According to the an¬ 
nual report for 1957 of the Board of Control, which 
is responsible for the supervision of the mental 
hospitals in England and Wales, the number of 
patients in mental hospitals (146,962) was the low¬ 
est since 1949. On the other hand, the number of 
admissions is climbing steadily, and last year was 
88,943, compared with 55,856 in 1950. Another 
striking feature of the report is the continued in¬ 
crease it shows in the number of voluntary admis¬ 
sions. In 1957, voluntary admissions increased to 
82.6% (73,499) and certified cases fell to 15.9% 
(14,126). Of the total admissions in 1957, 41,908 
(44.9%) were readmissions. Of the 82,778 patients 
discharged, 19,643 had recovered, in 54,054 cases 
the illness was relieved, and 8,822 showed no im¬ 
provement. 

Politics and the National Health Service.—In an age 
when treatment is complex and costly and when we 
expect equal care to be available for all, a national 
health service is an obviously efficient scheme, ac¬ 
cording to Sir Keith Joseph, a Conservative Mem¬ 
ber of Parliament, in an address to a Conservative 
Party Conference. He suggested that, as the Service 
grows and improves, there may be elements in it 
that can be charged to patients without discourag- 
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ing early treatment or unduly burdening the ill. 
Such charges would be subject to a means test so 
that those least able to afford payment would be 
exempt. Contributions, too, could grow as average 
earnings grew. A graduated contribution, varying 
precisely vath earnings, would have to take per¬ 
sonal circumstances into account and would quickly 
become a second tax system. 

He foresaw an inevitable increase in the cost of 
the Service, and this would include increased re¬ 
muneration for physicians. He believed that the 
general practitioner should be freed- from the 
economic necessity to maximize the number of his 
patients, regardless of the actual constructive treat¬ 
ment he is willing or able to give them. He said that 
private practice should be encouraged and that 
more ph)'sicians should depend on it for part of 
their living. It is not good for doctors to have only 
one possible employer—the government; yet this 
would be the result if private practice were to die. 
The chief argument against private practice is the 
allegation that two standards of service would 
result. 

Se.xology and Medical Students.—At their annual 
meeting last year, the British Medical Students’ 
Association held a half-day symposium on the teach¬ 
ing of sexual and marital relations to medical stu¬ 
dents. This subject was chosen because both 
students and physicians believed that these subjects 
are often taught inadequately, if indeed they are 
taught at all. A report of the proceedings shows 
that attention was almost equally divided between 
the necessity for helping students to solve their own 
sexual problems and instructing them to deal widi 
the similar problems of their future patients. Ac¬ 
cording to one speaker, in the case of a medical 
student, the study of anatomy and physiology in¬ 
duces a mechanistic approach to matters which are 
primarily spiritual and psychological. The student 
whose sex education has been inhibited or distorted 
by his home background can get into serious diffi¬ 
culties, for he may already have severe emotional 
tensions when he arrives at the university. It was 
concluded that (1) the teaching in this field is 
inadequate in many medical schools, (2) the crea¬ 
tion of a new department is not necessary, (3) 
proper teaching must be available, (4) libraries 
must have a wide selection of literature on these 
topics, and students must be made aware of them, 
and (5) the most important factor of all is to help 
each student to solve his oum problems as they 
arise. 

Health Problems of Directors.—The Institute of Di¬ 
rectors has published a booklet, “Health Problems 
of Directors,” in which Dr. H. B. Wright, the head 
of the institute’s medical research unit, tells direc¬ 
tors how they can live longer and happier lives. 
On the subject of vacations, W. J. Mayo said that he 
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was of more use to his clinic steering his yadil 
than sitting at his desk. Every director should have 
two vacations a year, arid it is contended that much 
could be gained if senior executives worked a 10- 
month year of 40-hbur weeks. Although alcohol is 
a poison, in moderation it is recommended, but 
with several warnings. The cocktail party is a dia¬ 
bolical institution, and the wise executive should 
curb the present tendency to regard cocktail parties 
as an official necessity. If he must go to one, he 
should dilute the alcohol—gin and tonic, whisky and 
soda, or beer is far less harmful than a martini. 

Those who travel abroad are advised to go by 
boat one way, if possible. Airplanes may be con¬ 
venient but they are most unphysiological. A 
slumberette may look good in an advertisement but 
in reality very poor sleep is the best that can be 
expected. The executive is advised to try not to 
work in the aircraft and to try' to insist on 24 hours 
without official functions on arrival at his destina¬ 
tion. To rush off the aircraft to the first cocktail 
party is folly. While on tour, he is advised to insist 
on at least an hour and a half a day to himself and, 
if the tour is prolonged, to insist on a five-day week 
and every fifth week off entirely. Finally, it should 
be a rule that every executive returning by air 
should have 48 hours off at home. If he must report 
to work immediately, he should allow half a day 
for this and then have the time off. 

The Normal Color Index.—Using an automatic red 
blood cell counter and a Medical Research Council 
photometer, J. C. F. Pool (Lancet 2:550, 1958) 
measured the color index in 24 normal subjects. 
He found the mean color index to be 0.99, and the 
coefficient of variation for the series was 4.93%. The 
standard error of the mean was 0.0099. The fact 
that the color index for normal human subjects is 
so close to unity, when determined in this way, is a 
fortunate coincidence. In the author’s opinion there 
is no advantage in reporting the ratio of the hemo¬ 
globin content to the erythrocyte count as weight ot 
hemoglobin per cell (mean corpuscular hemoglo¬ 
bin ) rather than as the color index. Because of tho 
small range of normal color-index figures, it 
hoped that small deviations from the normal, which 
can now be detected reliably, may prove significant 
indications of disease. 

Antivaccinal Gamma Globulin.—Details of the suc¬ 
cessful use of gamma globulin prepared from the 
serum of recently vaccinated adults are reporte 
by E. R. Peirce (Lancet 2:635, 1958). Thetsvopen 
sons in whom it was used had been in contact wit 
a severe case of smallpox in their home for nine 
days. One was the patient’s sister, aged 6 and un¬ 
vaccinated, and the other was his grandmother, 
aged 73 arid rmvaccinated since infancy. Both were 
vaccinated, with the other family contacts, on Apn 
14, the day on which the patient, who had taken i 
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on April 6, was diagnosed as having smallpox. Two 
clays later they were given gamma globulin, the 
child reeeiving 2 Gm. and the grandmother 1 Gm. 
On April 21, both ehild and grandmother developed 
smallpox but both had mild cases, so mild tliat in 
the case of the child had she not been under daily 
supervision her smallpox would not have been 
recognized. Although both were successfully vac¬ 
cinated, it is considered that, in view of the timing, 
this is unlikcl)’ to have had any effect on the course 
of tlie disease and tliat the mildness of tire disease 
in both cases was clue to the gamma globulin. 

Antibiotics in Acute Tonsillitis and Otitis Media.— 
Dr. Fn,' investigated the need for antibiotics in the 
management of acute tonsillitis and acute otitis 
media on the supposition that not all of these infec¬ 
tions require such specific measures {Brif. M. J. 
2:883, 1958). Over a three->'car period he treated 
482 attacks of acute tonsillitis in 405 patients and 
552 attacks of acute otitis media in 422 patients. 
Penicillin, the antibiotic used, was withheld unless 
there were definite indications for its use. The 
course of each patient w'as followed carefully, and 
there was no hesitation in giving penicillin when it 
was needed. This occurred in 25% of all attacks of 
acute tonsillitis—19% in the nonstreptococcic group 
and 30% in those in whom hemolytic streptococci 
were found in the throat swabs. In the treatment of 
acute otitis media, antibiotics were needed in 22% 
of the patients. They were given in 15% of those 
with painful eardrum and 34% of those with a dis¬ 
charging ear. The results in both the groups treated 
with and without antibiotics n'cre satisfacto^)^ No 
serious complications occurred in either group, and 
on follow-up three months later only three children 
were found to be slightly deaf. There were no dis¬ 
charging ears, and • recurrences were uncommon. 
Fry stated that 70 to 90% of patients wth tonsillitis 
and otitis media are treated with antibiotics in gen¬ 
eral practice, and from his findings he questioned 
whether tins e.xtensive use is necessary'. Antibiotics 
are relatively expensive drugs and not without dan¬ 
ger. 

Nursing Routine Challenged.—The end of 5 a. m. 
awakening of hospital patients is in sight. Tliis tra¬ 
ditional and unpleasant feature of hospital life has 
been shou'n to be unnecessary. Its purpose is to 
enable patients and wards to be ready for doctors’ 
rounds at 9 a. m. or later. Tliere may yet be opposi¬ 
tion to changing the practice from sticklers for the 
old ways. Nurses are increasingly questioning the 
need for rousing patients at the traditional time and 
taking their temperatures at six, and tlie necessity 
for a busy ward nurse to stand for hours at the side 
of a consultant on his teaching rounds while he 
asks die same questions of successive generations 
of students. The recent reduction of nurses’ hours 
from 48 to 44 hours a week has sharpened the argu¬ 


ments against extraneous duties and wasteful ways 
of working, especially where a shortage of nurses 
exists. . 

Evaluating General Practice.—Recently a group of 
Conservative Members of Parliament recommended 
that general practitioners be divided into grades 
for purposes of remuneration, based on their re¬ 
spective abilities. Dr. Donald Johnson, who is also 
a Conservative Member of Parliament, foreseeing 
difficulties asked how, without direct pay'ment be¬ 
tween patient and doctor, which is precluded by 
the present structure of the National Health Serv¬ 
ice, the good physician can be judged against his 
less good colleague, \\ffio will judge die wordi of 
the physician and what will the criteria of judg¬ 
ment be? A medical administrator is likely to see 
e.vcellence only in administrative qualities. It would 
be undesirable if a good doctor were judged solely 
by his attention to record cards and his compliance 
with adniinishative instruction. 

Doctor as Subpostmaster.—The subpostmasters at 
South Shields, Durham, are objecting to the choice 
of Dr. Henry ByTiie, a police surgeon, as a subpost¬ 
master when three experienced applicants were re¬ 
jected. Dr. Byrne said: “My wife will supervise the 
post office, and I shall assist when necessary'. I am 
sure we shall be able to give good service to the 
public. I do not intend to u'ididraw.” A spokesman 
for the local branch of die British Medical Associa¬ 
tion said: “What a doctor does is his ow'n affair, as 
long as he looks after his padents and does not 
offend die healdi executive council. Mffiy he should 
want to become a subpostmaster I cannot imagine. 
I have been playing golf today, and everyone has 
been asking me if I can sell them a twopenny' 
stamp.” 

Radiation Hazards.—The suggestion diat present 
assessments of die genetic hazard to man of nuclear 
and allied radiations may prove false was made at 
a small conference in London. Dr. T. C. Carter, of 
the Medical Research Council’s Radiobiological Re¬ 
search Unit, believes that, hidierto, research on the 
effects of radiations on living material has been 
made almost entirely on the lower animals and on 
plants, which can stand much larger doses of radia¬ 
tion than can be tolerated by man. From these 
experiments it has been assumed that the genetic 
danger from radiation increases directly as the 
dose increases, but in a critical analy'sis of die evi¬ 
dence from the few e.xperiments made u’ith small 
doses, within die range tolerated by man, Dr. Car¬ 
ter showed that this assumption is not justified. 
He estimated diat die necessary research would 
require about 2,650,000 mice and take over five 
years at a cost of about $560,000. Tlie importance 
to mankind for reliable data on the dangers, from 
radiation to future generations cannot be over¬ 
emphasized. 
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This is the ninth in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared by the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 

BILLING AND COLLECTIONS 

Income is what keeps a doctor in practice. How 
can he guarantee that he will receive the greatest 
percentage of fees he earns? Once again, the prin¬ 
ciples of good management apply: advance plan¬ 
ning, an established routine, and adherence to that 
routine. 

Here are three keys to maintaining a high collec¬ 
tion ratio: 1. Make certain patients understand 
charges and appreciate they are getting professional 
service commensurate with the fee. 2. Make it con¬ 
venient for patients to pay at time of treatment. 
3. Send bills punctually and regularly; follow up 
conscientiously on uncollected bills. 

Advance fee discussion is the best means of 
assuring that patients understand and accept their 
medical bills. Because people subconsciously resent 
paying for an unwanted illness, a certain amoimt of 
ethical “selling” of the concept of regaining and 
maintaining good health is advisable. The impor¬ 
tance of reaching agreement and understanding 
about fees in advance of long or costly treatment 
was discussed earlier and some techniques for 
initiating fee talks suggested. The patient is entitled 
to know what to expect—he ought to be forewarned 
when he is sent for x-rays and other laboratory tests 
that show up as a sizable figure when his state¬ 
ment arrives. He is buying medical service, and he 
wants to know approximately what it will cost, just 
as he wants to know how much a new suit of clothes 
or a new purchase for the home will cost. 

Explaining Charges 

The best way to explain medical charges is to 
itemize each bill. This, has been standard practice 
in the business world for years, yet too frequently 
physicians send statements merely saying, “For pro¬ 
fessional services.” The doctor himself would be 
annoyed to receive a bill from a medical supply 
house which said only, “For supplies shipped,” and 
he should keep this in mind in his own billing. 

Patients may forget how many oflSce or hospital 
calls were made in the interval before the bill was 
sent and overlook the extent of services given. On 
the surface, an unitemized bill may appear to be 
excessive. Today there are simple procedures for 
itemizing bills. The charge slip is a form widely 
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used. This is a slip usually kept in triplicate which 
depending on the doctor’s specialty, lists the various 
types of services he performs. 

The patient is given a charge slip to take into the 
doctor’s office with him. During his session with the 
patient, the doctor notes on the slip the procedures 
performed and the charge. As the patient leaves the 
office, he returns the slip to the desk. At this point, 
instead of the doctor’s girl saying, “Would you hke 
to pay for y'our visit now?” it might be more effec¬ 
tive merely to say, “This will be $5.” Most people 
are prepared to pay for routine office visits but 
often leave the office without paying because no 
one gave them an opportunity to do so. If most 
patients can be encouraged to pay as they go, 
e.xpensive, time-consuming billing can be reduced. 

The patient who pays before he leaves the office 
is given one of the charge slips as a receipt; the 
others serve as office records. Mfiien a patient pre¬ 
fers to be billed," the charge slip is used to prepare 
an itemized bill or a copy is actually enclosed svith 
the statement. Some phy^sicians are microfilming 
the informatioii on the charge slip onto the monthly 
statement. In addition to serving as an itemized 
listing of seiwices performed, the charge slip pro¬ 
vides a check for the office should a patient later 
question a bill. 

' Regular Billing 


Some definite pattern for sending out statements 
should be established early in a doctor’s practice. 
Regular billing is an essential part of good collec¬ 
tion procedure. Punctuality in billing encourage 
prompt payment. A doctor who sends bills errati¬ 
cally, perhaps allowing several months to elapse 
before mailing a statement, must expect his patients 
to treat their payment responsibilities similarly. It 
is natural for the patient to think: “If the doctor 
doesn’t attach much importance to the bill, then I 
won’t either.” The longer payment is delayed, the 
harder it is to collect. 

Some physicians prefer to send out bills once a 
month; others mail statements twice a month-on 
the 1st and 15th. Some follow a cyclical billing sys¬ 
tem used in businesses, whereby statements go to 
patients in certain sections of the alphabet on cer¬ 
tain dates each month. The kind of hilling system 
is not so important as the fact that the doctor has a 
system and follows it. 

Regular billing and itemization of charges pave 
the way to easy collections. It also helps if the doc 
tor makes it easier for patients to pay by enclosing 
a return business reply envelope and clearly speci 


fying the date on which payment is due. 

All these things can he done in a dignified, pro¬ 
fessional manner which does not imply commercia 
ism if the physician puts the business side of >5 
practice in the proper perspective, remembenng 


that his first job is to care for his patients. 
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Following up on Collections 

When regular ilcinized slalements have been sent 
and payment has not been receis ed, the physician 
should initiate his collection folk)s\'-«p program. 
Tliis program should he based on an understanding 
oE some of the reasons why patients don’t pay. 
There are a number of them, but these three prob¬ 
ably are the most common: (1) negligence, (2) in¬ 
ability to pay, and (.3) unwillingness to pay. 

Wlieu a patient merely puts off pas'inent with no 
good reason, the physician himself may be jiartly to 
blame. He may not have sent his hill promptly, or 
be may not have jogged the patient about his finan¬ 
cial responsibilities. Many people tend to pigeon¬ 
hole their doctor bills, postponing payment until 
their other debts have been paid. Physicians them- 
seh’es must educate the public to treat medical bills 
as they do an\' other kind of indebtedness—paying 
what they owe when it is due. If the doctor ascer¬ 
tains that negligence is the reason he has not re¬ 
ceived pasTuent, be can institute his plan for re¬ 
minding the patient about tire bill. 

Some patients who would like to pay sometimes 
are temporarily unable to do so. If this is the case, 
the physician should be prepared to understand the 
situation and help patients make other arrange¬ 
ments, even to budgeting a certain amount each 
month for tlie doctor’s bill. Time-pa)'ment buying 
is now widely accepted by the public; tlrere is no 
reason that in special situations or in cases of 
temporary' financial hardship it cannot be applied 
to the purchase of medical services. Although 
businesses-offering time-payment plans add carry'ing 
charges to the bill, this is rarely done in medicine. 
Because the medical profession is humanitarian in 
tradition, special approaches to collections which 
would not work in the “hard, cold, business world 
are applied. The physician who stands in the posi¬ 
tion of a friend to his patients wants to help the 
indmdual meet his financial obligations. Interesting¬ 
ly enough, the honest patient who does not pay 
often seeks out another physician because his pride 
does not permit him to return again and again to 
the office where he owes money. 

■ Some patients are unwilling to pa)'. These indi¬ 
viduals may be disgruntled about the bill. Perhaps 
the misunderstanding was partly tire doctor’s fault. 
In this case, an attempt to talk over the situation 
with the patient is the first step toward eliciting 
payment. Only in rare instances are patients dead¬ 
beats who just do not intend to pay. It is this type 
of patient who causes the doctor to give serious 
consideration occasionally to resorting to a tougher 
collection policy, even to instituting suit. 


Considering the factors affecting nonpayment, 
the physician starts collection procedures to (1) 
remind the negligent patient about his bill, (2) in¬ 
quire why payment hasn’t been made—is there 
some special reason for nonpayment? and (3) get 
patients who have a reason for nonpayment into the 
office to discuss the problem and work out a solu¬ 
tion. Getting adequate credit information in ad¬ 
vance helps the physician evaluate a patient’s 
financial situation. 

Good records are essential to follow-up collec¬ 
tions, so the medical office must secure the follow¬ 
ing information about new patients on tlieir first 
visit; (1) full name, correctly spelled; (2) proper 
person to be billed and relationship to patient; (3) 
marital status and number of dependents; (4) cur¬ 
rent address and past addresses for last tivo or three 
years (indicates stability', neighborhood, and index 
of financial status); (5) job details (where a man 
works is important; what he does is even more 
vital); and (6) name of person recommending 
patient. 

Such information can be secured quickly and 
with no affront to the patient. In some offices in¬ 
quiries are made about patient’s charge accounts, 
since these are good credit indexes. It is poor policy 
to ask about banks and bank accounts'. Superficial, 
signs of prosperity should not color an evaluation 
of the patient’s financial status. MTien a substantial 
sum is involved and there is some question, tlie 
credit rating can be checked with the local credit 
bureau. Obviously', it’s easier for the doctor in a 
small 10 %™ to gauge his patient’s ability to pay than 
it is for a city physician. 

Collection Timetable.—Every physician will want 
to work out his o\%'n "collection timetable," but here 
is one %%'hich %%'orks for many doctors: first month, 
send statement; second month, send statement; 
tliird montli, send a reminder note; fourth montli, 
send a letter; and fifdi montli, -write the patient noti¬ 
fying him that, since he has ignored all communi¬ 
cations, the account is being turned over to a col¬ 
lection agency. 

The personal approach is the best way to follo%v 
up collections. That’s why stickers and other com¬ 
mercial devices attached to statements are not al¬ 
ways highly effectii’e. After tu'o statements, have 
been sent, a short note from the doctor or his secre¬ 
tary can be sent inquiring whether the patient has 
overlooked the bill. The letter might read hke this: 
“We thought perhaps you may have overlooked tin’s 
statement %vhich has been charged to your account 
since . . .’’ 


2052 


BUSINESS PRACTICE 


Tlie next letter, preferably a letter from the doc¬ 
tor, should in\’ite the patient to the office to discuss 
any special pajunent problems or questions he may 
have about the bib. 'Vtffiatever kind of reminder is 
used, it should be informal, sincere, and imply 
confidence that the patient does intend to pay. 
Avoid all “pleas,” such as “I need the money” and 
“I have bills to pay, too.” 

The final letter may imply surprise tliat the pa¬ 
tient has made no response to collection overtures 
and request once more that the patient get in touch 
witlr the office to discuss the situation. If this is 
ignored, a more formal letter notifying tlie patient 
that tire account is to be turned over to a collection 
agency can be sent. 

A physician should not be embarrassed about 
following up on bills that are justly owed him. As 
his practice develops, an intelligent, efficient girl 
can handle most of the collection phase of his prac¬ 
tice, clearing up many misunderstandings about 
charges and serving as a good will ambassador. 

In every community collection practices differ. 
Sometimes die doctor carries a credit load until 
crops come in or some other seasonal source of in¬ 
come develops. This does not mean he discontinues 
billings during “off seasons” but instead Hghtens 
his collection pressures, bearing down during the 
time patients have money. 

The older a bill becomes, die less likely it w’ill be 
paid. Accounts over a year old seldom return more 
than 45 cents on die dollar—diose two years old, 23 
cents. After three years the return is 15 cents on the 
dollar, and after five years it w'ouldn’t buy a postage 
stamp. That’s why collections should be pursued 
diligently wbile the accounts are “fresh.” 

Often a physician is faced with a decision regard¬ 
ing a bill: should he reduce it or cancel it entirely? 
Sometimes a patient who has owed him money for 
many months offers to settle in cash if he wall dis¬ 
count the bill. If die charges w'ere correct in the 
first place and the patient is financially able to pay 
the entire amount, the wise doctor ivill not submit 
to die temptation of accepting the discounted bill. 
He may soon get a reputation for discounting or 
'bargaining” for his services. 

There are two prevailing philosophies on the 
question of whedier to reduce or cancel a bill en¬ 
tirely in a hardship case. One idea is that a doctor 
should reduce but not cancel the bill in order to 
save the patient’s pride. Tlie other philosophy is 
diat a doctor should never reduce but should com¬ 
pletely cancel a fee, evolving from the belief that 
no doctor should bargain for his services. The 
decision to reduce or cancel a fee rests with die 
personal philosophy of the physician. 
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Using a Collection Agency 

^Vhen the doctor has made an earnest effort to 
collect his own bills and still has not received pay. 
ment, he may wish to employ the services of a pro- 
fessional collection agency. There are many agencies 
which specialize in die handling of medical and 
dental accounts or which have separate depart¬ 
ments to handle this type of collection. In some 
places medical societies operate their own bureaus. 

An ethical agency can serve a physician well, 
prodding the people who can pay, but do not, into 
settling their debts and uncovering instances wkie 
special consideration is warranted. Medical collec¬ 
tions call for a different approach than do collections 
in odier businesses. ’That is why selection of a repu¬ 
table agency is the physician’s first consideration. It 
is usually best to select a local agency Avith a gooi 
reputation in the community and avoid out-of-state 
or mail-order-type agencies. Here are some guides 
in selecdng a good agency: 1. Check svith the local 
medical society whose officers probably can give 
information on the reliability of an agency. 2. Check 
Avidr the local chamber of commerce or Better 
Business Bureau. 3. Check with such groups as the 
medical, dental, and hospital bureaus of America, 
or tire Associated Credit Bureau of America, whose 
members conform to high standards of operation. 
4. Check up on tire owmership and financial respon¬ 
sibility of tire agency and its promptness in settling 
for money collected. 5. Find out the kind of collec¬ 
tion methods. Ask to see the type of reminders and 
follow-up pieces used. 6. As a general rule, dont 
sign a contract. Good agencies seldom use them. 

Any physician AA'ho is asked to sign a contract in 
the employing of an agency should proceed cau¬ 
tiously, since there are sometimes traps in the con¬ 
tracts of less reputable agencies Avhich can not be 
quickly spotted. They may call for pajment in 
Worthless bonds instead of cash or Avithbold anj 
settlement "until the bill has been collected in full 
a rare instance in the handling of delinquent 
accounts. 

The Agency Works for You.—Tie agency is at a 
times the collection representative for tire doctor. 
The procedures and techniques used in following up 
Iris accounts should conform with the ethto an 
dignity of the profession, and the doctor himse 
must have the final say on disposition of accounts- 
It should be the decision of the doctor, not of n 
agency, for example, whether legal action shou 
ever be taken. A good agency also should be wrumS 
to adjust a fee in a hardship case rather than try 
to boost-its own commission by a cold pursuit or a 
total amount due. 
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Tlic physician must provide all necessary infor¬ 
mation to the agency, including basic data from the 
patient’s nonclinical record and a report on his 
follow-up actions. When the agency takes over an 
account, tlie doctor ceases all billings to the pa¬ 
tient. If the patient then calls the doctor to discuss 
the hill, he should be referred courteously to the 
agency. Any payment made directly to the physi¬ 
cian should be reported to agency officials; if it was 
secured after their collection efforts began, tlie 
agency is entitled to a portion of it. 

Medical bills turned over for collection to an 
agency are discounted, and the older the account 
tlie greater the discount. Any return is better than 
none at all. The average cost of collecting medical 
fees is about 407o, but this rate varies according to 
indhidual agreements and local situations. In one 
city, the average collection on delinquent accounts 
is 10%, When the doctor employs an agency, he is 
employing skilled men in the collection field and he 
must expect to pay for their services. However, 
when collections rise beyond 25%, it is usually a 
clear indication the doctor’s oum office is not doing 
its part in pursuing collections. 

Should You Sue? 

Suing to collect a bill is a drastic step that some¬ 
times is offset by the resultant ill will it creates. A 
vengeful patient—justly or unjustly—may sometimes 
file a malpractice suit countering the doctor’s col¬ 
lection suit. Consequently, many physicians delay 
any legal actions until after the statute of limitations 
determining the extent of time during which a mal¬ 
practice action can be filed expires. This period 
varies from state to state. 

A lawyer is the best person to judge whetlier or 
not a physician has a chance of collecting in court. 
Points to consider are the clear rights of the claim, 
the patient’s ability to pay, exhaustion of other col¬ 
lection means, and justification of tlie amount by 
comparison with fees for similar sendees locally. In 
more than half of the states and in the District of 
Columbia doctors may act as their bum lau^yers in 
small claim courts—where sessions involving debts 
usually under $100 are held. The doctor merely 
presents his claim to a judge after paying a fee of 
$1 or $2 for a summons to the patient. A small 
claims court in New York is credited with ivinning 
suits for nine out of ten physicians but this doesn t 
mean those physicians collect. Enforcement of tlie 
legal claim is not always carried out. 

In all collection efforts, a balance of humani- 
tarianism and firmness seems to get best results. 


. MEDICAL FILM REVIEWS 


A Clinic on Recognition and Management of Respiratory 
Acidosis: 16 mm., color, sound, showing time 34 minutes. 
Prepared by Reginald H. Smart, M.D., Hurley L. Motley, 
M.D., and Joseph F. Boyle, M.D., Los Angeles. Produced in 
1958 by Churchill-Wexler Film Productions and Ed Hamil¬ 
ton Productions, Los Angeles, for and procurable on loan 
from Smith Kline & French Laboratories, Medical Film 
Center, Philadelphia 1. 

This film is based on a televised clinic originally 
presented at the 37th meeting of the College of 
Physicians, Los Angeles, 1956. The course of a 
fatal case of respiratory acidosis is illustrated and 
discussed by the' authors. Etiology and sjTnptoms 
of this condition are examined in detail, and the 
importance of early recognition is emphasized. A 
suggested treatment program, including emergency 
treatment of acute cases, is outlined fully and in¬ 
cludes demonstrations of various types of respira¬ 
tory equipment. One of the chief values of this 
film is the dramatization of the danger of oxygen 
therapy in the presence of hypercapnia. In this 
way, many ideas are conveyed with lasting impact 
that could not be transmitted by the didactic ap¬ 
proach alone. On the other hand, the pathophysi-. 
ology of respiratory acidosis is well discussed with 
the use of helpful color charts. The determination 
of arterial blood pH is stressed; however, it should 
be remembered that an elevated arterial carboii 
dioxide concentration is a more specific pivotal 
factor in respiratory acidosis. There are minor omis¬ 
sions, such as carbonic anhydrase inhibitors. The 
physician viewing this film should bear in mind 
tliat it is probably better to give oxygen to a pa¬ 
tient with cyanosis and watch his response to it 
rather than to withhold oxygen while waiting for 
respiratory equipment. This teaching film is highly 
recommended for house officers, visiting staff, and 
medical students. 

Retropubic Prostatovesiculectomy: 16 mm., color, sound, 
showing time 10 minutes. Prepared by McCleery Glazier, 
M.D., and Louis J. Lombardo Jr., M.D., Los Angeles. Pro¬ 
duced in 1957 by Billy Burke Productions, Hollywood. Pro¬ 
curable on loan from Eaton Laboratories, 17 Eaton Ave., 
Norwich, N. Y. 

In this motion picture the operative technique of 
retropubic prostatovesiculectomy is demonstrated 
on a cadaver. The procedure is shown in detail and 
the advantages of the retropubic approach, par¬ 
ticularly tire excellent surgical exposure it affords, 
are pointed out. The author’s technique for this pro¬ 
cedure is primarily used for the surgical treatment 
of early prostatic carcinoma. Models are used at the 
beginning and end for orientation. It is an.excellent 
film and is recommended especially for residents, 
interns, and urologists. It would also be of interest 
to general surgeons and surgical nurses. 
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A CLINIC ON RECOGNITION AND MANAGEMENT 
OF RESPIRATORY ACIDOSIS 


Reginald H. Smart, M.D., Hurley L. Motley, M.D., Ph.D. 

and 


Joseph F. Boyle, M.D., Los Angeles 


Each day in hospitals in the United States, deaths due to respiratory acidosis occur among patients seen 
in all fields of medical and surgical practice. Although certain clinical signs should alert physicians to the 
presence of this condition, all too often it is unrecognized. Because these patients die a chemical death, au¬ 
topsy will not demonstrate the eause. However, before death, simple, accurate laboratory procedures can be 
performed which will quickly establish the diagnosis and permit effective treatment. These should be avail¬ 
able in every hospital. A brief study of the pathologieal physiology involved demonstrates the pathogenesis of 
this condition and provides the basis for prompt recognition and proper treatment. Effective therapeutic 
measures are available, and, if respiratory acidosis is recognized and adequate treatment instituted in time, 
the majority of these patients’ lives can be saved. The written review of this film appears on page 2053 of this 
issue. (This film is sponsored and distributed by the Medical Film Center, Smith Kline and French Labora¬ 
tories, Philadelphia 1.) 



Fig. 1.—O.xygen plays lifesaving role in many instanees. Fig. 2.—Case of death due to unrecognized respirator)' 

However, when injudieiously or improperly used, it may acidosis is reviewed by attending staff and resident physician, 

become instrument of death. 



Fig. 3.—On admission to hospital, patient was dyspneic, 
cyanotic, and agitated. Resident ordered meperidine (Dem¬ 
erol ) hydrochloride. 
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Fig. 5.—Resident suspected cerebral v.nscular accident, but Fig. 6.—Normal response of respiratory centers can be de¬ 

autopsy revealed only some l)roncIiilis and emphysema. Re- pressed by e.veessively high concentrations of blood carbon 
\'ie\v of respiratory pliysiologj' explains what li.appened. dioxide, also by administration of barbiturates or opiates. 



Fig. 7.—Changes in ventilation are best studied by e.x- 
amination of arterial blood. 



Fig. 8.—Decreased alveolar ventilation results in dimin¬ 
ished elimination of carbon dioxide and decrease in arterial 
oxygen saturation. 



Fig. 9.—If oxygen is administered, blood becomes satu¬ 
rated with it and hypoxic part of stimulus to breathing is 
eliminated. Ventilation decreases further, more carbon diox¬ 
ide accumulates, and pH falls. This is respiratory acidosis. 



Fig. 10.—If oxygen is administered with intermittent posi¬ 
tive pressure, tlte blood becomes saturated witli it, alveolar 
ventilation is improved, carbon dioxide is better eliminated, 
and pH returns to normal. 
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Fig. 11.—Arterial blood, not mixed venous blood, must be Fig. 12.—Arterial blood pH determination, with glass 

used. There should be intermittent spurt to verify puncture electrode pH meter, quickly and accurately confirms diagno- 

of artery. sis of respiratory acidosis. 



Fig. 13.—First principle of therapy is to remove obstruc¬ 
tions to adequate airway. 



Fig. 14.—Broncbodilators and antibiotics are administered 
best as aerosols, and with intermittent positive-pressure 
breathing medicaments are carried down to areas where they 
will be most effective. 


f 



■Fig. 15.-60-40% helium-oxj'gen mixture will improve 
ventilation, will carry aerosol beyond obstructing mucous 
plugs, and leaves inert gas' witli xvliich to expel secretions 
and prex’ent atelectasis. 


:■ ,1 












Fig. 16.—Another principle is to improve disfnbu i 
air in lungs and thereby augment alveolar 
can usually be done with intermittent positive-pr 


can usually be c 
breathing therapy. 
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INTERNAL MEDICINE 

Lung Cancer Death Rates in England and Wales 
Compared with Those in the U. S. A. E. C. Ham¬ 
mond. Brit. M. J. 2:649-654 (Sept. 13) 1958 
[London]. 

Tlie lung cancer death rate reported bj' the Reg¬ 
istrar General for England and H^ales in 1955 was 
69.3 per 100,000 population for males and 10.6 per 
100.000 population for females. Standardizing the 
lung cancer death rates reported by the National 
Office of Vital Statistics for the United States in 
1955 to the age distribution of the population of 
England and Hailes in 1955, the rates were only 33.0 
per 100,000 population for males and 6.7 per 100,000 
population for females. Thus, the lung cancer death 
rate reported in England and Wales for males was 
2.1 times as high as that reported in the United 
States, and for females it was 1.6 times as high. A 
difference of this order of magnitude has existed 
in the male rates for several decades, while before 
1949 there was only a small difference in the female 
rates. 

Among both men and women in the middle-age 
and old-age groups there are proportionately more 
cigarette smokers in the United Kingdom than in 
the United States. On the other hand, at the present 
time the number of cigarettes consumed per smoker 
per day is higher in the United States than in the 
United Kingdom. The proportion of male cigarette 
smokers who inhale appears to be approximately 
the same in the 2 countries. In the United States 
tlie average length of the remaining butt after a 
cigarette is discarded is about 31 mm.; about 5% 
are 45 mm. or longer, and about 9% are under 
20 mm. in length.'In the United States in 1957 the 
main stream smoke of the average cigarette con¬ 
tained about 2.6 mg. of nicotine and 42.8 mg. of tar. 
More recently, cigarettes with a relatively low con¬ 
tent of nicotine and tar have become increasingly 
popular in the United States. Data at present avail¬ 
able do not support the hypothesis that a substantial 

Tlie place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Librar>’ of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals in continental United States or Canada who 
- subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library’. American Medical Association.” Periodical files 
cover 1949 to dale only* and no photoduplication sen'ices are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and fliey must not be kept longer than live days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be suppHed on purchase order. Reprints as a rule are the 
property' of author? and can be obtained for permanent possession only 
from them. 


proportion of the difference in lung cancer death 
rates between the United Kingdom and tlie United 
States is attributable to differences in the use o! 
cigarettes. However, more detailed information on 
smoking habits and on the chemical composition of 
cigarette smoke in the 2 countries is needed before 
this can be definitely established. 

In both the United Kingdom and the United 
States the lung cancer death rate of smokers, as 
well as the lung cancer death rate of nonsmokers, is 
higher in urban areas than in rural areas. The dif¬ 
ference in this respect is reported to be far greater 
between a large city such as Liverpool and rural 
areas of Wales than behveen large cities and rural 
areas in the United States. However, Merseyside 
(which includes Liverpool) has a higher male lung 
cancer death rate than any other region in England 
and M^ales, and so it cannot be considered as typi¬ 
cal of the country' as a wliole. Wiile it is possible 
that some of the difference in lung cancer death 
rates may be due to factors associated witli urbani¬ 
zation—for example, air pollution or occupational 
exposures—available esidence does not suggest that 
these factors can account for a large part of the 
difference. The reported death rate from cancer, 
exclusive of lung cancer, declined steadily from 
1931 to 1956 in England and Wales but rose slight¬ 
ly' in the United States during the same period of 
time. It is possible that differences in die diagnosis 
and the recording of causes of death may account 
for a part of the difference between reported lung 
cancer deatli rates in the 2 counti’ies. 


Myxedema, Pseudomyotonia and Myotonia Con¬ 
genita, L. W. Jarcho and F. H. Tyler. A. M. A. Arch. 
Int. Med. 102:357-366 (Sept.) 1958 [Chicago]. 

A 39-year-old housewife was hospitalized in the 
8th month of her 8tli pregnancy for prenatal care. 
She gave a history' of goiter since the age of lo> 
intermittently treated with iodine. Neither tliyW' 
to.xicosis nor hypothy'roidism was suggested by her 
history', but during her 6tli pregnancy, 9 
previously, she had complained of “strangling 
sensations, apparently related to growdi in size ot 
the gland. Symptoms subsided on treatment vdtn 
strong iodine (Lugol’s) solution. A year later, be¬ 
cause of the appearance of a nodule in the cers’ica 
mass, slight neck tenderness, and difficulty in s'va • 
lowing, a subtotal thyroidectomy was performed. 
An estimated 3 Gm. of the right lobe was left i'’ 
situ, and the remainder of the gland was remove ■ 
Ten hours after surgical intervention the patien 
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showed lypieal sijins of postoperative hypoparathy- 
J roid tetany, and inyxcdcina dcs’cloped two months 
later, Siinnltaneously the symptoms and signs of 
generalized myotonia wore manifested, and electro¬ 
myographic studies confirmed the diagnosis. This 
disorder has been differentiated from pseudomyo¬ 
tonia, a common feature of myxedema, and from 
other muscular affections occasionally seen in hypo¬ 
thyroid patients. Hormonal therapy greatly im¬ 
proved but did not entirely correct myotonia in this 
patient, and the effect of treatment was not suffi¬ 
cient to alleviate myxedema. 

True myotonia was identified in 3 blood relatives 
of the patient and was probably present in at least 
3 others, none of xvhom showed symptoms or signs 
of thyroid dysfunction. Tlie family, therefore, ap¬ 
pears to he affected by congenital myotonia. The 
condition was manifested in a mild form in the pa¬ 
tient reported, being temporarily aggravated by 
my.xedcma. Several members of the family showed 
a hereditary abnormality of the skin, hyperkeratosis 
palmaris ct plantaris. The frequent occurrence of 
this skin disorder in subject.*: with myotonia sug¬ 
gests that it may have a hereditary linkage to myo¬ 
tonia in a group of blood relatives. 

Postoperative Myocardial Infarction; Report of 35 
Cases. G. Feruglio, S. Bellet and H. Stone. A, M. A. 
Arch. Int. Med. 102:345-353 (Sept.) 1958 [Chicago]. 

Myocardial infarction is not an uncommon post¬ 
operative complication; it is particularly pres’alent 
in the older age group. Tliirty'-five patients with 
postoperative myocardial infarction were selected 
from 21,000 patients who were subjected to surgery 
in the last 3 years. Twenty-two patients u'ere men, 
and 13 were women. Their ages ranged from 43 
to 83 years, with an average of 69 years. The elec¬ 
trocardiographic diagnosis obtained before sargerj' 
in 30 patients of this series was within normal limits 
in 7;'there was slight myocardial abnormality in 
10 and moderate to severe grade of myocardial 
abnormality in 13. Most of the patients (24) under¬ 
went major abdominal surgery. These operations 
were performed with the jratients under the follow- 
ing types of anesthesia: local anesthesia (topical 
and infiltration) in 6 patients; spinal anesthesia with 
supplementation' (tetracaine [Pontocaine] hydro¬ 
chloride or dibucaine [Nupercaine] hydrochloride) 
in 3; and general anesthesia (thiopental [Pentothal], 
cyclopropane, or ether) in 26. Tire length of surgical 
procedure ranged from 20 minutes to 6 hours. 
Twenty-five patients manifested hypotensive epi¬ 
sodes of x’arying length and degree during the 
operation or during the immediate postoperative 
period. The occurrence of the hypotensive state 
usuall)' coincided with, or was followed by, a myo¬ 
cardial infarction in 29 patients. Two patients of 
this group were in surgical shock for several hours, 
2 developed acute pulmonary edema, and 2 mani¬ 


fested congestive heart failure. Diagnosis of myo¬ 
cardial infarction was made in approximately one- 
third of the group on the day of operation, in 
one-third within the first 3 days, and in the remain¬ 
ing one-third between the 4th and the 6th day of 
the postoperative period. Eleven patients (31.4%) 
died within 10 days after the onset of the myocar¬ 
dial infarction. In all these patients deatli was 
directly related to this state. Autopsy performed on 
6 of these patients confirmed clinical diagnosis. 
The clinical course in most of the patients who 
survived was rather mild; in 6 the electrocardio¬ 
grams returned to normal within 10 to 16 days. 

The treatment of patients with postoperative 
myocardial infarction is similar to that of myocar¬ 
dial infarction unrelated to surgical procedure. 
However, certain complicating factors are involved. 
In iratients of the older age group, and in the pres¬ 
ence of preexisting coronary artery or other throm¬ 
boembolic disease, unless specific contraindication 
exists, prophylactic anticoagulants administered 
from the 3rd to the 10th postoperative day may be 
of help. The prevention of postoperative myocar¬ 
dial infarction is one of the important problems in 
surgery today. The measures already employed 
include optimum preparation of the patient from 
the standpoint of heart failure, arrhythmias, anemia, 
electrolyte imbalance, decrease of anxietv’, and per¬ 
formance of the operation with a minimal ciegree of 
tissue damage, anoxia, and blood loss. Hypotension 
should be avoided where possible. Mdien it occurs, 
early recognition should be made and immediate 
therapy with vasopressor agents and transfusions 
instituted, if necessary. The longer the duration of 
the hypotensive state, the greater is the likelUiood 
of the development of myocardial infarction and 
the greater its e.xtent. Routine electrocardiograms 
should be taken during the postoperative period, 
particularly in the group in which complications 
tend to occur. In older patients the prognosis in 
extensive infarction is poor. Early diagnosis and 
appropriate therapy may be of help in decreasing 
the mortality from this process. 

Pulmonary Infilb-ation and Fibrosis of Unknown 
Origin: The Risk of Developing Active Pulmonary 
Tuberculosis. J. F. Chase, S. D. Rockoff and L. P. 
Heilman. A. M. A. Arch. Int. Med. 102:367-374 
(Sept.) 1958 [Chicago]. 

It is difficult to determine the significance of 
roentgenographically unchanging jrulmonary lesions 
in persons with inconclusive bacteriological and 
pathological findings The problem of the diagnosis 
of these cases is of special importance to the Armed 
Forces where intimate environmental situations 
exist. In an attempt to define the risk of develop¬ 
ment of active pulmonarj' biberculosis in persons 
xsith predominantly noncalcified pulmonary lesions, 
proved by clinical study to be "stable” or “inactive," 
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a study group of 268 Naval and Marine Corps per¬ 
sonnel, who were hospitalized and returned to duty 
in 1951 with a diagnosis of pulmonary infiltration or 
fibrosis of unknowm origin, were followed for 3 
years. All patients who had had a diagnosis of active 
tuberculosis during or prior to 1951 were excluded. 
A control group consisting of 493 Naval and Marine 
Corps personnel, who were hospitalized and re¬ 
turned to duty in 1951 with a diagnosis of hemor¬ 
rhoids, were also followed for 3 years. These sub¬ 
jects were chosen, because there is no known 
relationship between hemorrhoids and tuberculosis, 
and the over-all age distribution was similar to that 
of the study group. Tuberculosis has not occurred 
in any member of the control group, whereas active 
pulmonary tuberculosis developed in 16 of the sub¬ 
jects of the study group (5.9%), in several of whom 
the diagnosis was made within 8 months after the 
1951 hospitalization. Examination of the records and 
roentgenograms revealed that in all 16 patients the 
active disease process occurred in the same area of 
the lung which had been clinically investigated at 
the natients’ previous hospitalization. 

The high incidence of active pulmonary tubercu¬ 
losis in persons with pulmonary lesions diagnosed 
as mostly noncalcified “inactive” pulmonary infil¬ 
trations, or fibrosis of undetermined origin, illu¬ 
strates the error of assuming that such lesions have 
no clinical significance. The problem of early diag¬ 
nosis in these subjects can be solved only by fre¬ 
quent and thorough follow-up examinations over a 
prolonged period, and for this purpose the establish¬ 
ment of a standardized procedure of examination 
and a central registry of case reports appears to be 
advisable. 

Regional Enteritis: I. Clinical Aspects and Diag¬ 
nosis in 100 Patients. J. E. Daffner and C. H. Brown. 
Ann. Int. Med. 49:580-594 (Sept.) 1958 [Lancaster, 
Pa.] 

The authors report on 53 male and 47 female 
patients, between the ages of 16 and 70 years, with 
regional enteritis who were seen in the department 
of gastroenterology of the Cleveland Clinic be¬ 
tween 1946 and 1956. Fifty-five of the 100 patients 
were less than 31 years of age, the disease being 
predominantly one of young adults. It occurs in 
older patients, though, since 15 patients were over 
50 years of age. The symptoms initially may be 
mild and may be present for a long time before 
the diagnosis is made; the average duration of 
symptoms in the 100 patients was 2.9 years. The 
chief symptoms were colic or abdominal pain in 
88 patients, diarrhea in 81, loss of weight in 70, 
gastrointestinal bleeding in 34, draining sinus in 
33, fever in 32, and anal fistula in 14'. Many pa¬ 
tients initially had only one symptom, and a few 
had all the symptoms listed. Physical examination 
revealed fistulas in 48 patients, an abdominal mass 


J.A.M.A., Dec. 13,1958 

in 35, signs and syrnptoms of partial obstrucfion of 
the small intestine in 30, and abscesses in 15, Tlie 
ileum was involved in 98 patients. Systemic com¬ 
plications were mot so frequent as they are in ul¬ 
cerative colitis, and they usually subsided uith 
adequate treatment of the regional enteritis. 

Roentgenologic findings on barium enema exami¬ 
nation were diagnostic in 85 patients and falsely 
normal in 4; 11 patients did not undergo this ex¬ 
amination. Roentgenologic examination of patients 
with regional enteritis should include a flat plate 
of the abdomen to detect possible obstruction, and 
barium enema studies should follow. Since the 
ileum is so frequently involved, findings on barium 
enema study may be diagnostic. Motility studies 
of the small intestine should then be done to de¬ 
termine the degree and extent of the disease. The 
diagnosis of regional enteritis could be made ear¬ 
lier in the course of the disease if there were a 
greater awareness of the signs and symptoms of 
the disease. A patient may have only one of the 
typical symptoms or findings, but that alone should 
indicate the possible presence of regional enteritis. 
The greater the number of typical symptoms or 
findings in a patient, the more likely is the diag¬ 
nosis to be regional enteritis. If the clinical findings 
strongly suggest regional enteritis, the diagnosis 
should be made even when the roentgenologic 
findings are normal. 


Regional Enteritis: II. Results of Medical and Sur¬ 
gical Treatment in 100 patients. C. H. Browi and 
J. E. Daffner. Ann. Int. Med. 49:595-606 (Sept.) 
1958 [Lancaster, Pa.]. 


Of the 100 patients reported on in the preceding 
paper, 35 received only medical treatrrient and 6o 
were subjected to surgical treatment. Fourteen of 
the 100 patients were followed up for less than one 
year. The remaining 86 patients were followed for 
periods ranging from 1 to 12 years; the average 
follow-up period in these patients was 5.2 years. 
Twenty-tliree of the 35 medically treated patients 
showed a satisfactory response, 3 an unsatisfactory 
response, and 9 were followed for less than one year. 
The effects of specific drugs given to these patients 
were difficult to establish, but apparently oxyletra- 
cycline (Terramycin) was beneficial in 4 patients 
and streptomycin in 5. Steroid therapy was of he p 
in 5 of 10 patients, and roentgenotherapy in 3 o 
6 patients. These findings suggest that medica 
therapy can be of benefit in patients with regions 
enteritis who have no severe complications wine 
require surgical treatment. , 

All the 65 patients who were operated on ha 
complications of regional enteritis; 30 had intestina 
obstruction, 25 had fistulas, 13 had abscesses, an 
9 had severe anemia or hemorrhage. The indica¬ 
tions- for surgical treatment were these comphca 
tions of the disease rather than the disease itse 
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, Sixty of tlie 65 pulk-iil.s were followed for more 
than one year; 28 of the 60 had resection and 32 
had ileocolostomx' with or xx’ithout c.xclusion, ilc- 
;' ostomy, or cnlcroentcrosloni)' respcctivch'. The re¬ 
sults of operation were good in 32 patients, fair 
in 14, and poor in 12; 2 i>atient.s died, but these 2 
deaths were not related to the enteritis. Of the 
28 patients subjected to resection, 20 had good 
results, 3 had fair results, 4 had poor results, and 
1 died. The postoperative recurrence rate was 
high: 63% for the entire group and 54% for the 
group of patients who underwent resection. Of 
the 38 patients with postoperative recurrence, IS 
were treated medically and 20 underwent a second 
operation. Two of the 38 patients w'ere lost to 
follow-up. Thirty-one of the remaining 36 patients 
responded satisfactorily to the further treatment. 
The results obtained in this series of 100 patients 
warrant an optimistic approach to the treatment 
of regional enteritis. 

Viremia in Human Mumps Virus Infections. J. R. 
Overman. A. M. A. Arch. Int. Med. 102:354-356 
(Sept.) 1958 [Chicago]. 

The various complications which may follow 
mumps parotitis, such as meningoencephalitis and 
orchitis, suggest that the virus is widely dissemi¬ 
nated throughout the body, but viremia has pre¬ 
viously been demonstrated by only one worker in 
a patient with this contagious disease. Mumps virus 
is easily recovered from the spinal fluid and has 
recently been demonstrated in the urine. The pres¬ 
ent paper reports 3 successful isolations of this 
virus from tire serum of 2 of 15 patients with 
mumps virus infections. Senim antibodies to mumps 
virus had not yet appeared in the blood of these 
patients at the time the v'irus was isolated. The 
reason why mumps v'irus can so rarely be isolated 
from the serum of patients with mumps virus in¬ 
fections is stiU unknovvm. 

Diazotization Rate of Bilirubin Content of Blood 
as a Diagnostic Aid in Biliary Colic. L. Schalm. 
Nederl. tijdschr. geneesk. 102:1537-1539 (Aug. 9) 
1958 (In Dutch) [Amsterdam]. 

If gallstones are present in a patient vyho com¬ 
plains of epigastric pain, it is important to ascer¬ 
tain whether these calculi account for the symp¬ 
toms, particularly if the patient shows no signs of 
jaundice. It is important to determine in such 
patients the bilirubin level of the blood, particu¬ 
larly the percentage of bilirubin diazotized in 10 
minutes. The author calls attention to a method 
which he, together xvith Schulte, described in 1950 
and in 1953. On the basis of illustrating case his¬ 
tories he shows that, if soon after the attack of 
epigastric pain there is a noticeable rise in the 
total bilirubin content of the blood with a con¬ 


siderable increase in the 10-minute diazotization 
rate, this positive reaction is strongly indicative of 
cholelithiasis as a cause of the symptoms. The case 
of a patient with a stone present in one of the 
hepatic ducts showed that determination of the 
alkaline pliosphatase value may constitute a further 
refinement of the diagnosis. 

Wilson’s Disease, Especially with Regard to Bio¬ 
chemical Disturbances. E. Enger. Tidsskr. norske 
Imgefor. 78:781-784 (Aug. 15) 1958 (In Norwegian) 
[Oslo]. 

In hepatolenticular degeneration (Wilson’s dis¬ 
ease), a rare hereditary disease due to disturbances 
in copper metabolism, copper is deposited in the 
tissues. The plasma content of copper and cerulo¬ 
plasmin is reduced. The ceruloplasmin reduction is 
constant and considerable; the reduction in the 
copper content is variable and less marked, which 
leads to increase in the amount of copper not 
bound to the ceruloplasmin. The increase in the 
diffusible copper fraction predisposes to metal de¬ 
posit in organs with greater affinity to copper than 
the serum albumin has. This affects particularly 
brain, liver, kidneys, and cornea. Another diag¬ 
nostically significant biochemical deviation is the 
considerably increased copper excretion in the urine. 
Disturbances in the copper metabolism depend on 
genetic defects. Heredity is recessive. In about 75% 
of the cases, the clinical picture is dominated by 
damage to the brain; in most of these cases there 
is simultaneous hepatic damage. In about 20% of 
the cases, cirrhosis of the liver stamps the picture, 
but sooner or later signs of damage to the brain 
appear. In the remaining 5%, the so-called abdomi¬ 
nal form of Wilson’s disease, simultaneous involve¬ 
ment of the brain is not demonstrable. 

Biochemical examination will disclose the patho¬ 
logical copper metabolism of Wilson’s disease. 
Kayser-Fleischer rings in the cornea, seen only in 
this condition, are present in from 60 to 90% of 
the casek The first sjouptoms, as a rule, appear 
between the ages of 15 and 25 years, but the debut 
may come in early childhood or later. Death usu¬ 
ally occurs in from 2 to 4 years; acute cases of a 
few months’ duration are not rare, and a chronic 
course has been reported. In 1951 increased excre¬ 
tion of copper in the urine on administration of 
dimercaprol (BAL) was reported. Penicillamine 
and Versene, recently introduced, cause a stronger 
copper excretion than BAL. Treatment with these 
medicaments has given clinical improvement even 
in cases with the fully developed picture. Lasting 
improvement can hardly be hoped for in advanced 
cases. Ceruloplasmin examinations, however, afford 
the possibility of revealing the disease in clinically 
well persons; here good results of treatment can 
be looked for. 
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The autlior reports the case of a man, aged 35 
years, in whom Wilson’s disease was diagnosed on 
signs of hepatocerebral damage, Kayser-Fleischer 
rings in the cornea, reduced uric acid level, in¬ 
creased elimination of amino acids and copper in 
die urine, and increased copper content in the 
tissues. Treatment with BAL was ivithout avail. 
Tlie patient died 7 months after the initial symp¬ 
toms. The liistological results confirmed the clini¬ 
cal diagnosis. The pattern here deviated from the 
usual in that the serum ceruloplasmin was normal. 
The author concludes that in advanced cases the 
biochemical disturbance can become so compli¬ 
cated that the usual reduction in the ceruloplasmin 
content of the serum is masked. 


SURGERY 

Treatment of Severe Head Injuries. I. N. Maciver, 
L. P. Lassman, C. W. Thomson and I. McLeod. 
Lancet 2:544-550 (Sept. 13) 1958 [London]. 

The development of decerebrate rigidity and 
hyperpyre.xia, either separately or together, in pa¬ 
tients who have sustained severe head injuries must 
be regarded as ominous. A retrospective survey 
showed that in cases of this type the mortality was 
77%. The adoption in December, 1956, of a method 
of treatment designed to counteract respiratory in¬ 
sufficiency and to prevent or relieve cerebral edema 
brought about a statistically significant reduction 
of this mortality to 38.4%. The most important 
features of the treatment (which is described in 
detail by the authors) are (1) correct posture to 
prevent seepage into the lungs and ti'acheobron- 
chial tubes; (2) isolation of the lungs from the dis¬ 
organized pharynx by early tracheotomy; (3) further 
protection of the lungs by continued aseptic 
tracheobronchial toilet; (4) use of a lytic cocktail 
to coordinate the reticular mechanisms of the brain 
stem and to control rigidity, restlessness, and hyper¬ 
thermia; (5) avoidance of oral feeding during un¬ 
consciousness; (6) maintenance of physiological 
tensions of oxygen and carbon dioxide in the blood; 
(7) maintenance of fluid and electrolyte balance 
and calorie intake; (8) use of antibiotics to combat 
infection; and (9) relief or prevention of secondary 
cerebral edema by the intravenous administration 
of triple plasma. 

The clinical picture in the 26 patients treated by 
this method and in a control group of 56 patients 
meeting tire same diagnostic criteria varied accord¬ 
ing to the degree of damage to or compression of 
the brain stem. The best prognosis attended the 
cases in which the patients showed hyperpyrexia 
with tonic fits superimposed on decerebrate rigid¬ 
ity. The poorest prognosis accompanied the cases 
marked by complete thermolability and absolute 
flaccidity save when disturbed by feeble tonic fits. 
Medullary failure was imminent in the thermola- 
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bile and flaccid group, the blood pressure fallini; 
and the respirations becoming shallow, inegular 
and gasping. Nevertheless, 2 patients’ with this 
clinical picture survived. 

All 16 of the surviving patients in the treafal 
group are under constant observation and have 
been subjected to psychological testing at regular 
intervals. Two women have shown fairly pro¬ 
nounced mental changes for some time, and one 
man is somewhat euphoric and a little childish, 
but he is extremely good-tempered and worhs well. 
Relatively few of the others have any physical or 
neurological deficit; 9 have returned to their pre¬ 
accident occupations and are managing well; 2 
have gone back to light work, and both should 
return to their normal employment within a rea¬ 
sonable time; and 4 others either are or will pres¬ 
ently be fit for light work. 

Further improvements may make it possible to 
lower the mortality in patients with severe head 
injuries to 20%, but only if it is realized that respira¬ 
tory insufficiency exists from the time of the acci¬ 
dent and that steps must be taken at once to coun¬ 
teract it, both during transportation to a hospital 
or head-injury center and on arrival at a casualty 
department. 


The Successful Removal of a Tumor from the Right 
Atrium Under Hypothermia. M. Krcilkova,’!. Musil, 
J. Navratil and O. Olejnik. Thorax 13:173-176 
(Sept.) 1958 [London]. 


The authors report on a 14-year-old girl who was 
admitted to the surgical department of the Univer¬ 
sity Hospital in Brno, Czechoslovakia, because of 
severe dy'spnea and elevated erythrocyte sedimen¬ 
tation rate. Gross systolic distention of the jugular 
veins was noticed. There was a slight prominence 
of the chest in the precordial region and marked 
systolic pulsation of the right ventricle. The liver 
was enlarged. The heart sounds were indistinct, 
and a systolic murmur was heard in the 5th inter¬ 
costal space, loudest near the right sternal border. 
The electrocardiographic tracing showed right 
bundle-branch block and right ventricular over¬ 
load. A pbsteroanterior chest roentgenogram re¬ 
vealed enlargement of tire right ventricle with ex¬ 
pansile systolic pulsation of the right atriurn. Both 
venae cavae were enlarged and showed intense 
distention during systole. Fluoroscopy revealed a 
dense, well-circumscribed, ball-shaped, and plum- 
sized mass within the shadow of the right atau® 
after the systolic and diastolic movement of the 
right heart in a quick, sometimes irregular, 
ing curve. An angiocardiogram was made, whi 
showed a defect in the contrast medium 
right atrium and corresponding to the ball-tm 
mass. , 

The patient was operated on with the md o 
hypothermia at a lowest temperature of 80.6 
(27 C). A tumor mass measuring 4 by 5 by 5.5 cm- 



MEDICAL LITERATURE ABSTRACTS 


20G3 


'' Vol. lOS, No. 15 

and hanging on a .stalk, which originated from the 
inferior part of the right atrial .septum close to the 
posterior cusp of the tricuspid valve, was removed 
from the right atrium by division of its stalk. The 
postoperative period was uneventful, and the pa¬ 
tient was discharged from the hospital 4 months 
after the operation. Microscopic c.samination of 
the surgical specimen rcx'caled a tumor u’ith myxo¬ 
matous and fihrotic changes and w'ith frequent 
calcification. 

Primary tumors of the heart are rare, and in most 
of the cases collected from the literature the diag¬ 
nosis was made at autopsy. It is to he expected 
that in the future cardiac tumors wilt be diagnosed 
more frequently during the patient’s life and be¬ 
fore operation, thanks to diagnostic improvements 
in cardiology and roentgenography. 

The Follow-Up Study of 250 Patients Subjected to 
Surgical Trcahnent of Patent Ductus Arteriosus. 
N. Helsingen Jr., 0. Husom and L. Efskind. Thorax 
13:210-212 (Sept.) 1958 [London]. 

The authors report on 250 patients, between the 
ages of 14 months and 40 years, witli patent ductus 
arteriosus who were operated on in the surgical 
department of the Rikshospitalet (surgical clinic 
of the Universib,’) in Oslo between 1944 and 1956. 
Except for the first 2 patients operated on, all had 
the usual dorsolateral transthoracic incision with 
wide opening of the thorax, and, as a rule, simple 
ligation of the ductus arteriosus was performed 
with 2 or 3 thick silk ligatures applied as far apart 
as possible. In 5 iratients the duct was cut between 
clamps and sutured, and in 4 others sutures had 
to be placed on the aortic and pulmonary ends of 
the duct but without division. Three patients died, 
representing a mortalitj' rate of 1.2%. Of the 3 
deaths, one was attributable to accidental bleeding 
in the course of the operation; the second occurred 
during reoperation for a complicating aneurysm; 
and the third was caused by a tension pneumo¬ 
thorax occurring after a simple thoracentesis. 

The patients were followed up for periods vary¬ 
ing from 6 months to 13 years. All the patients 
were traced. Tire results of the surgical treatment 
were extremely satisfactory'. The crucial point in 
the follow-up examination is the detection of pa¬ 
tients with possible recanalization of the ductus 
arteriosus. In only 4 patients, 2'children, aged 8 
and 12 years, and 2 adults, aged 29 and 23 years, 
could a continuous murmur of the "patent duct 
type” be heard at tire follow-up examination, indi¬ 
cating recanalization. All 4 patients had had simple 
ligation of tire ductus arteriosus. Three had wide 
ducts, and one probably had a subacute bacterial 
endarteritis postoperatively. The incidence of re¬ 
currence thus was 1.67o. This compared favorably 
with the reports by other workers of more than 
10% recanalization after ligation of the ductus ar¬ 


teriosus. Under these conditions simple ligation is 
considered a safe procedure with a small chance 
of recurrence, except in patients with giant ducts 
and in elderly patients. 

Results of Open Heart Surgery with Elective Car¬ 
diac Arrest by Potassium Citrate in Patients rvith 
Congenital and Acquired Heart Disease. F. M. 
Sones Jr. Dis. Chest 34:299-316 (Sept.) 1958 [Chi- ^ 
cago]. 

Electiv'e cardiac arrest, accomplished by perfu¬ 
sion of potassium citrate solution into the coronary 
circulation, made possible excellent surgical ex¬ 
posure of intracardiac structures during opeir car- 
diotomy in 80 patients with a variety of congenital 
and acquired lesions. The cardioplegic effect of 
potassium was reversed by perfusing tlie coronary 
arteries with oxygenated blood. In no instance was 
death or surgical failure attributable to the use of 
cardiac airest. Forty-five patients sun'ir’ed. Tim 
postoperative status of surviving patients was e\’al- 
uated on the basis of clinical findings and, when 
possible, by heart catheterization and cinecardi- 
oangiography 6 to 14 months after the operation. 
Anatomic correction with restoration of normal 
function may be anticipated in patients with atrial 
or ventricular septal defects, provided that com¬ 
plete absence of the septum is not encountered. 

Severe pulmonary h^'pertension is not a contra¬ 
indication to closure of septal defects if there is a 
large left-to-right shunt with increased pulmonary 
flow. In patients with the tetralogy of Fallot, inade¬ 
quate closure of the ventricular septal defect has 
been found in most instances when a prosthesis has 
not been incorporated into the defect.-These pa¬ 
tients have shown clear-cut evidence of functional 
improvement, with increased pulmonary blood flow 
and relief of arterial hj'poxemia, but anatomic cor¬ 
rection and restoration of normal cardiovascular 
djmamics have usually not been obtained. Experi¬ 
ence with this small , group of patients emphasizes 
the need for further refinements in diagnosis, sur¬ 
gical technique, artificial perfusion, and postop¬ 
erative management before the ultimate potential 
of open heart surgery may be realized. 

Results of Treatment of Cystic Disease of the 
Breast: Five- to Eighteen-Year Survey. J. W. Hen¬ 
drick. Surgery 44:457-482 (Sept.) 1958 [St. Louis]. 

This report is concerned with the clinical his¬ 
tories, operative findings, pathological reports, 
treatment administered, and follow-up examina¬ 
tions on 90% of a series of 484 private women 
patients treated for cystic disease of the breast be¬ 
tween 1933 and 1951. The study was undertaken to 
determine the results of conservative therapy and 
to present clues to the etiology of cystic disease, 
particularly hormone influences, and the relation 
of this disease and breast cancer. Research has 
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demonstrated that estrogenic stimulation over a 
period of time in ovariectomized mice will produce 
proliferation and metaplasia of the mammary duct 
epithelium, with dilatation of the ducts and acini 
and the formation of microcysts. This histological 
picture in mice is comparable to cystic disease in 
the human. The extensive use of estrogens in all 
forms for so-called menopausal symptoms in pa¬ 
tients with nervous phenomena certainly should 
increase the incidence of cystic disease and car¬ 
cinoma of the breast if the theory could be proved 
that estrogenic stimulation is related to malignancy 
of the breast. Since 1940, at least 60% of the pa¬ 
tients in whom the author made a diagnosis of 
cystic disease or carcinoma of the breast had his¬ 
tories of having had esti'ogenic therapy in varying 
amounts over a period of months to several years. 
A number of these patients who were past the 
menopause stated that their breasts had been free 
of symptoms until the administration of estrogen 
therapy, after which their breasts became tender, 
tense, painful, firm, and nodular. 

A follow-up of this series of 484 patients with 
cystic disease for a period of 5 to 18 years disclosed 
that carcinoma of the breast developed in only 4. 
Of 452 patients with primary carcinoma of the 
breast who were treated during the same period, 
4 had previously undergone surgery elsewhere for 
benign lesions of the breast. Since some authors 
believe cystic disease of the breast to be a precan- 
cerous lesion and recommend mastectomy for its 
treatment, the question arises: What advice is the 
physician to give patients who consult him with 
painful, nodular breasts? It is the author’s practice 
to assure the patient that tliere is no more likeli¬ 
hood of carcinoma developing in her breast than 
in that of any patient of comparable age without 
cystic disease and that mastectomy is not necessary 
except in rare cases. Since 1933 he has used aspira¬ 
tion therapy for discrete cysts of the breast, pro¬ 
vided that the patient agrees to return at regular 
intervals for further evaluation. Only 7 of 167 pa¬ 
tients with discrete lumps treated by aspiration 
had a residual mass after dry aspiration. Surgical 
excision of die residual tumors proved that they 
were benign in all 7. Patients with discrete cysts 
are advised diat, if aspiration produces bloody 
fluid, if the lump does not completely disappear 
after aspiration, if fluid is not obtained, or in the 
event that the lump returns after a second aspira¬ 
tion, the involved area of breast will be excised 
for histological examination. Regular follow-up ex¬ 
aminations of patients in whom aspiration was per¬ 
formed demonstrated that carcinoma was not over¬ 
looked in any instance. 

Of 314 patients who had either a discrete cyst or 
an area of cystic disease localized to one segment 
of the breast, 311 underwent surgical excision of the 
involved area, whereas the other 3 patients re¬ 
quired simple mastectomy due to severe mastodynia 
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and the fact that the involved breasts were riddled 
with small cysts. In 67 patients treated by aspira- 
tion or surgical excision of a discrete cyst or seg¬ 
ment of breast affected with cystic disease, a second 
cyst developed in the same or opposite breast after 
a period of several months to 16 years. The new 
cysts were successfully treated by aspiration 
therapy. 

Statistics of Gallstones: Indications for Cholecys¬ 
tectomy. N. Enderlin. Schweiz, med. Wchnschr. 
88:855-858 (Aug. 30) 1958 (In German) [Basel, 
Switzerland]. 

A total of 6,400 autopsy reports of the age groups 
over 10 years, which covered the period between 
1950 and 1954, were reviewed at the Pathological 
Institute of the University of Zurich. The 6,400 pa¬ 
tients included 1,000 wlio either had gallstones 
(898) or had undergone cholecystectomy (102). 
Thus, only about 10% of gallstone patients had 
been subjected to cholecystectomy. About 1 woman 
in 5 and 1 man in 10 had gallstones. The numher 
of patients with gallstones rapidly increased after 
the age of 30, and it reached a maximum in the 7th 
and 8th decades. Generalized obesity existed in 
one-third of the patients with gallstones, and one- 
fourth had hypertension. Eight per -cent had dia¬ 
betes, v'hich represents, an increased incidence, 
since the average diabetes mellitus morbidity in the 
total population ranges from 0.25 to 0.4%. 

Complications of cholelithiasis existed in 402 of 
the 1,000 patients, while the remaining 60% were 
free from pathologically demonsUable gallstone 
complications. Expressed in percentage rates, 20.4% 
had chronic cholecystitis; 6%, contracted gall¬ 
bladder; 5.3%, cholangitis; 5.1%, biliary cirrhosis of 
the liver; 4.4%, pancreatitis; 3%, perforation'of the 
gallbladder; 2.2%, liver abscess; 2%, empyema of 
the gallbladder; 1.7%, ectasia of the gallbladder; 
1.5%, acute cholecystitis; 1.5%i, hydrops of the gall¬ 
bladder; and 1.3%o, strawberry gallbladder. The 
complications of cholelithiasis were the only cause 
of death in 8.7% of the patients, and in an addi¬ 
tional 7.8% they were a contributing cause. In the 
remaining 83.5% of the patients no causal connec¬ 
tion existed between the gallstone disease and 
death. 

The author feels that his statistical analysis sug¬ 
gests that patients with complications involving in¬ 
flammation or an obstruction to bile drainage 
should be subjected to cholecystectomy. Surgeons 
generally suggest that the operation be carried out 
even before complications develop, inasmuch as the 
surgical mortality' is only 0.6%> in patients who are 
as yet free from complications, whereas after their 
development and at the more advanced ages it may 
reach 20%o. The author feels that balanced judg¬ 
ment with a consideration of personal and indi¬ 
vidual factors is to be preferred to a purely stu- 
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tistical eviilviiition in deciding on a cholecystectomy. 
He believes that the operation is definitely indi¬ 
cated when the presence of gallstones is compli¬ 
cated b>’ acute or chronic inflammation, by jran- 
creatitis, and by processes that obstruct bile drain¬ 
age. Relative indications for cbolecystectomy are 
recurrent gallstone colics ndlboiil jaundice or fever, 
epigastric discomfort, nausea, multiple small stones, 
and stones in young persons, particularly young 
women likely to become pregnant. In these in¬ 
stances the physician maj' recommend cholecys¬ 
tectomy blit should leave the final decision to the 
patient. In patients with silent gallstones or with 
only minor complaints and a single attack of stone 
colic, an expectant attitude is justified. 

Acute Pneumoeliolccystilis. R. Consoni, P. Tavares 
and H. Prisco. Rev. Assoc, med. brasil. 4:117-120 
Oune) 1958 (In Portuguese) [Sao Paulo, Brazil]. 

Acute pneumocholecystitis is due to the presence 
of gas-producing bacteria of the Clostridium genus 
in the lumen of the gallbladder. Pathogenicity of 
the bacteria greatly increases from contact with 
concentrated bile immediately after obstruction of 
the cystic duct by calculi, regional enlarged lymph 
nodes, adhesions, or tlie presence of abnormal re¬ 
gional blood vessels. The ssmiptoms are those of 
acute cholecystitis, but they are even more acute. 
A roentgenologic diagnosis of pneumocholecystitis 
can be made within 24 or 48 hours after the ap¬ 
pearance of tlie acute s^miptoms from the typical 
image of the gallbladder showing gas retention. 

The authors review 22 cases from the literature 
and add 2 cases of patients whom they have ob- 
sen’ed. The disease was more frequent in patients 
between the ages of 50 and 60 years. There were 
19 women and 5 men. Six patients had diabetes. A 
cholecystectomy' was performed on 16 patients. In 
most of these the gallbladder was found to be 
necrotic or gangrenous. Often it was perforated, 
with diffusion of gas into the perivesicular tissues, 
or else there was a diffuse peritonitis from anaerobic 
bacteria. Twelve of the 16 patients who had a 
cholecystectomy' recovered; 4 died of postoperative 
compbeations. 

The authors advise sy'stematic simple roentgen- 
ray examination of the upper quadrant of the ab¬ 
domen in patients suspected of acute cholecystitis, 
for a roentgenologic diagnosis of acute pneumo- 
cholecystitis. Cholecy'stectomy is-the treatment of 
choice. Conservative treatment should be reserved 
only for patients who seem to be poor operative 
risks. Even for these patients, the surgeon should 
be prepared for cholecystectomy if tlie clinical 
symptoms progress and daily roentgen-ray exami¬ 
nation of the gallbladder shows increased size in 
gas contents or diffusion of gas into perivesicular 
tissues. 


Surgical Management of Complicated Diverticu¬ 
litis. B. P. Colcock. New England J. Med. 259:570- 
573 (Sept. 18) 1958 [Boston]. 

The author reports on 74 men and 57 women, 
between the ages of 30 and 77 years, ivith diver¬ 
ticulitis who were operated on at tlie Lahey Clinic 
in Boston between 1947 and 1958. Seventy'-four 
(56.6%) of the 131 patients had had sy'inptoms of 
the disease for one year or longer before the sur¬ 
gical intervention. Of the 131 patients, 69 (52.6%) 
had a one-stage resection with a primary anastomo¬ 
sis, 17 had a txvo-stage resection, 3 had a Mikulicz 
resection, 27 had a three-stage resection, 8 had re¬ 
section combined with closure of colostomy, and 7 
had other operative procedures. The length of hos¬ 
pital stay' for patients having a one-stage resection 
ranged from 9 to 24 days, with an average period 
of 15 day's. In patients having a three-stage resec¬ 
tion, the hospital stay ranged from 37 to 84 day's, 
with an average of 60 days. Two. patients who un¬ 
derwent a two-stage resection died, representing a 
mortality rate of 1.5%. No deaths occurred in the 
other groups of patients. 

Forty patients (30.5%) had previously undergone 
one or more surgical procedures that did not re¬ 
lieve symptoms or that led to further complications. 
Thus, inadequate surgery is one factor responsible 
for many complications associated with the sur-^ 
gical treatment of diverticulitis. In only 2 patients 
did an attempt at definitive surgical treatment fail 
when the accepted way of treating a complication 
of diverticulitis was employed—that is, colostomy, 
followed by resection and closure of tlie stoma. In 
the other 38 patients failure was attributed to the 
use of unsatisfactory' surgical procedures that are 
known to be associated with a high incidence of 
poor results. One patient had a total of 8 operative 
procedures before cure was obtained. Patients with 
relatively uncomplicated diverticulitis may be sub¬ 
jected to definitive surgery, with a single' operative 
procedure, a short period in the hospital, and a low 
mortality'. Resection of tlie diseased intestine stops 
the recurrent attacks; perforation, obstruction, and 
fistula formation are avoided; and the danger of 
allowing unsuspected carcinoma to go untreated 
is eliminated. 

Observations on Intraperitoneal Adhesions: An Ex¬ 
perimental Study. B. B. Jackson. Surgery' 44:507-514 
(Sept.) 1958 [St. Louis]. 

The observations described represent a patho- 
phy'siological study of the natural evolution of in¬ 
testinal adhesions as visualized tlirough a trans¬ 
parent plastic window in the abdominal wall of the 
dog. Eight dogs, weigliing at least 20 kg. (44 lb.), 
were used. A 6-by'-8-cm. elliptical Plexiglas n'indow. 
with a 90 to 92% light transmission and a haze of 
5 to 10%, was utilized, being contour-shaped for 
each dog. A screw tap was placed at one end of the 
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window, so that measurements could be tahen or 
fluid aspirated without remoAung the window. A 
stainless steel foundation mesh was sutured around 
the window with wire. After the rectus muscles 
had been excised, the window was sutured between 
the anterior and posterior fascial sheaths. Steriliza¬ 
tion of the window was accomplished with 1:1,000 
Zephiran solution for 24 hours. The natural history 
of the postlaparotomy adhesion appears to be 
trauma, capillary dilatation, stasis, increased capil¬ 
lary permeability, fluid loss, fibrinous exudate, de¬ 
crease in pulsations in the vasa rectae, relative 
anoxemia, diminution in peristalsis, release of pro¬ 
teolytic enzymes from white blood cells, increase 
in intraperitoneal fluid, resorption of fibrin, recanal¬ 
ization of capillaries, return of arterial pulsations, 
and resumption of peristalsis. 

The extent of the adhesion is directly propor¬ 
tional to the injury, whether it be chemical, bac¬ 
terial, thermal, or mechanical. Peritonitis produc¬ 
tive of heavy fibrinous exudate frequently results 
in broad, vascular, permanent, fibrous adhesions. 
Blood, free or clotted, in the peritoneal cavity does 
not incite the formation of adhesions but provides 
an excellent medium for bacterial contamination 
which may subsequently be responsible for nu¬ 
merous dense adhesions. Heparin inhibits adhe¬ 
sions only before the stage of fibrinous deposition, 
whereas streptokinase which activates fibrinolysin 
destroys the early fibrinous film. Those agents tend 
to inhibit localization of infection when they are 
used intraperitoneally. Induced intestinal hyper- 
motility to prevent adhesions seems to perpetuate a 
normal tissue response to injury. The hyperactivity 
tends to increase the ischemia of the intestinal 
wall, which prolongs the phase of capillary transu¬ 
dation. The Plexiglas window provokes adhesion 
development and reperitonealization in 20 to 30 
days. The evolution of the uncomplicated intra- 
peritonear fibrinous adhesion lasts approximately 
48 to 96 hours. Efforts to shorten this period ap¬ 
pear to complicate a natural heahng phenomenon 
with longer period of adjmamic ileus and/or the 
development of permanent fibrous adhesions. 

Control of Surgical Infections at the Minneapolis 
General Hospital: A Two Year Study. C. R. Hitch¬ 
cock, H. Harder-, M. Panuska and others. Surgery 
44:492-506 (Sept.) 1958 [St. Louis]. 

During the early summer of 1956 the surgical 
staff at the Minneapolis General Hospital became 
alarmed over the mounting number of “clean” sur¬ 
gical wounds infected with staphylococci, and a 
study was organized. This paper deals with investi¬ 
gations extending over a period of 25 months. The 
committee on infections included the superin¬ 
tendent, the chief of surgery, a representative from 
the department of medicine, the chief operating- 
room nurse and her assistant, the research bacteri¬ 
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ology technician, the pathologist, the director of 
housekeeping, and the chief engineer. The investi¬ 
gators had access to records of infections on the 
surgical services for an 8-month period prior to the 
formation of this committee. The hospital investi¬ 
gated serves as an emergency center and as an out¬ 
patient and inpatient facility. During the course of 
a year it treats approximately 45,000 persons on a 
total of about 110,000 hospital visits or admissions. 
The preponderance of older and debilitated pa¬ 
tients on the inpatient seryiees greatly heightens 
the risk of serious infections. In one year (1955) 648 
patients were seen in the emergency room with in¬ 
fections requiring either outpatient treatment or 
admission to the hospital. 

The authors believe that all changes instituted 
during the past 18 months have contributed in some 
measure toward better control of wound infections. 
The following remedial measures appeared to be 
of significance: 1. Monthly meetings of the com¬ 
mittee reviewed the reports on all patients with 
wound infections, and the tabulation of these 
problems on the surgical services permitted sta¬ 
tistical analj'sis of the results. 2. In the absence of 
adequate facilities for complete isolation of all pa¬ 
tients infected with staphylococci, the prevention 
of cross contamination on the ■ open wards was 
aided by stopping the interchange of blankets and 
fomites among patients and by improving dressing 
techniques. 3. The preoperative skin preparation 
was changed from soap or hexachlorophene solu¬ 
tion and aqueous Zephiran to ether and alcohol 
and tincture of Zephiran; during the latter phases 
of this study Dreft replaced the initial ether rinse, 
and the results appear to be satisfactory. 4. Im¬ 
provements in housekeeping procedures both in 
the operating rooms and on the surgical wards 
were of value. 

During the early phases of this study an improve¬ 
ment of 620% was made in the staphylococcic in¬ 
fection rate of clean wounds, and tire improvement 
has continued to date. At present the over-all in- 
fectioir rate is less than 2%. Bacteriological sensi¬ 
tivity studies have yielded a common pattern of 
antibiotic resistance for a high percentage of the 
staphylococci involved. The organisms are un¬ 
doubtedly a strain of the Staphylococcus genus in¬ 
digenous to the hospital, which contaminate the 
skin, nasal passages, and gastrointestinal tract ot 
patients during the course of'their hospitalization. 
The control of antibiotic-resistant staphylococci 
looms as one of the,most pressing problems with 
regard to safe performance of surgical procedures. 
This problem can be controlled in a large city 
hospital engaged in teaching medical students, in¬ 
terns, and residents if suitable techniques of asepsis 
and antisepsis are instituted. Constant vigilance on 
the part of the entire hospital staff is mandator)' i 
improvements are to continue. 
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Abnominlitics in Central Regulation of Respiration 
in Acute and Convalescent Poliomyelitis. F. Plum 
•iml A. G. Swanson. A. M. A. Arch, Neurol & Psy- 
chiat. 80:267-285 (Sept.) 1958 [Chicago]. 

The authors performed clinical, physiological, 
and pathological studies on the nature of central 
respiratory failure in patients with anterior polio¬ 
myelitis who were admitted in the acute stage of 
the disease to the King County Hospital in Seattle 
and the Providence Hospital in Anchorage, Alaska, 
or were convalescing from poliomyelitis at the 
Northwest Respiratory and Rehabilitation Center. 
Central respiratory disturbances were noted in 7 
female and 13 male patients, between the ages of 
5 and 36 years, during the acute illness, and in 2 
patients during late convalescence. The pattern of 
development and progression of centrogenic respi¬ 
ratory decompensation in acute poliomyelitis was 
similar in most of tire 20 patients and could be di¬ 
vided into 3 stages. In stage 1 respiratory irreg¬ 
ularity appeared only during sleep and was un¬ 
noticed by the patient. Stage 2 was marked by more 
serious physiological defects in respiration, and 
dysrhythmic breathing persisted during waking 
hours. Effort or concentration was required to main¬ 
tain compensation for oxygen and carbon dioxide. 
Impaired chemosensitivity to carbon dioxide was 
indicated by depression of ventilation while the 
patient was breathing oxygen. Stage 3 was that of 
respiratory decompensation; hypoxia or hjqper- 
capnia rapidly appeared unless artificial respiration 
was started. Of the 20 patients, the centrogenic 
respiratory abnormalities did not progress further 
during the illness than stage 1 in 7 patients; tliey 
progressed to stage 2 in 5 patients and to stage 3 
in the remaining 8. 

No specific treatment was required for the breath¬ 
ing defect in stage 1. Artificial respiration by tank 
respirator was required sooner or later to treat all 
13 patients in stage 2 or stage 3. It was learned 
that depressant drugs accelerate markedly the de¬ 
terioration of central respiratory control in acute 
poliomyelitis; their administration must, therefore, 
be avoided in acutely ill patients, and oxygen 
therapy'could be used safely only in conjunction 
with artificial respiration. When general anesthesia 
was employed for tracheotomy, it proved necessary 
to follow it with artificial respiration. Three of the 
20 patients died of fulminating disease of the brain 
stem and central respiratory failure. Autopsy was 
performed on one of the 3 patients, and tissue 
blocks from the brain of another patient with 
central respiratory failure were obtained for ex¬ 
amination. In both patients marked inflammatory 
changes and neuronal alterations were observed in 
the medullary reticular formation, and small ne- 
. erotic foci in the ventrolateral reticular formation. 

Irregular respiration during sleep persisted in 2 


patients for many months after, the acute polio¬ 
myelitis. These same patients also showed carbon 
dioxide retention without dyspnea, an. impaired 
ventilatory response to increased tensions of in¬ 
spired carbon dioxide, and reduction in ventilation 
while breathing 100% oxygen. These physiological 
abnormalities were attributed to permanent ab¬ 
normalities in the functioning of the medullary 
respiratory center. Seven of 9 patients convalescing 
from spinal paralysis and having values of maximal 
breathing capacity and vital capacity of less than 
50% of the predicted normal also showed subnormal 
responsiveness to carbon dioxide as a respiratory 
stimulus. It appears that in poliomyelitis, as in pul¬ 
monary emphysema, peripheral mechanisms re¬ 
stricting chest motion may contribute to an im¬ 
paired ventilatory response to carbon dioxide. The 
clinical and physiological findings in the patients 
with central respiratory failure associated with 
poliomyelitis support the concept that an intrinsic 
and sensitive function of the medullary respiratory 
center is to establish the rhythmicity of breathing. 

Implications of a Five-Year Study of 700 Basal 
Ganglia Operations. I. S. Cooper and G. J. Brav'o. 
Neurology 8:701-707 (Sept.) 1958 [Minneapolis]. 

The authors present a summary of an intensive 
study of the effects of 700 globus pallidus and 
thalamic lesions in persons afflicted with Parkin¬ 
sonism and diverse involuntary movement disor-. 
ders. Follow-up of 55 patients who were subjected 
to elective anterior choroidal artery occlusion has 
demonstrated that this operation provided the most 
complete and lasting relief of far-advanced inca¬ 
pacitating rigidity, tremor, and deformity hereto¬ 
fore reported anywhere in the literature. Many of 
the patients have become ambulatory and inde¬ 
pendent in their daily life. The following conclu¬ 
sions can be documented as a result of follow-up 
studies of these 55 cases: 1. The effectiveness of 
anterior choroidal artery occlusion is due to infarc¬ 
tion of more than a single anatomic structure. 2. 
Total relief of tremor, rigidity, incapacitation, and 
deformity is possible without inflicting any neuro¬ 
logical deficit upon the patient. 3. Objective evi¬ 
dence of 5-year cure of the Parkinsonism symp¬ 
toms of tremor, rigidity, and deformity has been 
achieved by anterior choroidal artery occlusion. 4. 
The dystonic deformities seen in some Parkinsonian 
patients are not actually fixed deformities but repre¬ 
sent forced postures which are reversible even 
after many years’ standing. 5. The so-called an¬ 
terior choroidal artery syndrome is not invariable, 
and in many instances this vessel may be completely 
occluded without producing neurological deficit. 
6. The ability of this procedure to relieve tremor 
and rigidity witliout inflicting neurological deficit 
warrants further consideration of other techniques 
which might be more universally applicable to a 
broader segment of the Parkinsonian population. 
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The techniques of chemopallidectomy and chemo- 
thalamectomy combine roentgen-anatomic methods 
of lesion placement deep in the brain. The produc¬ 
tion of a large lesion in the globus pallidus proved 
to be a relatively simple procedure with a small 
mortality and morbidity rate, favorable results hav¬ 
ing been obtained in 70% of the cases. Although 
rigidity could be relieved in 80% of such cases, 
tremor was alleviated in only 60%; however, when 
tremor was the presenting symptom, a lesion placed 
in the region of the ventrolateral nucleus of the 
thalamus provided complete relief of tremor in 90% 
of the patients. Tremor, rigidity, incapacitation, and 
deformity of Parkinsonism can be relieved by prop¬ 
erly placed lesions in the glohus pallidus or the 
thalamus or both without inflicting any motor, 
sensory, or intellectual deficit upon the patient. The 
extent to, which such lesions can be inflicted on both 
sides of the brain is deserving of further elucidation. 

A New Adjunct to the Treatment of Alcoholism: 
The Hallucinogenic Drugs. C. M. Smith. Quart. J. 
Stud. Alcohol 19:406-417 (Sept.) 1958 [New Haven, 
Conn.]. 

This paper describes a preliminary attempt to 
evaluate 2 hallucinogens in the treatment of a 
group of 24 particularly refractory alcoholics. 
LSD-25 (d-lysergic acid diethylamide) and mesca¬ 
line were used as adjuncts to treatment, consisting 
of superficial psychotherapy supplemented by oc¬ 
cupational and recreational therapy. The hallucino¬ 
gens often produce, in addition to perceptual 
disturbances, a particularly vivid and intense 
awareness of personality problems. It was felt that 
these experiences might be utilized as part of a 
therapeutic program. The experience of “hitting 
bottom” has been much discussed in the Alcoholics 
Anonymous (A. A.) literature. It is at this time that 
the alcoholic addict is often susceptible to therapy. 
It was thought that these drugs might make the 
patient “hit bottom” artificially and thereby render 
him more amenable to psychotherapy. An attempt 
was made to enter into a psychotherapeutic rela¬ 
tionship with the patient and to delineate tire main 
problems. This phase lasted 2 to 4 weeks. The 
building up of adequate rapport was of critical 
importance, and on it largely depended the success 
or failure of the next phase. The patients were next 
given a single dose of LSD-25 or mescaline orally 
while in hospital. It was noted that alcoholics tend 
to he resistant to these drugs, and doses of 200 to 
400 meg. of LSD or 0.5 Gm. of mescaline were 
used. In addition to discussing with the patient 
problems leading to and arising out of his drinking, 
suggestions were made to the effect that he dis¬ 
continue the use of alcohol, but no attempt was 
made to arouse fear. Discussions were resumed 
during the next few days, and the patient was 
discharged. 
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In some cases, follow-up psychotherapy was pos- 
sible; in most, however, further contact was made 
through A. A. The follow-up period ranged from 2 
months to 3 years. The average duration of the 
follow-up was one year. Many patients,noticed a 
transient nausea half-hour to 2 hours after taking 
either drug. Three patients vomited, though not 
severely. The psychological effects varied greatlv 
and persisted for an average of 8 or. 9 hours. All 
patients felt well by the following day. Some of 
the patients showed mild abnormalities of the liver 
function tests. Yet these patients did not show an 
enhanced reaction to the drugs. Improvement was 
obtained in 12 of the 24 patients. In view of the 
refractory nature of the group, the results appear 
sufficiently encouraging to merit more extensive 
and controlled trials. 

Toxic Effects of Disulfiram Therapy with Two Case 
Reports. N. H. Rathod. Quart. J. Stud. Alcohol 19: 
418-427 (Sept.) 1958 [New Haven, Conn.]. 

The mode of action of disulfiram, which has been 
used in the treatment of alcoholism since 1948, is 
not completely understood, but it is postulated that 
many of the effects produced by the combination 
of disulfiram and alcohol in the body result from 
disulfiram interfering with the metabolism of ace¬ 
taldehyde. Its administration is thought to be con¬ 
traindicated in hypertension, pregnancy, diabetes 
mellitus, and diseases of the liver, kidneys, and 
thyroid. Side-effects associated with disulfiram 
therapy include fatigue, sleepiness, headache, diz¬ 
ziness, reduced vitality, and reduced potency. Toxic 
phenomena attributed to the drug have included 
initial tiredness, with subsequent disorientation, 
disinterestedness, loss of memory for recent events, 
anxiety, depression, paranoid equivalents, and rest¬ 
lessness. It is not clear, however, whether the to.xic 
reactions are due to disulfiram entirely. 

The histories of 2 patients are presented, in each 
of whom toxic symptorhs developed on 2 separate 
occasions while they were receiving disulfiram, 
and on each occasion these symptoms subsided 
when a placebo was substituted. At no time did 
the patients know what type of medication they 
were receiving. Similar toxic symptoms developed 
in both patients in spite of marked differences in 
physical state, personality, and duration of treat¬ 
ment. Neither of the patients had a family histoq' 
of psychiatric illness, and even though both had 
suffered from adverse effects of alcohol, the symp¬ 
toms noted under disulfiram therapy showed little 
resemblance to those due to alcohol in the past. 
The second patient showed marked abnormality 
of the electroencephalogram while suffering from 
the effects of disulfiram, but this more or less 
cleared on clinical recovery. 

The toxic phenomena noted in these 
were similar to those mentioned above. Hm)' 
seemed exogenous in origin and of a toxic-confu- 
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.sional niilure with dcpves.sivo features. Depersonal¬ 
ization phenomena, paranoid ideas, and persevera¬ 
tion were noted in individual episodes. The onset 
of the symptoms was insidious with a tendency to 
sudden exacerbation. The last symptoms to clear 
up were the memory disturbances and disorienta¬ 
tion. A significant point is that both patients had 
liad delirium tremens in the past. This raises the 
question of whether persons who had not suffered 
from ail)’ functional and structural disorder of the 
brain would develop such s)’mptoms when given 
disulfiram. Tin’s question cannot be answered. 


GYNECOLOGY & OBSTETRICS 

Some Observations on the Incidence of Pre- 
j Eclampsia. I. MacGillivray. J. Obst. & Gynaec. 
Brit. Emp. 65:536-539 (Aug.) 1958 [London]. 

Preeclampsia is difficult to define. The patient’s 
prepregnancy blood pressure should be known, or 
- at least the pressure in the first trimester, that is, 
before preeclampsia has begun to affect it. This 
report is concerned witli a study of the incidence 
of preeclampsia in booked primigravidas in the 
Aberdeen Maternity’ Hospital during the years 
from 1948 to 1955. Since more than 90% of all 
Aberdeen primigravidas are confined in hospital, 
the group under review is fairly representative of 
all such patients in the city. A retrospective study 
of case records was used to study the influence of 
certain factors on the incidence of preeclampsia, 
with the following conclusions: 1. The condition is 
U'pically a disease of the primigravida, severe pre¬ 
eclampsia being'about 15 times greater in a first 
than in a second piregnancy. 2. When the first preg¬ 
nancy ends in abortion, the incidence of severe 
preeclampsia in the next pregnancy is only 2% 
compared with 6% in a primigravida. 3. Twin preg¬ 
nancy increases the incidence in a primigravida by 
5 times, and it is still high in a second pregnancy, 
4. Threatened abortion does not predispose to pre¬ 
eclampsia. 5. Stature and social class do not influ¬ 
ence the incidence. 6. The incidence of mild 
preeclampsia seems to be increased in primigravidas 
over 30 years of age. 

Treatment of Eclampsia: First Use of a Steroid 
Anesthetic, the 21-Hydroxypregnanedione Sodium 
Succinate: A Preliminary Note. G. Martini, A. Pesce 
and G. Rugiero. Minerva ginec. 10:511-514 (July 
15) 1958 (In Italian) [Turin, Italy]. 

Viadril (21-hydroxypregnanedione sodium succi¬ 
nate) produced complete remission of convulsions in 
5 patients with eclampsia, 2 of whom had previously 
been unsuccessfully treated with other anticonvul- 
sive drugs. A total dosage of from 4,000 to 5,000 mg. 
of Viadril was divided into several doses adminis¬ 
tered intravenously every 2 or 3 hours. The initial 


dose of 500 mg., dissolved in. 20 cc. of distilled 
water, was followed by doses of from 500 to 1,000 
mg, each. A hypnoanalgesic state, which developed 
10 minutes after the first administration of the drug 
and lasted 30 to 60 minutes, was followed by 
drowsiness of an hour or two duration. The pa¬ 
tients reacted to stimulus, though, and moved in 
bed, and some of them could talk. This state of 
.semiconsciousness was an intermediate one be¬ 
tween physiological sleep and loss of sensation in 
anesthesia. Induction of this state reduced the 
cortical excitation; it produced a certain degree of 
hypnosis, amnesia, analgesia, and, to a smaller ex¬ 
tent, hypotension. No toxic effects were observed 
either in the mothers or in the fetuses, and there 
was no evidence of cerebral damage caused, by 
anoxia. Renal disorders associated with eclampsia 
changed insignificantly. Blood pressure decreased 
by 20 to 40 mm. Hg for a few liours; it returned to 
the initial level, however, unless the administration 
of the drug was repeated. The state of confusion 
disappeared when the patients were kept for a 
sufficient length of time in semihypnosis. It seems 
that Viadril reduced the state of high cortical and 
neurovegetative excitability as the 'cause of tonico- 
clonic convulsions. Therapy with detoxicating 
agents was instituted after remission of eclampsia. 

Cesarean Section for Cephalopelvic Disproportion 
After Previous Vaginal Deliveries. J. B. Davila and 
G. Rivera-Ayala. Bol,_Asoc. med. Puerto Rico 50: 
243-248 (July) 1958 (In English) [Santurce]. 

Twenty-one thousand one hundred forty preg¬ 
nant women were delivered in the department of 
obstetrics of the San Juan City Hospital between 
1952 and 1957. Two hundred twenty-two women 
were delivered by cesarean section because of the 
presence of cephalopelvic disproportion. This 
group included 199 primiparas and 23 multiparas 
who had previously had 3 or more vaginal de¬ 
liveries. Of the babies of tlie 23 multiparas who 
were delivered by cesarean section, 19 were larger 
and weighed more than the largest baby previously 
delivered vaginally by the same mother; four babies 
were smaller and weighed less. The total length 
of labor in the preceding vaginal deliveries ranged _ 
from 2 to 27 hours, whereas the length of labor 
prior to cesarean section was between 1% and 36 
hours. Of the 23 babies of mothers delivered vag¬ 
inally, 18 were in good condition at birth, 2 were 
born in qroor condition and died on the second 
day, and 3 were stillborn. Of the 23 babies of the 
same mothers delivered by cesarean section, 22 
were in good condition at-birth, and 1 was still¬ 
born. The possibility of vaginal delivery does not 
depend only on the relationship of the head of the 
baby and the pelvis of the mother. In a woman 
who has delivered vaginally, subsequent pregnan¬ 
cies will not always end with a vaginal delivery. ■ 
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In one witli a borderline pelvis, if the difference 
in weight of the 2 babies is only a few ounces, the 
previous hea\der baby may have been born vaginal- 
ly in very poor condition, or dead, after a difBcuIt 
labor. Also, presentation and position of the babies 
may be different, that is, occiput posterior or 
breech, and weight of the previous baby may have 
heen incorrect. 

In determining the method of delivery (vaginal 
or cesarean section) to be used in a given case, in 
either a primipara or a multipara, the authors sug¬ 
gest the following scheme: (I) prenatal evaluation 
of the pelvis by vaginal examination and (2) evalua¬ 
tion of the pelvis if the patient has been in labor 
for 12 hours and has not delivered. For a multipara 
only they suggest: (1) evaluation of the pelvis as a 
routine when the woman is admitted to the labor 
room with a floating vertex or a malpresentation; 
(2) evaluation of the pelvis when the patient de¬ 
velops secondary inertia during labor; and (3) 
evaluation of the pelvis when she has been in labor 
for 15 or 30 minutes after full dilatation and has 
not delivered. X-ray pelvimetry is of value in 
evaluating the pelvis of a multipara with a floating 
vertex or a malpresentation. 

Examinations of the Menstrual Blood for Tubercle 
Bacilli in a Sanatorium for Pulmonary Tubercu¬ 
losis. G. Pickroth. Tuberkulosearzt 12:569-572 
(Sept.) 1958 (In German) [Stuttgart, Germany], 

The diagnosis of tuberculosis of the internal 
female sex organs by examination of the menstrual 
blood has been improved considerably with the 
use of Niedner’s hematophor. This is an instrument 
made of fireproof glass which is easily inserted 
into the vagina. The blood is collected directly 
from the opening of the cervix and will not be 
mixed with any discharge of the vagina. Of 101 
women with pulmonary tuberculosis who were 
admitted to a sanatorium in Jena, Germany, only 
5 had known tuberculosis of the internal sex or¬ 
gans. Examination for the detection of tubercle 
bacilli in the internal sex organs was performed 
with the use of the hematophor in 56 of the 101 
patients (including the 5 mentioned above), while 
- in the remaining 45 patients tliis type of examina¬ 
tion was not performed for various reasons. With 
the exclusion of the 5 patients with known tuber¬ 
culosis, the presence of Mycobacterium tubercu¬ 
losis in the menstrual blood was detected by cul¬ 
ture in 10 of the remaining 51 patients. The gyne¬ 
cologic findings were negative in 7 patients and 
insignificant in 3. Patients were given chemo¬ 
therapy only after \\4thdrawal of the menstrual 
blood, in order not to interfere with the detection 
of tuberculosis, and in this way the rate of positive 
findings in the menstrual blood increased from 16 
to 20%. Since the tubercle bacilli in the internal 
sex organs may possibly spread to other organs in 
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the patient’s body, routine examination of tlu 
menstrual blood with the hematophor should bf 
performed in sanatoriums for patients \vith pul 
monary tuberculosis as an important aid in earh 
diagnosis of tuberculosis of the internal sex organs 


Possibility of Using a New Orally Administerec 
Diuretic “Acetazolamide” in Edema of Pregnancy 
C. Morra.' Minerva ginec. 10:514-523 (July 15) 195! 
(In Italian) [Turin, Italy]. 


The author investigated the diuretic action o 
acetazolamide in women with normal pregnane 
and in pregnant women with edema of pregnane 
in order to evaluate its application in those ii 
whom edema of pregnancy is the only symptom o 
in whom edema is associated with other disorder 
of pregnancy (albuminuria and hypertension), Acel 
azolamide was given orally to 16 hospitalize 
primigravidas, divided into 3 groups. One grou] 
consisted of 6 women with normal pregnancy; th 
second group consisted of 6 pregnant women witl 
edema of pregnancy; the third group consisted c 
4 pregnant women, in whom edema of pregnane 
was associated with albuminuria and hypertensioi 
A total dosage of 1,500 mg. of acetazolamide, d; 
vided into 4 equal doses, was administered orally 
to the patients for 4 consecutive days. Urine and 
blood samples were taken the day before and 40 
hours after the beginning of the drug therapy. 
Women of the first group were kept on a standard 
diet for pregnant women, whereas the others were 
kept on a diet low in sodium. Diuresis increased 
only slightly and for a short period of time in 
women with normal pregnancy. The excretion of 
potassium, and to a higher degree of sodium, was 
proportionally higher than the elimination of wa¬ 
ter; on the 4th day of treatment the excretion was 
only^ slightly higher than before the onset of the 
drug therapy. It thus became obvious that the body 
tended to spare and to accumulate water. The body 
weight of the patients fell insignificantly during 
this period. 

Increase of diuresis was considerable and was 


prolonged in time in women with edema of pieg' 
nancy (groups 2 and 3). Elimination of water and 
of salts was proportional to theii' absorption by 
the organism before the drug therapy. Diuresfc 
reached the highest level on the first day of ad" 


ministration of acetazolamide to women 


svith 


edema of pregnancy, and it remained at high leve 
for several days. On the 4th day of therapy diurMis 
decreased slightly and would have continued for 
several days after the withdrawal of acetazolaffliu® 
if complete relief of edema had not heen obtaine 
during the therapy. The elimination of sodium in 
patients with edema alone or edema associate 
with other syrmptoms (groups 2 and 3) was, in terms 
of percentage, higher than the elimination of wa¬ 
ter, and it reached its highest level on the secon 
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dav of drug therapy. Hlood acidosis started to rise 
gradually from the 1st to the 4th day of treatment 
with acctozalamidc, hut it never reached an alarm¬ 
ing level. Patients with edema of pregnancy lost 
2 to 5 kg. (5 to 11 lb.) in weight after 5 days of 
therapy. The most advantageous features of acet- 
azolamide therapy in patients with edema of 
pregnancy appeared to be a prompt, cfTicacious, 
and profuse elimination of both water and sodium 
and the absence of toxic'effccts on the renal tubules. 

An Evaluation of Chlorothiazide in the Treatment 
of Edema in Pregnant Women. L. C. Chesley and 
L. Uichanco. Am. J. Obst. 6c Gynec. 76:467-472 
(Sept.) 1958 [St. Louis]. 

A new diuretic sulfonamide, chlorothiazide 
(6-chloro-7-sulfamyl-1,2,4 bcnzothiadiazine-1,1- 
dioxide), was given to 7 hospitalized pregnant 
women with edema. The patients treated had been 
in bed most of the time and on a low-sodium diet 
for at least 4 days before administration of the 
drug was started. They were then given 1 Gm. of 
chlorothiazide per dpy in 2 divided doses, one in 
the morning and the other in the early evening, 
for 6 consecutive days. Chlorothiazide increased 
the sodium excretion in 6 of the 7 patients studied, 
although drug resistance developed progressively 
within a few days. When treatment with the drug 
was restarted after a 3-day rest, natruresis again 
occurred in 3 patients. All 7 patients had already 
lost weight on treatment by bed rest and,dietary 
sodium restriction alone, which had preceded the 
treatment with chlorothiazide. The good diuretic 
effect of this previous treatment was also shown by 
the negative sodium balance still present in the 
patients when the administration of chlorothiazide 
was started. These observations suggest that chloro¬ 
thiazide stimulates sodium and chloride excretion 
in pregnant edematous women after the major 
diuretic effect has been achieved by bed rest and 
low-sodium diet. 


PEDIATRICS 

Antibacterial Activity of Serum After Oral Doses 
of Triacetyloleandomycin, Erytliromycin, Potas¬ 
sium Penicillin V and Penicillin V. C. M. Kunin, 
C. V. Pryles and M. Finland. Pediatrics 22:422-431 
(Sept.) 1958 [Springfield, Ill.]. 

Eight normal young men, ranging in body weight 
from 70 kg. (154 lb.) to 105 kg. (232 lb.), were given 
in a double, Latin-square rotation an oral dose of 
500 mg. of 4 preparations, i. e., pressed tablets of 
penicillin V, similar tablets of potassium penicillin 
V, coated tablets of erythromycin, and capsules of 
triacetyloleandomycin. These were taken 3 or 4 
days apart, each with a glass of water a half-hour 
to one hour before breakfast, and serum was ob¬ 


tained from each patient before and 1, 2, 5, and 8 
hours after each dose. All serums collected on each 
day were assayed simultaneously for activity 
against Streptococcus 98, Staphylococcus 209 P, 
and a penicillin-resistant strain. Staphylococcus 
400. In a second study, 30 children, between the 
ages of 2'A and 13 years, ranging in body weight 
from 11 kg. (25 lb.) to 20 kg. (44 lb.), were divided 
into 3 comparable groups of 10. The first group 
was given a suspension of crystalline erythromycin 
ethyl carbonate, the second received a suspension 
of triacetyloleandomycin, and a suspension of peni¬ 
cillin V was administered to the third. Doses of 25 
mg. per kilogram of body weight were given every 
8 hours, and serums for assays were obtained from 
all 30 children before and 2 and 8 hours after the 
first dose, and from some on the morning of the 
4th day. These serums were all tested for antibac¬ 
terial action against Streptococcus 98 and Staphyl¬ 
ococcus 209 P. 

Triacetyloleandomycin produced antistreptococ¬ 
cic and antistaphylococcic activity in the serums of 
the normal men and of the children comparable 
to that produced by equivalent amounts of the 
erythromycin preparations used. The better and 
more rapid absorption of doses of potassium peni¬ 
cillin V given orally, as compared with acid peni¬ 
cillin V, was confirmed. It was also shown that 
penicillin V, either as the acid or as the potassium 
salt, produced significantly higher peak levels of 
antibacterial activity than either erythromycin or 
triacetyloleandomycin. 

Avitaminosis E in Cystic Fibrosis of tlie Pancreas: 
A Morphologic Study of Gastrointestinal and 
Striated Muscle. W. A. Blanc, J. D. Reid and D. H. 
Andersen. Pediatrics 22:494-506 (Sept.) 1958 
[Springfield, Ill.]. 

The authors examined for the presence of ceroid 
pigment the routine hematoxylin-and-eosin-stained 
sections of the gastrointestinal tract of 151 children 
witli cystic fibrosis of the pancreas, who had died 
and on whom autopsies were performed. For con¬ 
trol purposes, a similar survey was made of 50 
appendixes removed from otheixvise normal chil¬ 
dren, who were above 10 years of age, and of 
autopsy material obtained from 392 children with¬ 
out pancreatic deficiency, cirrhosis of the liver, or 
biliary atresia. Fragments of striated muscle ob¬ 
tained from 68 of the 151 children with cystic 
fibrosis of the pancreas were studied likewise. A 
diffuse deposition of ceroid pigment was found 
consistently in the smooth-muscle layers of the 
gastrointestinal tract of children with cystic fibrosis 
of the pancreas. The deposition was first seen in 
children in the 2nd year of life and was frequently 
extensive in those in the 4th year. It was found in 
all patients 5 years of age and older, and the 
amount of ceroid pigment had increased. It has 



2072 


MEDICAL LITERATURE ABSTRACTS 


not been observed in other pediatric conditions, 
witlr the exception of biliary atresia and cirrhosis 
of the liver. Extensive deposit of ceroid pigment 
probably represents an expression of prolonged 
and severe vitamin E deficiency, related to pro¬ 
tracted malabsorption of fat-soluble tocopherols. 

Only rare instances of changes in the striated 
muscles were observed in the children with cystic 
fibrosis of the pancreas. These changes were in¬ 
constant and did not appear to be part of a general¬ 
ized process. They did not bear any relation to the 
age of the patient, the severity of the disease, and 
the amount of ceroid pigment deposited in the 
smooth muscles. 

Cloaca with Non-adrenal Female Pseudoherma- 
phrodism. W. K. Sieber and R. Klein. Pediatrics 
22: 472-477 (Sept.) 1958 [Springfield, Ill,]. 

The authors report on 2 infants who had pre¬ 
viously unreported urogenital anomalies. Both pa¬ 
tients were females with pseudohermaphroditism of 
nonadrenal origin who had persistent cloacae. Tliis 
rare combination of anomalies was recognizable 
clinically. The causation of the anomalies is un¬ 
known. If the diagnosis is made promptly, surgical 
correction may possibly prevent serious renal dam¬ 
age. It would seem that the surgical approach to 
this anomaly would be a vaginal-type, pull-through 
oi^eration in which the vagina would be transposed 
anteriorly behind the clitoris. This procedure was 
contemplated in the second infant and was actually 
performed on the first. The obstruction of the 
upper portion of the urinary tract was a constant 
problem in both patients and may have been an 
indirect cause of death in the second patient. The 
first patient has urinary incontinence and reduced 
renal function but is alive at 6 years of age. 


DERMATOLOGY 

Acute Peptic Ulcer After Triamcinolone Therapy: 
Report of Three Cases. C. H. Brown and J. R. 
Haserick. A. M. A. Arch. Dermat. 78:289-292 (Sept.) 
1958 [Chicago], 

The role of steroids in the pathogenesis of peptic 
ulcer is not clear. In a small percentage of patients 
the development of peptic ulcers, both gastric and 
duodenal, has been an unfortunate sequela of 
steroid therapy. No matter which cortisone or cor¬ 
tisone-like dmg is used, the incidence of ulcer does 
not seem to vary. In general, peptic ulcer develops 
more frequently in patients who have been given 
large doses of steroids for relatively long periods 
of time. It has been the authors’ experience that 
the majority of patients in whom "steroid ulcers” 
develop have previously had peptic ulcers or have 
some other contributing condition, such as duo¬ 
denal stasis associated with mesenteric root com¬ 
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pression. The authors, and also other workers, liavp 
been able to give steroids safely to patients who 
have previously had peptic ulcers by combining 
simple ulcer treatment with steroid therapy, and 
patients so treated have had no recurrence of tlie 
ulcers. Various workers have reported a low inci¬ 
dence of peptic ulcers in patients receiving triam¬ 
cinolone (Aristocort), 

The occurrence of an acute duodenal ulcer in 
one patient within a short 'time after the start of 
treatment with small doses of triamcinolone and 
the development in 2 other patients of ulcer asso¬ 
ciated with triamcinolone therapy seem to be of 
interest. The first patient, a 41-year-old man, bad 
had psoriasis for 12 years. He had no gastroin¬ 
testinal symptoms when first admitted to the Cleve¬ 
land Clinic Hospital, nor did his history reveal any 
ulcer or digestive disease. Typhoid vaccine was 
administered intravenously, and he was instructed 
to follow the Goeckerman regimen. Improvement 
in his psoriatic condition resulted from this treat¬ 
ment, and he was discharged from the hospital 
Four and one half years later in acute flare-up of 
the psoriasis led to the use “of triamcinolone in 
treating this patient. Twenty-one days later he 
passed 2 tarry stools and complained of having had 
intermittent, recurrent epigasdic pain for several 
days. He was then readmitted to the hospital for 
diagnosis and treatment. Palpation of the abdomen 
disclosed localized tenderness that was restricted 
to a small area in the epigastrium and the right 
upper quadrant. No masses were palpated, and 
there was no muscle spasm. The other physical 
findings, including those of the heart, lungs, and 
rectum, were normal. Roentgenograms after barium 
swallow showed the esophagus and the stomach 
to be normal. There was a slight deformity of the 
duodenal bulb, and a large ulcer crater was visible 
on the posterior wall of the bulb. The epigastric 
pain disappeared within 24 hours after ulcer ther¬ 
apy was instituted, although the patient smrepti- 
tiously continued to take 8 mg. of tadamcinolone 
daily for one week. The rapidity witlr which ulcer 
developed with small doses of this drug suggest 
that in this patient the steroid may have been 
ulcerogenic. Sj'rnptoms of ulcer did not appear m 
the other 2 patients until 6 weeks after the start o 
h'iamcinolone treatment. 


This e.xperience suggests that the same precau¬ 
tions against ulcer should be taken with triam¬ 
cinolone as with other steroids. Any patient who 
has had an ulcer should follow at least a simp^ 
ulcer program while under treatment with steroids. 
Many patients with steroid ulcers do not presen 
the classic symptoms of peptic ulcer but rather 
those of the complications of ulcer, such as masswe 
bleeding or perforation or both. The possibilit) 
that a peptic ulce.r that is symptomatically atypma 
may occur in patients treated with steroids shou 
be kept in mind. 
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Oral Trcnlnicnl of Keloids. E. W. Kelly Jr. and H. 
Pinkus. A. M. A. Arch. Dermal. 78:348-352 (Sept.) 
1958 [Chicago]. 

A form of systemic therapy for keloids, which 
would be free from the clrawback.s of the corti¬ 
costeroids and which would make it possible to 
avoid the disagreeable features and shortcomings 
of local injections, surgery, or irradiation, would 
be highly desirable. Experience with teti'ahydroxy- 
quinone' (THQ) in 45 consecutive patients has 
shown that this drug may cause some regression 
in keloids of as much as 40 years’ duration and 
may produce complete resolution in some younger 
lesions. It relieves the pain and pruritus often as¬ 
sociated with keloids promptly, but the objective 
regression of the lesion is slow. No side-effects or 
untoward reactions have been observed, and the 
drug has been proved nontoxic in animal experi¬ 
ments in which enormous doses were used. The 
only undesirable reaction encountered has been 
tire occasional local breakdowm of keloid tissue 
accompanied by the discharge of necrotic material. 
This apparently results from the softening of the 
tissue around old devitalized collagen bundles and 
is actually a sign of effectiveness of the treatment. 
The action of THQ is selective. Biopsy specimens 
from the normal skin of persons under treatment 
with THQ showed none of the changes seen in the 
treated keloid. The question, therefore, arises; 
What is it in the keloid that is controlled by this 
redox-active drug? Alteration of redox potentials in 
the tissue is a possibilit>'. Action on enzyme sys¬ 
tems seems another. The enzjmres of the dermis 
have not been studied to any great extent by histo- 
chemical means. In a few preliminary studies, the 
authors observed esterase-positive granules in mast 
cells. Investigation of the changes that may occur 
in the dermal enzymes during treatment with THQ 
would apparently be worthwhile and might help to 
explain its favorable effect on keloids. 

Cutaneous Reactions Due to Sulfamethoxypyrida- 
zine. D. G. Lindsay, I. Prlina, A. J. Bischoff and 
S. W. Becker Sr. A. M. A. Arch. Dermat. 78:299- 
303 (Sept.) 1958 [Chicago]. 

Cutaneous reactions, ranging from mild erup¬ 
tions to severe generalized dermatitis, appeared 
in 6 of 55 hospitalized patients and in 7 of 30 
ambulatory patients, all of whom were being given 
sulfamethoxypyridazine (SMPZ). This drug, which 
has been found effective in patients witlr urinary 
tract infection, is readily absorbed from the gastro¬ 
intestinal tract and is slowly excreted in the urine. 
Its antibacterial effectiveness is comparable to that 
of sulfadiazine. The occurrence of erythematous 
maculopapular dermatitis after its administration, 
therefore, seems to be of interest. The previous 
administration of sulfonamides apparently does not 
influence the incidence of reactions, but it does 


seem to determine the time of their onset. In gen¬ 
eral, if a reaction is going to occur, it will appear 
within 1 to 5 days in patients who have previously 
received sulfonamides, whereas in tliose not pre¬ 
viously given sulfonamides tlie reaction often ap¬ 
pears on about the 14th day. In 5 of the 13 patients 
with toxic reactions to SMPZ, the dermatitis ap¬ 
peared in about 2 weeks. Four of these patients, 
ail of whom had received 1 Cm. of more of the 
drug daily, gave no history of previous treatment 
with sulfonamides. In 6 other patients, 4 of whom 
had previously taken sulfonamides, the reaetions 
developed in less than 7 days. Dermatitis appeared 
in the remaining 2 patients, neither of whom had 
previously been given sulfonamides, 9 days and 42 
days, respectively, after they began to take 1 Cm. 
of SMPZ daily. The occurrence of untoward reac¬ 
tions is apparently related to the amount of the 
dose in some patients, but not in all. Thus, only 2 
of the 30 patients receiving 0.5 Cm. daily showed 
an untoward reaction, as compared with 11 of the 
55 patients receiving 1 Gm. or more a day. 

Daily serum SMPZ determinations did not show 
a gradual increase with time at a constant dosage 
but averaged about 10 mg. per 100 ce. in patients 
taking 1 Gm. daily and about 5 mg. per 100 cc. in 
those taking 0.5 Cm. daily. There were wide varia¬ 
tions from these mean values, however; no correla¬ 
tion could be made between the occurrence of re¬ 
actions and die seium SMPZ levels because of an 
insufficient number of determinations. To prevent 
severe reactions, sulfonamide therapy should be 
stopped at the first sign of trouble. Most of the 
reactions in tliese patients were mild, but in 1 of 
the 2 patients who received the largest total dos¬ 
age the dermatitis became so severe and extensive 
that he appeared moribund 6 days after its onset. 
Vigorous treatment with corticosteroids (hydrocorti¬ 
sone, corticotropin, and prednisolone) and antibi¬ 
otics (penicillin and streptomycin) eventually over¬ 
came the reaction, and by the time the patient was 
discharged from the hospital, 6 weeks after the 
dermatitis appeared, all the skin lesions had healed. 

Changes in the Skin as a Result of Electric Cur¬ 
rent. L. H. Winer and G. H. Levin. A. M. A. Arch. 
Dermat. 78:386-390 (Sept.) 1958 [Chicago]. 

Clinically, electric bums can vary in degree 
from a superficial erosion to a charred, bullet-hole¬ 
like wound. The histopathological changes in the 
epidermis are striking. Noteworthy are (1) the pro¬ 
duction of bundles of vacuolated spindle-shaped 
cells, (2) the separation of epidermis from cutis, (3) 
coagulation of collagen of the cutis, (4) cavity for¬ 
mation in the cutis and deposition of nests of epi¬ 
dermal cells, and (5) retention of hair follicles. The 
absence of cellular inflammatory reaction is re¬ 
markable. These changes were evident in a speci¬ 
men removed from a 20-year-old youth who died 
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after accidental electrocution by 5,000 volts of 
high-tension electric current. The skin lesion was 
3 in. in diameter on the forearm and was charred. 
The specimen removed for microscopic e.xamina- 
tion was sectioned and stained wth hematoxylin 
and eosin. It was denuded of epidermis. The con¬ 
nective tissue fibers in the cutis were fused to¬ 
gether in a solid mass which stained dark red. The 
blood vessels within this mass were thrombosed, 
and in some areas free hemorrhage occurred into 
large cavities of the dermis. Elastic resorcin stain¬ 
ing revealed an intense increase in elastic-like fibrils 
which were definitely fragmented. On Mallory 
staining, the degenerated collagen, in its more 
superficial areas, was dark red; deeper in its mid¬ 
portion it was violet; and in its depths, just above 
the fatty tissue, it stained its normal blue color. 
The replacement of the normally blue-staining col¬ 
lagen witlr red-staining fibers supports the assump¬ 
tion that the electric current produced a large mass 
of elastic fibers. This increase in elastic fibers, 
together with degeneration of the collagen, is note¬ 
worthy because it is not seen in pure thermal burns. 
Moreover, the elastic fiber increase probably ac¬ 
counts for the soft, noncontractible scar with which 
electric burns heal. 


OPHTHALMOLOGY 

A Report on the Attempted Isolation of the Virus 
of Trachoma. C. H. Smith, M. J. Gilkes and J. Sowa. 
Brit. J. Ophth. 42:461-472 (Aug.) 1958 [London]. 

The authors report on various attempts made to 
isolate the virus of tr achoma in Jordan and Gambia, 
where the disease is enderhic and a large propor¬ 
tion of the population is infected, and in London, 
where occasional cases were observed in the out¬ 
patient departments of Moorfields Hospital in jra- 
tients who had been infected before arriving in 
England. Specimens for isolation of the virus were 
taken from the conjunctiva of the infected persons 
by means of a spatula made from aluminum wire. 
It proved impossible to isolate trachoma virus in 
HeLa cells, conjunctival cells, mice, or chick em¬ 
bryos. Although there was some delay between 
the taking of scrapings and the inoculation into 
animals or tissue cultures, it seems unlikely that 
time alone was sufficient to inactivate the inoc¬ 
ulums. It is possible that the virus was not cyto- 
pathogenic or inclusion-producing in tissue culture 
or that it was incapable of entry into the cells of 
the culture. It may also be possible tliat the inclu¬ 
sions found in superficial cells represented an “in¬ 
complete” viral form, the limited metabolism of 
these superficial cells preventing complete develop¬ 
ment of the virus. The administration of antibiotics 
to tire patients from whom the specimens for isola¬ 
tion of the virus were obtained might have in¬ 
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creased the difficulties of isolation of the wus in 
tissue cultures. Viruses do not always mulHply in 
the tissue apparently most closely resembling that 
from which they are isolated; thus, cytomegalic 
inclusion virus grows in fibroblasts, and certain 
enteric cytopathogenic human orphan (ECHO) 
viruses from human sources will not multiply in 
human cells. Hence, it may be necessary to obtain 
completely fresh cell lines, and this would seem to 
be one of the most fruitful approaches to the prob¬ 
lem of isolating the trachoma virus. 

Retrolental Fibroplasia in Association with Mental 
Defect. C. E^Williams. Brit. J. Ophth. 42:549-557 
(Sept.) 1958 [London]. 

Retrolental fibroplasia is a major cause of blind¬ 
ness in premature children. The incidence of men¬ 
tal defect in premature children has been variously 
estimated as between 4 and 107 d. The incidence of 
severe mental defect in children witli retrolental 
fibroplasia has varied from 10 to 40% in different 
investicrations. Tlie author was able to review the 
admissions to and the discharges from the Sunshine 
Homes over the past 10 years. These homes admit 
about one-third of the blind children in England 
and Wales for care and early training. At least 507( 
of the children discharged from the Sunshine 
Homes as "ineducable” between 1950 and 1936 
suffered from retrolental fibroplasia. The author 
found that, of a total of 24 children with retrolental 
fibroplasia, 23 had been born prematurely. A his¬ 
tory of being nursed in oxygen tents was available 
for 18 of them; for 4 there was no such history, 
but they were born at a time when it was routine 
to nurse premature infants in high concentrations 
of oxygen; and 1 child received oxygen by nasal 
catheter at meal times. The one child with retro¬ 
lental fibroplasia who had not been born prema¬ 
turely had not received oxygen; in this child the 
etiology' remained une.xplained. The degree ot 
mental defect was not related to the duration or 
oxy'gen therapy'. There were no cases of cerebra 
palsy in the series, but 2 children had congenita 
heart lesions and in 6 children there was a histoiy 
of antepartum hemorrhage during the mothers 
pregnancy. The incidence of mental defect in cases 
of retrolental fibroplasia appears to be greater than 
could be explained by the factor of prematunty- 


THERAPEUTICS 

Chloropropamide: A New Hypoglycaemic Agent- 
I. Murray, M. J. Riddell and I. Wang. Lance 
2:553-554 (Sept. 13) 1958 [London]. 

The results obtained by giving chlorpropami^® 
[N-propyl-N-(p-chlorobenzene sulfonyl) urea], 
new preparation, to 43 patients showed it to be a 
effective oral hypoglycemic agent in the treatmen 
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of cliabcto.s. Its acHon, however, like (hat of similar 
drugs, is .somewhat impredictahle. The patients 
selected for this trial were essentially of the type 
considered most snitahlc for oral tlicrapy, f. c., 
tliev had had diabetes for less than 10 years, were 
over 40 years old, and had taken insulin, if at all, 
for not more than 2 years. Only 2 patients were 
ohesc, although 17 others had been so. Diet alone 
had not controlled the di;\bctes sufficiently. The 
initial dose of chloropropamide as in the authors’ 
original investigation of carhutamide, was 1 Gm. 
daily at breakfast, but no loading dose was given 
in tile first 2 days of treatment. The response to 
this dose of 1 Gm. daily was satisfactory in 28 of 
the 43 patients treated. These 28 patients, who 
constituted the successes, were similar as a group 
to the remaining 15, who were the failures, except 
that ketonuria had previously been noted in 4 
(27%) of the failures as compared with only 1 (4%) 
of the successes. In the successes, a satisfactory 
response was evident generally by the 2nd or the 
3rd day and always within 7 days (mean, 3.2 days), 
all 3 of the daily urine tests being recorded as 
“blue” or, at worst, showdug an occasional trace 
(0.23%). Some of the patients had previously re¬ 
ceived carhutamide or tolbutamide. Comparison of 
the results obtained by the use of these drugs with 
those obtained by the use of chlorpropamide pro¬ 
duced the' impression that chloropropamide is 
somewhat less potent than carhutamide, but defi¬ 
nitely more potent than tolbutamide. 

The dose of chlorpropamide was increased in 5 
patients who did not respond well to 1 Gm., 4 re¬ 
ceiving 2 Gm. daily and 1 receiving 3 Gm. The 
increased dosage resulted in satisfactory conti'ol in 
3 of these patients, but since the possibility of side- 
effects makes the administration of more than 1 
Gm, of chlorpropamide a day inadvisable, these 
cases were listed as failures. No serious toxic 
effects were noted, nor was there any evidence of 
either leukopenia or thrombocytopenia, but 7 pa¬ 
tients suffered from nausea (insufficient to call for 
abandonment of treatment); 1 had a diffuse ery¬ 
thematous rash; and 1 showed' drowsiness unac¬ 
companied by hypoglycemia. The occurrence of 
these side-effects, which appeared in 4 cases after 
the dosage had been increased to 2 Gm., suggests 
that the dose should not exceed 1 Gm. daily and 
that smaller doses should be used when possible. 
Satisfactory results- have already been obtained 
with 0.5 Gm., but further experience is required 
before the best dosage can be decided’on. Provi¬ 
sionally, treatment may be begun with a single 
dose of 1 Gm. a day, to be reduced to the lowest 
level found effective as soon as a good result is 
obtained. . 


PATHOLOGY 

Leukocyte Sedimentation Rate in Patients with 
Lymphosarcoma, Rcticulosarcoma and Malignant 
Lymphogranuloma. L. Bellesia, E. Lusvarghi and 
C. Pasquinelli. Minerva med. 49:2856-2861 (July 
21) 1958 (In Italian) [Turin, Italy]. 

The authors studied the leukocyte sedimentation 
rates, according to tlie technique devised by Storti, 
in 58 patients with either lymphosarcoma, reticulo- 
sarcoma, or Hodgkin’s disease. The patients were 
divided into 2 groups; one group had previously 
been given chemical or roentgen-ray antineoplastic 
therapy, but the other had not. Of the 38 patients 
in the latter groui?, 12 had either lymphosarcoma 
or reticulosarcoma, and 26 had Hodgkin’s disease. 
Hodgkin’s disease was in remission in 13 patients 
and in the process of first manifestation or reactiva¬ 
tion in the remaining 13. Of the 20 patients who 
were receiving chemical or roentgen-ray treatment 
at the time of this study, 10 had either lymphosar¬ 
coma or reticulosarcoma, and 10 had Hodgkin’s 
disease. The leukocyte sedimentation rates were 
within normal values and the Katz formula levels 
were increased among the patients with lympho- 
.sarcoma or reticulosarcoma who had not previously 
received antineoplastic therapy. These values varied 
similarly among the patients with Hodgkin’s dis¬ 
ease, both the leukocyte sedimentation rates and 
the Katz formula levels being within normal limits 
when the disease was subsiding and being elevated 
when the disease was in progress or in process of 
reactivation. The 16111-00)1:6 sedimentation rates, 
unlike the Katz formula levels, did not change in 
patients with either lymphosarcoma or reticulosar¬ 
coma who were receiving chemical or roentgen-ray 
antineoplasHc treatment. At the end of treatment, 
though, the leukocyte sedimentation rates returned 
to within physiological limits at a rate similar to, 
or slightly faster than, the Katz formula levels in 
patients with Hodgkin’s disease in progress or in 
process of reactivation. 

The leukocyte sedimentation rate seems to have 
a diagnostic value in differentiating lymphosarcoma 
and reticulosarcoma from Hodgkin’s disease. This is 
particularly true during the first manifestation of 
'tlie disease and when a diagnostic biopsy yields 
little information. The error in establishing a cor¬ 
rect differential diagnosis by the leukocyte sedi¬ 
mentation rate varied within a margin of 5%. The 
high leukocyte sedimentation rate in Hodgkin’s dis¬ 
ease during the first manifestation or reactivation 
of the disease and the presence of a normal level 
when the symptoms of the disease are in remission 
are reliable clinical aids for differentiating the re¬ 
activated from the dormant phase of the disease. 
The erythrocyte sedimentation rate also Serves well 
as a test, although its level, unlike that of the leuko¬ 
cyte sedimentation rate, may be affected by the 
presence of anemia or of an imbalance in the serum 
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protein level. The leukoc\^e sedimentation rate can 
be useful during chemical or roentgen-ray anti- 
neoplastic treatment of Hodgkin’s disease. A high 
leukocyte sedimentation rate at the termination of 
a course of antineoplastic treatment would suggest 
continuation of the treatment. If the leukocyte 
sedimentation rate returns to normal limits in the 
course of antineoplastic ti'eatment, it may be ad¬ 
vantageous to withdraw the specific treatment, 
since it has reached the useful therapeutic dosage. 

Hypertensive Vascular Disease as a Consequence 
of Increased Arterial Pressure: Quantitative Study 
in Rats with Hydralazine-Treated Renal Hyperten¬ 
sion. G. M. C. Masson, L. J. McCormack. H. P. 
Dustan and A. C. Corcoran. .Am. J. Path. 34:817-8.33 
(.Sept.) 1958 [Ann Arbor, Mich.]. 

The quantitative associations between levels of 
arterial blood pressure and the occurrence and 
character of hypertensive vascular lesions (myo¬ 
cardial, mesenteric, and pancreatic) were tested in 
rats subjected to partial renal infarction and uni¬ 
lateral nephrectomy. The levels of blood pressure 
were controlled by the administration of hydrala¬ 
zine in drinking water. This mode of administration 
of the drug was found to secure stable control of 
blood pressure at normal levels in most animals. In 
e.xperiments of short duration (7 to 14 days), acute 
vascular lesions were found in the majority of 
animals with untreated hypertension. These were 
largely prevented by maintenance of blood pres¬ 
sure widiin a normal range and, when they had 
been allowed to develop, were found to lose their 
acute characteristics when remission of hj'perten- 
sion was induced by hydralazine. A similar sequence 
was established in experiments of longer duration 
(1 to 2 months). The latter experiments also showed 
that control of renal hypertension by a drug for 
one month did not prevent the onset of severe 
hypertension and vascular lesions when the drug 
was vathdrawn. Tire data demonstrated a close 
association between blood pressure levels and the 
presence and character of the vascular lesions. The 
observations confirm the view that mesenteric 
“arteritis” of rats with hypertension is in fact an 
e.xpression of hj'pertensive vascular disease. 

The sensitivity of the renal vascular bed to 
hj'pertension was demonstrated in a group of 
hj'pertensive, hydralazine-treated rats which 
showed slight e.xtrarenal vascular alterations but, 
in some cases, severe and apparently progressive 
lesions in renal vessels. In accordance with previous 
clinical observ'ations, treatment of renal hyperten¬ 
sion in rats did not restore heart size to normal. 
On the contrary, continuous treatment with hydra¬ 
lazine in doses sufficient to prevent the onset of 
hj'pertension was found to increase heart size, 
presumably as a result of increased heart rate 
and output. 


RADIOL! 

Angiocardiographic Features . 

Garland Syndrome. E. K. Lang, L. 

J. G. Mcafee. Am. J. Roentgenol. 80:: 

1958 [Springfield, Ill.]. 

Anomalous origin of the left coronary W 
from the pulmonary artery (Bland-Wliite-Gaifty' 
syndrome) has been recognized clinically with rS 
creasin'T frequency in recent years. All 62 patients 
with this condition, whose cases were collected 
from the literature, died. Of the 62 patients, 50 
were infants and 12 were adults. The anomaly in¬ 
volved the left coronary' artery in 44 infants ami 
both coronary' arteries in 6 infants. In 9 adult pa¬ 
tients the anomaly involved the left coronary ar¬ 
tery', and in only 3 the rirrht coronary artery. In the 
adult patients the anomalous oriein of the coronary 
arteries either was an incidental postmortem find¬ 
ing or was observed at autopty in those w’lio diet 
suddenly' without preceding symptoms. Chest roent 
genograms were obtained in 24 of the 44 infants 
and they showed marked cardiac enlargement witl 
left ventricular pi'eponderance. 

The authors report on 4 infants with proved 
anomalous origin of the left coronary artery in 
whom a characteristic picture was found on angio¬ 
cardiography. The angiocardiographic findings in 
these patients sugcest that, with the intravenous 
injection of a radiopaque material, visualization of 
all the cardiac chambers is good despite the marked 
cardiac enlargement and slow circulation time, 
cause of the absence of intracardiac shunts. The 
right chambers are usually’normal in size, but the 
right ventricle is often displaced to the right and 
compressed anteriorly' against the sternum by the 
grossly' enlarged left ventricle. The posterior and 
left margins of the right ventricle are rendered 
concave by the bulging ventricular septum. The 
pulmonary' artery' and its branches usually appear 
normal. Opacification of the left coronary artery 
from the pulmonary' artery is not seen. The le t 
atrium may be normal or slightly enlarged; .more 
marked degrees of enlargement should suggest 
mitral stenosis. It is often displaced to tire rig 
and superiorly by the large left ventricle. It may 
be rotated so tliat its left side is higher than t e 
right. The left ventricular chamber usually re 
mains opacified for a prolonged period because o 
its huge size and because of the slow circula wo 
time. When rapid serial roentgenograms are o 
tained at the rate of 4 to 6 frames per second, 
absence of effective systolic contractions is ap 
parent. The hy'pertrophied left ventricular wa 'S 
seen at tire base of the heart in the anteroposteir^ 
views, and in the ventricular septum in the la er ^ 
views. In contrast, the apical region shows mar 'c 
thinning of tire wall; its actual measurement m 
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roentgenogram cloc.s not exceed 2 or 3 mm. As a 
rc.snlt of this thinning, the opacified left venti'icnlar 
cavity develops a rather pointed and localized 
bulge at the apex. Tire aorta appears normal. Dif¬ 
ferential diagnosis hchvecn the llland-Whitc-Gar- 
lancl syndrome and other conditions producing left 
ventricular enlargement in infants can usually be 
made angiocardiographicalb' by the characteristic 
thinning of the myocardium near the apex and by 
the absence of pulsation of the huge left ventricle. 

Three of the 4 infants in the authors’ series died, 
hut cardiopneumopexy with phenol dc-epicardial- 
ization and talc poudrage saved the life of the 4th 
patient, in whom the clinical findings, in conjunc¬ 
tion with the angiocardiogram and the electro¬ 
cardiogram, established the diagnosis of anomalous 
left coronary arterr’ arising from the pulmonary 
artery. The characteristic picture found on angio¬ 
cardiography in the 4 infants promises to be a 
valuable adjunct in diagnosis. 

The Role of Aortography in the Determination of 
Operability in Arteriosclerosis of the Lower Ex¬ 
tremities. E. J. Wylie and L. Goldman. Ann. Surg. 
148:325-342 (Sept.) 1958 [Philadelphia]. 

With increasing interest in the surgical treatment 
of peripheral arteriosclerosis, there have been nu¬ 
merous inquiries concerning the place that aorto¬ 
graphy should occupy in the preoperative evalua¬ 
tion of patients presenting clinical manifestations 
of chronic arterial occlusive disease in the lower 
extremities. The 3 issues upon which attention has 
been focused involve the extent to which aorto¬ 
graphy may supplement clinical findings, the prac¬ 
tical value of such information, and the complica¬ 
tions that aortograi)hy may cause. To clarify these 
issues, the authors reviewed the records of 500 
patients with arteriosclerotic obstructipn involving 
arteries supplying the lower exb'emities, on whom 
aortography was performed. The site of injection 
was the upper abdominal aorta in 290 patients and 
the lower abdominal aorta in 210 patients. The 
lower level has become the site of choice for all 
studies except those in which clinical findings have 
indicated thrombosis of the abdominal aorta. Simul¬ 
taneous injection through tw’O 17-gauge needles 
permitted the rapid introduction of an adequate 
bolus of the medium, thus eliminating the possi¬ 
bility of hemorrhage that might have occurred if 
a single needle of larger caliber had been used. It 
was found that aortography added surgically sig¬ 
nificant supplementary information to the purely 
regional localization of arterial occlusion that had 
been determined by prior clinical examination. The 
information obtained proved valuable in the final 
determination of operability and in the selection 
of the site and method of operation. 


PUBLIC HEALTH 

An Outbreak of Pharyngoconjunctival Fever 
Caused by Types 3 and 4 Adenovirus at Waabvijk, 
The Netherlands. J. van der Veen and G. van der 
Ploeg. Am. J. Hyg. 68:95-105 (Sept.) 1958 [Balti¬ 
more]. 

This report is concerned with a localized epi¬ 
demic of pharyngoconjunctival fever in The Neth¬ 
erlands in 1957. The outbreak occurred at Waalwijk, 
a town with a population of about 16,000. In July, 
1957, one of the Waalwijk physicians reported tliat 
he was seeing cases of illness characterized by 
fever, pharyngitis, and conjunctivitis among school 
children. Within a few days a sharp increase in the 
number of cases was observed. Tlirough the co¬ 
operation of practicing physicians and the school 
medical officer, the authors were able to study this 
outbreak. Tliey made studies on 65 patients. The 
outbreak appeared to be due to adenovirus, types 
3 and 4. Type 3 was isolated from 46 patients, and 
t)’pe 4 from 11 patients. Types 2, 5, 7, and 9 were 
recovered from sporadic cases of pharyngoconjunc¬ 
tival fever. In 63 cases both throat swab and stool 
were examined for adenovirus content; the stool 
appeared to be a better source of virus than the 
throat swab. About two-thirds of the cases oc¬ 
curred among school children, 8 to 14 years of age. 
Boys were attacked at a higher rate than girls. The 
epidemiologic observations are discussed with re¬ 
spect to the probable relationship of illness and 
irritation of the nasal and conjunctival mucosa 
from swimming and outdoor activities. 

Adenovirus Infections in Children and Young 
Adults: With Comments on Vaccination. A. S. 
Evans. New England J. Med. 259:464-468 (Sept. 4) 
1958 [Boston]. 

The author reports a study on 710 university 
students admitted to the infirmary of the Univer¬ 
sity of Wisconsin between 1954 and 1958 with 
symptoms of acute respiratory disease. In 10% of 
the patients the symptoms were due to bacteria, 
in 10% to known viruses, and in 80% to unknown 
conditions. Only 7 adenoviruses were isolated, a 
rate of 1%: types 1, 3, 4, and 6 were identified. 
According to these findings, about 1 university 
student per 5,000 acquires a clinical illness due to 
adenovirus each year. A similar picture was ob¬ 
served in presumably healthy third-graders, aged 7 
to 9 years, attending 3 public schools. Only 3 
adenoviruses were isolated from 1,194 swabs ob¬ 
tained from 291 of these pupils. Because of these 
findings vaccination of the general public against 
adenovirus infections is not recommended. It is, 
however, recommended in military recruits and in 
persons who have intimate and prolonged contact 
with one another, such as inmates in mental hos¬ 
pitals, tuberculosis sanatoriums, and homes for 
the aged. 
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Infectious Diseases of Children. By Saul Krugman, M.D., 
Associate Professor of Pediatrics, New York University Col¬ 
lege of Medicine, New York, and Robert Ward, M.D., Pro¬ 
fessor and Head of Department of Pediatrics, University of 
Soutlrem California, Los Angeles. Cloth. §10. Pp. 340, with 
•51 illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1958. 

The material covered in this book covers those 
viral, rickettsial, and bacterial infections currently 
met by practicing physicians in the home, office, 
and hospital. The chapters on the Coxsackie virus 
infections, viral hepatitis, influenza, acute bacterial 
meningitis, rubella, stairhylococcic infections, toxo¬ 
plasmosis, and communicable disease control, are 
particularly good. The one on staphylococcic infec¬ 
tions is especially timely. The Ueatment of preg¬ 
nant women with rubella is e.xplained well. The 
value of tire text would have been enhanced if an 
introductory chapter had been wi'itten giving cur¬ 
rent knowledge of means of isolating, identifying, 
and culturing bacterial, rickettsial, and viral or¬ 
ganisms. The color plates, schematic drawings, and 
graphs are very well done. The text is recommended 
for use by tire general practitioner, pediatrician, 
internist, and healtli officer. 

Life Insurance and Medicine: The Prognosis and Under¬ 
writing of Disease. Edited by Harry E. Ungerleider, M.D., 
F.A.C.P., Director of Medicai Research, Equitable Life As¬ 
surance Society of United States, and Richard S. Gubner, 
M.D., F.A.C.P., Clinical Associate Professor of Medicine, 
State University of New York College of Medicine, Brooklyn. 
Cloth. S 16.50. Pp. 994, witli illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., Black- 
well Scientific Publications, Ltd., 24-25 Broad St., O.xford, 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, 
Canada, 1958. 

This book is a compilation of lectures and papers 
dealing with many aspects of life insurance and re¬ 
lated topics. The 56 contributors are recognized’au¬ 
thorities in life insurance and related fields. The 
te.xt is divided into four parts. Part 1 deals with the 
fundamentals of life insurance. It explains not only 
the principles of life insurance, organization of com¬ 
panies, tile, various forms of life insurance, mor- 
talitjf tables and statistics, risk selection, and re¬ 
insurance but also such topics as inspection reports, 
internal organization of life insurance companies, 
tlie legal phases, and healtli insurance. Although 
part 2 is captioned, “Non-Medical Aspects,” tliere 
are several interrelationships mentioned tliat in¬ 
volve various elements of the medical profession. 
These chapters deal until history and philosophy of 


These book rev7eivs have been prepared by competent authorities 
but do not represent the opim'ons of any medical or other organization 
unless specifically so stated. 


life insurance, the relationship of longevit}' to in¬ 
surance selection, mortality tables, numerical rat¬ 
ings with respect to underwriting, nonmedieal un¬ 
derwriting, biological and social factors that influ¬ 
ence life insurance selection, the relationship be¬ 
tween tlie life insurance medical director and physi¬ 
cians in private practice, medical forms, medical 
examiners and their selection, and the internal or¬ 
ganization of a life insurance company medical 
department. 

To those who feel that life insurance medical di¬ 
rectors dwell in a world apart from clinicians, part 
3, entitled “Medical Aspects,” makes it clear that 
medical directors must not only keep abreast of 
clinical medicine but also be able to translate these 
developments into tlieir effects on risk selection, 
morbidity, and mortality. Impaired risks are dis¬ 
cussed and several chapters are devoted to such 
diseases as diabetes, hypertension, hepatic disor¬ 
ders, and neoplasms. The two chapters in part 4 deal 
with various facets of accident and health insurance 
including the relatively new type of coverage called 
major medical. The essential differences behveen 
accident insurance and health insurance are dis¬ 
cussed including botli underwriting and claims pro¬ 
cessing. Many life insurance companies wite a sub¬ 
stantial volume of accident and healtli insurance, 
certain phases of which depend on medical evalua¬ 
tion. For the most part the text is well presented 
and edited. There are, however, a few typographical 
errors. For e.xample, on page 186 in a discussion on 
life insurance contract clauses, it is stated “tliat the 
pohcy will be incontestable for two years... •’ 
text should indicate either that the policy is incon¬ 
testable after two years or that it is contestable only 
during the first two years. This book, whieh is well 
indexed, is a valuable source and reference foil 
covering a wide range of topics. It is recom¬ 
mended for those who desire broader understand¬ 
ing of the many responsibilities of life insurance 
medical directors and the interdependence between 
medical directors and physicians in private practice. 


Diseases of the Thyroid and Parathyroid 
Bemard J. Ficarra, A.B., Sc.B., M.D. Cloth. $8.50. Pp- ^ 
witli 131 illustrations. Intercontinental Medical Book CorpO" 
ration, 381 Fourtli Ave.-, New York 16, 1958. 


The following quotation from the author s intro 
duction correctly' describes this work: “This 
. . . has been published not because it is belie' 
to contain any new revelations for tlie master tnj 
roid surgeon but because it contains factual 
edge on thyroid diseases which should 
knovm to the general surgeon interested in thyroi 
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surgery. Tiiis book, tliercfore, is the literary product 
of a general surgeon who is interested in, manages, 
and operates upon patients with surgical disorders 
of the thyroid gland. It is an accumulation of 
knowledge gained by an average general surgeon, 
with an average surgical practice, in an average 
American community.” This scholarly little book 
gives the chronological rdsume of the history of 
thyroid and parathyroid diseases from 1600 to 1954. 
The bibliograph)' is cxtcnsi\'e and carefullj' selected. 
The emphasis on the pituitar)’ thyrotrophic hor¬ 
mone is justifiable but the use of the abbreviation 
“anteritarj'” for anterior pituitary is not. In the 
theoretical discussion of the cause of exophthalmic 
goiter the conclusion that there is insufficient thy¬ 
roid secretion to inhibit TSH production seems 
contradictor}'. It appears more likely that it is the 
failure of an e.vcess of thjToid secretion to inhibit 
the hj'pothalamus that causes the disease. 

From the internist’s point of view this book fails 
to make clear that the proper treatment of non¬ 
toxic goiter is medical, and that of toxic goiter uses 
radioactive iodine. The discussion of isotope treat¬ 
ment is condensed in one short paragraph referring 
to a series of 22 patients. Since 1,500 such patients 
were reported in 1953, three years before this book 
was xTOtten, this seems inadequate. The manage¬ 
ment of postoperative parathyroid tetany, a life¬ 
long disease occurring after surgical treatment of 
h^’pertbyioidism that the internist inherits from the 
unsuccessful surgeon, is also inadequately treated. 
This is nevertheless a valuable book, presenting the 
surgical approach to hj'perthjToidism, a good chap¬ 
ter on e.xophthalmos, and a brief discussion of 
h}'perpafatli>Toidism. 

Bhysical Diagnosis. By F. Dennette Adams, M.D. [Origi¬ 
nally written by Richard C. Cabot, M.D.] Fourteenth edition. 
Cloth. $12. Pp. 926, with illustrations. Williams & Wilkins 
Company, Mount Royal and Guilford Aves., Baltimore 2, 
1958. 

This well-know'n book has been enthusiastically 
accepted by physicians and students throughout 
the world. This edition is even more complete than 
its predecessors and definitely a correlative text¬ 
book, since the author has xvritten a good synopsis 
of clinical diagnosis with special emphasis on the 
physical diagnostic signs and symptoms of disease. 
The general motif of the book consists of a thor¬ 
ough discussion, with multiple illustrations, of the 
techniques of physical diagnosis and of good his¬ 
tory-taking. Tire author has then proceeded to ex¬ 
plain the application of these techniques to each 
anatomic system, and correlated the physical signs 
witli tire anatomic and physiological alterations of 
the pathogenetics of the diseases discussed. He has 
included the laboratory data and x-ray findings 
wherever they are applicable. The illustrations are 
excellent. After discussion of each system’s diseases. 


the author has outlined the pertinent differential 
diagnoses. The book is designed primarily for the 
medical student but it should be of great value to 
the neophyte physician, and even the seasoned 
jjhysician may find in it many useful reminders. 
Reading so complete yet concise, accurate, and 
well-documented a book is in itself a great pleasure. 

Hermaphroditism, Genital Anomalies and Related Endo¬ 
crine Disorders. By Howard W. Jones, Jr., M.D., Associate 
Professor of Gynecology, Johns Hopkins University School 
of Medicine, Baltimore, and William Wallace Scott, M.D., 
Ph.D., Professor of Urology, Johns Hopkins University School 
of Medicine. Cloth. $16. Pp. 456, with 466 illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2, 1958. 

Jones, Scott, and an authoritative group of con¬ 
tributing authors have furnished a most important 
and greatly needed account of the problems of 
intersexuality, including medical, surgical, embryo- 
logic, and psychiatric aspects. The recent interest 
on the part of both the laity and the medical pro¬ 
fession in the physical and psychological problems 
of intersexuality should be adequately satisfied by 
tliis contribution. In 1937, the late Hugh H. Young 
published a classic monograph entitled “Genital Ab¬ 
normalities, Hermaphroditism and Related Adrenal 
Disorders.” The supply of this work was quickly 
exhausted. So much has been learned about the 
adrenal and its function since Dr. Young’s contri¬ 
bution that there has developed a real demand for 
just such an up-to-date summary of accumulated 
knowledge as is now presented. Using Dr. Young’s 
background of material, including the inimitable 
drawngs of William Didusch, Dr. Jones, a gyne¬ 
cologist, and Dr. Scott, a urologist, have compiled 
a text which comprises all that is known and ac¬ 
cepted on the cause and treatment of abnormalities 
of sexual development. The chapter on the origin 
of the concept of hermaphroditism in Graeco- 
Roman culture gives evidence of profound research 
and deserves its place in the histories of mythology 
and sculpture as well as medicine. A chapter on 
the recent advances in the determination of sex 
from a genetic standpoint by Jost should serve as a 
guide from both a legal and medical point of view. 
True hermaphroditism, a rare condition, is dis¬ 
cussed in great detail. Only 60 authenticated cases 
have been reported in the past 100 years. Gonadal 
aplasia and dysplasia, Klinefelter’s syndrome, male 
hermaphroditism, and female hermaphroditism due 
to congenital adrenal hyperplasia are thoroughly 
discussed from both scientific and practical aspects. 
Endocrine tumors of the testis, feminizing adrenal 
cortical tumors in males, and the radiologic diag¬ 
nosis of adrenal tumors are illustrated by case re¬ 
ports and clinical data. Surgery of .the adrenals is 
well described. This monumental contribution on 
an unusual but interesting group of subjects should 
stand as authoritative for many years. 
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CHEST X-RAYS FOR SCHOOL PERSONNEL 
To THE Editob:—T/ ie problem of regular chest 
x-rays for personnel who work intimately with 
children in the schools has come up this year. 
Present practice includes the submission of a re¬ 
port of negative chest x-ray findings by Nov. 15 
of each year. The teacher (or classified employee) 
may submit a report of current negative results 
on skin testing for tuberculosis in lieu of the chest 
x-ray report if he so desires. Of course, if the 
skin test shows positive results, he will have to go 
through with the x-ray anyway. Are there any 
recent developments which might provide a bet¬ 
ter approach to this problem of adequately safe¬ 
guarding the children? Are there any comments 
—pro or con—on the approach here outlined? 

H. Veazie Markham, M.D., Torrance, Calif. 

A^^s^^'ER.—The practice of requiring school per¬ 
sonnel to submit e^ddence of freedom from active 
tuberculosis as a condition of employment is grow¬ 
ing in the United States. Such procedures not only 
safeguard the health of children but also promote 
the fitness of school personnel. The procedure of 
requiring a negative finding on skin test for tuber¬ 
culosis or a chest x-ray when this is known to be 
positiv^e seems to be in keeping with present recom¬ 
mended practices. In some places, the routine 
chest x-ray is preferred because it may disclose 
otlier conditions, as well as being helpful in 
tuberculosis case finding. Also, when the incidence 
of tuberculosis in an area is relatively high, routine 
chest x-ray may be the most economical approach. 
Since local conditions and recommendations varj', 
consultation mtli state and/or local health depart¬ 
ments, tuberculosis association, and medical society 
is recommended. Local understanding and interpre¬ 
tation, as well as clarification of procedures, will 
be furthered through this process. Regardless of 
method, it is well to include in an accompanying 
educational campaign reassurance as to the use 
of x-ray in die process. Misleading statements have 
been made, and misinterpretations of factual ob¬ 
servations have aroused needless fears concerning 
the medical use of x-rays. It is, therefore, important 
to point out that only minute amounts of radiation 
are employed and that these are very unlikely to 
reach the gonads. One wonders about the Nov. 15 
date mentioned in the question. For purposes of 

The ans^ve^s here published have been prepared by competent au¬ 
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administration, as well as protection of children 
and associates, the opening date of school in the 
fall might be a more satisfactory deadline. 

DUODENAL ULCER AND BILIARY 
TRACT DISEASE 

To THE Editor;—I s there any possibility that the 

development of a duodenal ulcer could he caused 

or contributed to by previous biliary tract disease 

or biliary tract surgery? 

J. Manly Bryan, M.D., Canyon, Texas. 

AiVSwer.— Previously, it was believed and taught 
that duodena] uleer and gallbladder disease did not 
exist in the same individual because of varied 
constitutional characteristics for each of the two 
diseases. This is an error; the two diseases do co¬ 
exist in the same person, and, when they do, it is 
usually the ulcer and not tlie gallbladder that is 
responsible for the symptoms. The mere fact that 
gallstones or cholecystitis is present in a patient 
with ulcer does not signify that the gallstones or 
the gallbladder disease is causally related, but at 
times the inflamed gallbladder may become ad¬ 
herent to the duodenum. Apart from the mechanical 
contiguity, there is no etiological relationship be¬ 
tween the two diseases. The inflamed gallbladder 
does not aggravate the ulcer, nor does the ulcer 
have any relationship to the gallbladder. At times 
the gallbladder may perforate through the second 
portion of the duodenum (even resulting in gross 
hemorrhage). It is through this fistulous opening 
that large gallstones make their way into the small 
intestine and eventually cause a gallstone obstruc¬ 
tion. 

As for biliary tract surgery, a persistent e.xternar 
biliar)' fistula surgically ti’eated for the relief of 
biliary obstruction might divert enough of the 
alkaline pancreatic juices from the duodenum as 
to make possible the formation of a duodenal ulcer. 

Answer.— There seems to be no definite erfdence 
that previous biliary tract disease or biliary tract 
surgery has anything to do with the development 
of a duodenal ulcer. Occasionally, a roentgeno¬ 
logic deformit}' of the duodenum resembling a 
duodenal ulcer may be reported in persons w 'O 
have had previous biliary tract surgery, and a duo¬ 
denal ulcer may be associated with biliar)' trac 
disease. Occasionally, at the time of abdomina 
exploration, the deformity has been found to be due 
to adhesions between the gallbladder area ® 
duodenum and a true ulcer does not exist. 1 
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dcforniil'y ba.s been noted to disappear when the 
adlicjiions were cut. While duodenal ulcer and 
biliary tract disease may be found in the same 
indindual, there is no definite evidence that the 
ulcer is (he rcsidt of biliarv tract disease. 

HEADACHES 

To THE Editor:—A 4S-iiear-oI(l man complains of in¬ 
tense headache dtiriu" coiliis. The severity of the 
headache begins to subside about five minutes 
after orgasm. Occasionally, the headache is ex¬ 
perienced with bowel movement. W'hat might be 
the cause, and what treatment should be given? 

A/.D., Maryland. 

Answer;— Etiological possibilities include mi¬ 
graine, hypertension, and psychogenic or emotional 
factors that irroduce stress. Allerg)' to food or some¬ 
thing in the environment may be present. The con¬ 
dition may be due to nasal congestion normally 
occurring during coitus superimposed on nasal or 
sinus allerg)' or patholog)’. These effects may be ac¬ 
centuated by excessive smoking associated with 
drinking. Toxic states or endocrine or biochemical 
factors may be at the root of the trouble. Other 
causes may be skull tumor, pheochromocytoma, and 
aneur)'sm, among others. For migraine, treatment 
consists of a combination of ergotamine tartrate and 
caffeine. For psychogenic or emotional factors, anal- 
gesics.and psychotherapi' are used. In allerg)', de¬ 
sensitization or avoidance is the key. For nasal 
congestion, vasoconstrictor nose drops and anal¬ 
gesics are effective. The other conditions obviously 
require special ini'estigation and treatment. 

ORAL SURGERY DURING 
ANTICOAGULANT THERAPY 
To THE Editor;—I f is becoming increasingly more 
common to encounter patients who are on long¬ 
term anticoagulant therapy and who require 
extraction of teeth or other oral surgery. One ap¬ 
proach to this problem has been to withdraw the 
anticoagulant about 48 to 72 hours preopera- 
tively, perform the extractions, and then reinsti¬ 
tute anticoagulant administration 24 or more 
hours later. Some insist on prothrombin time de¬ 
terminations for confirmation; others do not. 
Vitamin K, is recommended by some and not by 
others. Still others feel that the dangers of throm¬ 
bosis far outweigh the problem of _postextraction 
hemorrhage and prefer that anticoagulant therapy 
not he discontinued. This latter group is of the 
opinion that local bleeding from an extraction 
wound can be managed by local measures. Please 
give comments and suggestions. 

M.D., New York. 

Ansxver.— Patients on anticoagulant therapy will 
show a strong tendency toward prolonged hemor¬ 
rhage. This risk must always be considered when 


oral surgical procedures are contemplated. It is little 
appreciated that blood loss during some oral sur¬ 
gical procedures is comparable wiQi that occurring 
in major surgical procedures. Experience at the New 
York Veterans Administration Hospital indicates 
that anticoagulant drugs be withheld before dental 
operations (Ziffer and others. New England J. Med. 
256:351,1957). Prompt resumption of therapy when 
hemostasis has been obtained will result in minimal 
interruption of anticoagulation therapy. The pa¬ 
tient’s oral surgeon and physician, or cardiologist, 
should determine after consultation the treatment 
plan for the individual patient relative to the cessa¬ 
tion of anticoagulant therapy and/or vitamin K ad¬ 
ministration. The oral surgeon should not assume 
the responsibility for tbe discontinuance of anti¬ 
coagulation therapy. 

CONTRECOUP BRAIN DAMAGE 
To THE Editor;—A 75-year-old man was struck over 
the forehead in an accident. He was unconscious 
for a short length of time. X-rays revealed no 
fractures. After the accident he complained of 
unsteadiness and severe frontal headaches; these 
have persisted. He has also complained of pro¬ 
fuse discharge from his nose, mouth, and eyes 
only when eating. This phenomenon has per¬ 
sisted. Audiometric tests revealed bilateral severe 
nerve deafness. Findings in vestibular function 
studies (caloric stimulation) toere normal. Neuro¬ 
logical examination findings were entirely nega¬ 
tive. The nasal discharge, which teas clear, was 
tested for presence of cerebrospinal fluid, tvith 
negative results. Examination immediately after 
the patient had taken a few bites of food revealed 
a profuse clear discharge from the middle and 
superior turbinal areas in each side of the nose. 
The mucosa appeared to be normal. A profuse 
discharge of clear saliva could be seen isstdng 
from each Stensen’s and Wharten’s ducts. In 
addition, a profuse epiphora concurred. A search 
of the literature has been unrevealing for the 
pathoanatomic basis of this phenomenon. Please 
supply information on this. 

Joseph Freeman, M.D., Miami, Fla. 

Answer.— It is likely-that the finding of severe 
bilateral nerve deafness is the key to the explana¬ 
tion of tire phenomena described. It is well known 
that trauma to the forehead can, by contrecoup, 
damage petrous pyramid structures bilaterally with¬ 
out a demonstrable fracture of the base of the 
skull. The equivalent of a contusion is produced 
and later organized as a scar, with or without bony 
thickening in the damaged area. The bilateral nerve 
deafness is probably related to trauma in and be¬ 
yond the tractus spiralis foraminosus at the fundus 
of the internal auditory meatus. Just superior to 
tlie falciform crest of the internal auditory meatus 
is the facial nerve, and at the nearby genu is its 
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geniculate ganglion. The nervus intermedius carry¬ 
ing efferent parasympathetic secretory fibers to 
the submaxillary ganglion and to the sphenopala¬ 
tine ganglion, and afferents through geniculate 
ganglion fibers to the nucleus of the tractus soli- 
tarius, would be just as vulnerable as auditory 
fibers. So would the preganglionic parasympathetic 
fibers of the small superficial petrosal nerve, which 
tunnel from the middle ear to the anterosuperior 
face of the petrous pyramid very close to the ge¬ 
niculate ganglion and facial hiatus on the way to 
the otic ganglion. The latter structure supplies 
postganglionic parasympathetic secretory fibers to 
the parotid gland. Damage in the areas described 
could produce all of the symptoms noted including 
the epiphora, which is induced by orbital branches 
of the sphenopalatine ganglion. 

ALKALI THERAPT WITH PAS 
To THE Editor:— In the treatv^ent of tuberculosis, 
when PAS is being given in the usual dosage of 
12 Gm. per day, is one justified in using an alkali, 
such as inagnesium trisilicate and/or aluminum 
hydroxide, to allay stomach distress? Does the 
alkali interfere in any way with the potency of 
PAS? 

E. K. Disney, M.D., Dawson Springs, Ky. 

Answer.— There is no objection to giving a com¬ 
pound such as magnesium trisilicate-aluminum hy¬ 
droxide to a patient who is on PAS regimen; it 
would be better to give it at a different time, how¬ 
ever. The alkali does not interfere with the potency 
of PAS. To patients who are very distressed by one 
form of PAS, the calcium salt may prove less irritat¬ 
ing. 

LIVER FUNCTION TESTS AND 
CHOLECYSTOGRAPHY 

To THE Editor:—P lease give information on the 
correlation between liver function tests, specif¬ 
ically, sulfobromophthalein excretion, and oral 
cholecystography. A patient, not jaundiced, has 
normal findings on liver functions tests; however, 
cirrhosis is strongly suspected. This patient shows 
no shadow after being given gallbladder dye on 
repeated occasions. Also, in other patients ivith 
mildly impaired liver function, according to liver 
function tests sometimes no dye is found in the 
gallbladder. Have any studies been done on cor¬ 
relating these two methods of examination? 

R. F. Hartwich, M.D., 'Winona, Minn. 

Answer.— Several studies have been made and 
j)ublished on this point. It has been shown that,- 
when liver function is sufficiently impaired, even in 
the absence of jaundice, the gallbladder dye is not 
properly extracted from the blood. As a result, tlie 
gallbladder is visualized poorly or, perhaps, not at 
all. It is somewhat difficult to accurately predict the 
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degree of liver damage necessarx' to influence gall- 
bladder visualization. Since sulfobromophthalein is 
extracted from the serum in a somewhat similar 
manner as gallbladder dye, the results of this test 
correlate better with those of gallbladder visualiza¬ 
tion than any other. Sulfobromophthalein retention 
of over 20% is usually associated with a dim or ab¬ 
sent gallbladder shadow. On the other hand, in tbe 
presence of active infla'mmation in the liver, as indi¬ 
cated by positive findings on flocculation tests, one 
may have a dim shadow even though the sulfobro¬ 
mophthalein' retention is only 7 or 8% at the end 
of 45 minutes. 


VITAMIN C 

To THE Editor:— IV/iof is the difference between 
vitamin C from natural sources and the synthetic 
vitamin C—ascorbic acid—in regard to human me¬ 
tabolism in the so-called normal individual and in 
the patient with wound healing after operation? 

W. Forrester Maley, M.D., Chicago. 

Answer.— Vitamin C is a specific chemical entity, 
and, therefore, the body is unable to differentiate 
between sources of this chemical (ascorbic acid). 
Whether the body obtains its vitamin C from syn¬ 
thetic ascorbic acid or from orange juice, the man¬ 
ner in which this substance is utilized by the body 
is exactly the same. Vitamin C is used by some phy¬ 
sicians in quite massive doses postoperatively, but 
apparently the rationale for such administration is 
open to question. The following quotation, taken 
from the book “Modern Nutrition in Health and 
Disease” by Wohl and Goodhart (Philadelphia, Lea 
& Febiger, 1955), sums up quite accurately the cur¬ 
rent concept of the role of vitamin C in patients 
after operation. 

Large doses of ascorbic acid have been used by nyu'i 
surgeons in their post-operative patients in order to facililate 
the healing of surgical wounds. This idea was based on tlie 
observations that stress situations like surgical operations an 
severe burns about the body lowered the senini ascorbic 
acid level and that ascorbic acid concentrated the con 
nective tissues about healing wounds. It was based also on 
the well-known clinical e.\perience that scun-y impairs woiinc 
healing. However, more recent data indicate that ascor ic 
acid metabolism is in a state of flux in post-operative paticn s, 
and that the serum levels do not correlate well with plate e. 
white blood cell (buffy coat) levels. 


20 normal persons ... 
200 surgical patients 


Ascorbic Acid (Mg- '''• 


Butfy 

Coat 

15.2 

14.5 


Whole 
Blood 
■ 0.73 
0.48 


Plasma 

0.69 

0.36 


Levels in the anterior rectus fascia below 1.5 mg- pej 


cent 


Eeveis m tne anterior rectus tascia oeiuw 
indicate significant deficiency and are usually correlate 
plasma levels of less than 0.2 mg. per cent. Plasiua 
above 0.2 mg. per cent in such surgical 
cates adequate tissue saturation. Only when the ^ 
ascorbic acid concentration falls to very low ^ 
danger of wound disruption, and examples of this tli 
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nrc iwlrcnu'ly rare. From llie o.\porimciUal oviclcnco available 
at iireseiit, it wouUl apiioar that the low plasma ascorbic 
.iciil level in patients just subject to a stressful procedure like 
major surjtor)- is due to rerlistribution of ascorbic acid within 
the Iwdy rather than to an acttial deficiency of tile vitamin. 
A siniihir phenomenon occurs in iron and vitamin H-complex 
metaholisin. 

COMPLICATIONS OF ROUTINE 
LAPAROTOMIES 

To THE Editou:— f/olo frcqttenihj is s}wniancom 
pneumothorax unexjicr.tcdhj encountered during 
routine laparotomies (e. g., appendectomy)? How 
frequently does this condition complicate thera¬ 
peutic pneumoperitonetim? How frequently does 
if complicate therapeutic or spontaneous pneu¬ 
mothorax? Joseph W. Kimbrough, M.D., 
Albuquerque, N. Mc.v. 

Answer.— None of several general surgeons who 
have large surgical practices can remember en¬ 
countering pneumothorax as a complication of rou¬ 
tine laparotomies unless there has been some surgi¬ 
cal injur)' to the diaphragm. If such a complication 


should occur, it may be due to the rupture of a 
small bleb on the lung rather than to any air from 
the peritoneal cavity entering the pleural cavity. In 
a long experience with artificial pneumothorax and 
pneumoperitoneum, this consultant can recall only 
one case in which there was diaphragmatic hernia. 
It is not felt that diaphragmatic hernia can in any 
way be related to artificial pneumothorax or pneu¬ 
moperitoneum. If a diaphragmatic hernia with a 
peritoneal sac is already present, one would expect 
air from a pneumoperitoneum to enter tliis sac, and, 
if a traumatic diaphragmatic hernia were present 
without a sac, one would expect the air from the 
peritoneal cavity to enter the pleural cavity. In one 
instance the pneumoperitoneum was done as a 
therapeutic procedure in an attempt to locate the 
diaphragm. Wien the ,x-ray was taken with the 
patient in the upright position, there was no air in 
the abdomen but there was a well-defined pneu¬ 
mothorax. At operation, a large rent in the dia¬ 
phragm was found which made a direct connection 
between the peritoneal and pleural cavities. 


UNUSUAL MEDICAL QUESTIONS 

The Questions and Answers Department of The Journal receives many letters describing 
unusual cases. Some of these are too detailed to be printed in the regular Questions and An¬ 
swers section. From time to time those that represent apparently new or different clinical syn¬ 
dromes or other interesting medical data will be presented in this section of The Journal.—Ed. 


BRONCHOSCOPY AND BRONCHOGRAPHY 
To THE Editor:— Please discuss the indications for 
and safety of bronchoscopy and bronchography. 
What determinations, such as that for vital capac¬ 
ity, should be done first to see if and how much 
the patient can tolerate these procedures— 
especially the aged? What is the accepted treat¬ 
ment for bronchiectasis? Is repeated bronchos¬ 
copy each time a patient has an upper respiratory 
infection good treatment? Is aerosol penicillin 
used for dironic lung infection? M.D., Iowa. 

Answer.— The ability of a patient to tolerate 
bronchoscopy is based on an evaluation of the 
respiratory reserve. It is contraindicated if the in¬ 
formation to be gained is minimal in the light of 
the potential dangers of the procedure, such as in 
true bronchiolitis in an infant; acute generalized' 
pneumonitis where the presence of a foreign body 
has already been ruled out by the history and find¬ 
ings; the presence of a severely narrowed laryngeal 
or tracheal airway, except when the bronchoscope 
is passed through the larynx to establish a comfor¬ 
table ainvay while tlie tracheotomy is being per¬ 
formed; and an obviously inoperable carcinoma of 
the.lung in which x-ray therapy also is contraindi¬ 
cated because of the patient’s poor health (this 


state of affairs is exceedingly rare). Bronchoscopy 
is also contraindicated in patients with uncontrol¬ 
lable coughing, if the dyspnea is severe when tlie 
patient is at rest and lying down, when dyspnea is 
initiated from the effort of sitting up, and when the 
patient is able to speak only a few syllables witli 
each breath. It is risk)' if the severe dyspnea is 
associated with cor pulmonale and witli hemocon- 
centration. Tlie procedure is dangerous if severe 
dyspnea is associated with cardiac decompensation 
or coronary insufficiency. The bronchoscopist must 
be particularly adept, working without trauma but 
with agility; he must be willing to stop before com¬ 
pletion of examination in certain instances, such as 
dyspnea with pulmonary emphysema, where the 
back-pressure of breathing against the larynx is 
necessary for adequate filling of the alveoli witli 
air, a need for the employment of a mechanical 
aeration-assist, as in bulbar poliomyelitis, and the 
presence of wheezing or other evidence of broncho- 
spasm during procedure. He must also be willing to 
stop during or after previous procedures (broncho- 
dilators may be used as necessary).' Bronchos¬ 
copy is hazardous if the vital capacity is less than 
half of normal or if the maximum breathing ca¬ 
pacity is less than twice the tidal air on quiet 
breaking. As a matter of fact, tracheotomy often is 
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safer when the patient is “loaded” with secretions, 
but one should be prepared for mechanical respira¬ 
tory assistance during and after the procedure if the 
patient needs carbon dioxide stimulation to breathe, 
i. e., if increased oxygenation causes irregular 
breatliing, apnea, or otlier changes. Tlie ability of 
the patient to tolerate bronchography is based on 
an ev'aluation of all factors mentioned under 
bronchoscopy, plus contraindications set by sensi- 
tivit)' to materials to be used for the bronchogram, 
such as iodine or iodide sensitivity discovered by 
the history and by testing and local reaction or 
burning when a small amount is introduced into 
the conjunctival sac or when a small amount is held 
in the mouth and by sulfonamide sensitivity on the 
basis of die history, when sulfonamide-iodized oil 
combinations are to be employed. Under such cir¬ 
cumstances it is well to use another agent. Even 
more so dian in bronchoscopy, bronchography is 
contraindicated if the potential dangers equal or 
exceed the probable benefits of diis solely diagnostic 
procedure. The procedure should not be carried out 
if the pulmonary secretions are too abundant to 
allow adequate anesthesia and control of cough by 
anesthesia when die patient is unable to withhold 
coughing or to permit adequate filling of the 
dacheobronchial tree by the bronchographic agent 
or adequate filling without producing dyspnea. It 
is contraindicated if suppuration is bilateral and 
not amenable to surgery. Medical management of 
a marked suppurative bronchitis is essentially the 
same as for bronchiectasis. Therefore, die risk of 
bronchography is not entirely justified. Concerning 
special tests, die clinical evaluation of the patient 
is superior to any tests when the potendal dangers 
of these procedures are considered. These include 
the evaluation of vital capacity, maximum breathing 
capacity, and other functions as previously men¬ 
tioned. 

Present dierapy for bronchiectasis includes sur¬ 
gical as well as medical modalides. Surgical removal 
of the affected part of the lung is indicated where 
die disease involves something less than one-half 
of the 19 bronchopulmonary segments and particu¬ 
larly in the younger age group (under 35 or 40 
years), since the life e.xpectancy would be increased 
by segmental removal in two or diree separate 
operations if die disease is extensive. This is 
especially so in saccular rather dian in cylindrical 
bronchiectasis. Medical management needs to pro- 
idde effective di'ainage of secredons by means of 
humidification of respiratory passages, postural 
drainage, a correcdy used cough machine or inter¬ 
mittent positive-pressure breatiiing machines, ex¬ 
pectorants, and mechanical aspiration, when neces¬ 
sary. Evaluation and treatment of allergic states is 
a factor in many patients who, are resistant to other 
therapy (appro.ximately 10% are in this group). 
Emplojnnent of bronchodilators is in order when 
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wheezing or other evidence of bronchospasm is 
observed. Parenterally, epinephrine, aminophylline, 
and the like may be given, as well as aerosols, in’ 
eluding levarterenol, amphetamine, or epinephrine. 
These are listed in the order of increasing side- 
effects on the cardiovascular system. In the citcanrs 
of relatively specific therapy, antibiotics adminis¬ 
tered by the parenteral route are more effective 
than those given by aerosol. Tetracyclines, alternat¬ 
ing with the combination of oleandomycin and 
yoenicillin, seem particularly effective. Other anti¬ 
biotics are administered on die basis of apparent 
improvement of die patient. It is frequently helpful 
to change die antibiotic after two weeks. Employ¬ 
ment of autogenous vaccines helps only some 
patients. These seem most helpful in cases of 
staphylococcic infections. Repeated bronchoscopic 
aspiration in patients with chronie suppurative lung 
disease at the time of upper respiratory infection 
requires comment. The procedure is contraindicated 
in the acute phase, beeause it may result in a more 
severe infection or may bring about respirator}' 
embarrassment due to edema. It is, however, fre¬ 
quently helpful in the subacute stages of the infec¬ 
tion. Aerosol penicillin in chronic lung infection is 
still considered to be of some value, but less effec¬ 
tively so than the parenteral administration of 
antibiotics. Penicillin should be rotated with other 
antibiotics, e. g., every two weeks, in order to avoid 
the creation of resistant infections. Some clinical 
investigators claim this method to be relatively 
valueless, based in statistical consideration of large 
groups of patients with bronchiectasis. 


ICY COLD NOSE 

To THE Editor;—A 43-year-okl woman, health]! in 
all respects, is going through the menopause nor¬ 
mally but gets apparently intractable headaches. 
These are generalized and, sometimes, behind the 
eyes. With these headaches, which are quite fre¬ 
quent, her nose always gets cold as ice, which, of 
course, has to do with the sympathetic nerves. 
Her IQ is excellent, and she is mentally stable^ 
Can “smog” or dust cause these headaches. 
What is suggested in the way of further investi¬ 
gation.!^ steckler, M.D., Los Angeles. 


Answer.— Tliere seems to be no evidence what¬ 
soever of any allergic foundation for the 
headaches or for the fact that her nose gets co 
as ice.” A complete blood cell count should be done, 
with reference to eosinophilia, and, also, a nasa 
smear should be obtained if tlie nose is at all ’ 
If she has any' nasal allergy', it should show itse 
on examination. In such cases, tlie nasal mucosa is 
usually pale and boggy. Polyps may or may 
present along ■with tliis. If a nasal smear showed 
or more eosinophils, then tlie patient should )C 
given complete skin tests and tlie condition es a a 
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ated from the allergic point of view. From the 
history given, it appear.s that these headaches are 
of the tension type and related to the menopause. 

ANSWim.— A specific syndrome consisting of in- 
triictahlc, generalized headaches associated with an 
icy cold nose has not been rejiorted in the liter¬ 
ature. li might he postidatcd that since the cold 
nose is a vasomotor jrhenomenon the accompany¬ 
ing headaches are probably vascular in origin. Al¬ 
lergy to house dust may produce at least two types 
of headache. One is the nondescript, generalized 
headache which ma>’ correspond, in jrart, with the 
description in the question. This type of headache 
is believed to bo due either to change in caliber of 
cerebral vessels or to actual edema of the brain. 
Many allergists bclie\’c that these occur most com¬ 
monly in patients with food allergy, but the>' have 
also been reported as the result of allergy to in¬ 
halants. Smog, particularly in a patient with sensi¬ 
tive nasal mucosa, may act as a nonspecific irritant 
and produce a pscudosinus t\’pc of headache, 
usually associated with nasal stuffiness and w'atering 
of the eyes. This type of headache may also be 
produced by allergy to house dust. Assuming that 
the more cons’cntion-d and more olnaous causes of 
headache have been ruled out, further investigation 
to establish the cause of the headaches described 
should include allergy investigation. Simple allergy 
skin tests will quickly exclude the jmssibility of 
house dust as a cause. MMiether further allergy in¬ 
vestigation is necessary depends on the results of 
the screening tests and the history, jiarticularly that 
of associated manifestations of allergy. Response to 
therapy and deliberate provocation of the head¬ 
aches are often helpful as aids to diagnosis. Thus, 
the effects of vasoconstrictors and antihistamines on 
the symptoms should be investigated. Also, an 
attempt to reproduce the syndrome by vasodilators 
and suspected contacts may be indicated. It is 
patently impossible in this response to discuss in 
detail the difficult, and often controversial, differ¬ 
ential diagnosis of headaches in connection with 
the s^mdrome described. For good reviews, the 
questioner is referred to Ogden (Ami. Allergy 
14:.384, 1956) and Graham (DM, p. 1, Jan., 1957). 

HYPOFIBRINOGENEMIA 
To THE Editor:—A 28-ijear-ohl woman delivered 
her fifth child in December, 1957. Prior to this 
pregnancy she had some menstrual irregularity 
, with occasional intermenstrual bleeding. On April 
16, 1958, she was admitted to the hospital with a 
complaint of leukorrhea, and a dilatation and 
curettage, cervical biopsy, and cauterization of 
the cervix were done. The tissue specimen showed 
chronic cervicitis, with erosion and proliferative 
endometrium, with mild congestion and edema. 
After these procedures were performed, bleeding 
occurred, and on May 7, 1958, she was read¬ 


mitted for control of heavy bleeding. She was 
given transfusion, dilatation and eurettage and 
cervical biopsy were done, and the cervix was 
cauterized. The tissue specimens showed acutely 
and chronically inflamed endometrium in the 
.secretory phase and chronic cervicitis and endo- 
cervicitis. Cauterization was done several times 
as an office procedure in an attempt to stop 
the bleeding. Bleeding and clotting times were 
checked and found to be normal. In the operat¬ 
ing room she was found to have active oozing 
from an area of cervicitis. This area was excised 
and closed with sutures. Dilatation and curettage 
were done, and an old laceration of the cervix 
was repaired. The tissue specimen showed gland¬ 
ular hyperplasia of the endometrium, with foci 
of acute inflammation, and chronic endocervicitis 
with erosion. At the end of this procedure there 
was no bleeding, but several hours later she be¬ 
gan bleeding and now it became heavy, with 
large clots. Platelet count and prothrombin ac¬ 
tivity were normal. Her blood formed what 
appeared to be a good clot. She was given trans¬ 
fusion, phylonadionc was administered intra¬ 
venously, and the bleeding almost completely 
stopped. When she began bleeding heavily again, 
the fibrinogen level was checked and found to he 
40 mg.%. She was given a fresh transfusion and 
two units of fibrinogen. The bleeding stopped, 
and, at the time of tcriting, the cervix appears 
to be healing well and she has had no bleeding 
for more than 10 days. After receiving the second 
unit of fibrinogen, the level was 350 mg.%. Total 
protein level was 7.8 Gm.%, albumin level 4.5 
Gm.%, globulin level 3.3 Gm.%, and findings on 
cephalin-cholestcrol flocculation test negative. 
Her thymol turbidity was 2.3 units. What is the 
probable cause of the low fibrinogen level? Is it 
related to abnormality of the uterus? What can 
he expected in the future and in the event of 
future pregnancy? M.D., New York. 

Answer.— The occurrence of hypofibrinogenemia 
in this patient ■ is most unusual. This syndrome is 
generally associated with premature separation of 
the placenta, criminal abortion, a dead fetus, and, oc¬ 
casionally, severe toxemia of pregnancy. The fibrino¬ 
gen level of 40 mg.% is in the range where clotting 
and prothrombin times should , have demonstrated 
some abnormality. It is possible that there is a re¬ 
tained placenta which is elaborating either throm- 
boplastic or fibrinolytic substances. However, in any 
event, this patient’s condition should be evaluated 
from the standpoint of either a fibrinolytic disturb¬ 
ance or a circulating anticoagulant. It might be 
expected that this disturbance will return if the 
primary mechanism is either uterine or ovarian 
patlrology. In this event, surgery may be necessarv. 
Prior to any surgical procedure, adequate investi¬ 
gation for a coagulation disturliance of the type 
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described above should be performed (see Stefa- 
nini and Dameshek, Hemorrhagic Diseases, New 
York, Grune & Stratton, Inc., 1955; Biggs and Mac- 
Farlane, Human Blood Coagulation, Springfield, 
Ill., Charles C Thomas, Publisher, 1957). 

EMOTIONAL PROBLEMS FOLLOWING 
ORGANIC BRAIN DISEASE 
To THE Editor:— T/ie answer to the question on 
emotional problems following organic brain dis¬ 
ease, in The Journal, Sept. 6, 195S, page 136, 
might lead the reader to draw some erroneous 
conclusions both about the nature of psychother¬ 
apy in general and about the particular problem 
in question. Thus, it is stated, “A person . . . can 
be helped by psychotherapy insofar as he is a 
reasonable individual." While it is true that the 
psychotherapist allies himself with the rational 
portion of the personality, the process of therapy 
is basically much less one of reasoning with the 
patient than of resolving, as much as possible, 
emotional conflicts that stand in the way of his 
using his reason. To dismiss a cerebral hemor¬ 
rhage simply as a “lobotomy” ignores the inter¬ 
play between the specific psychological structure 
(personality) which the patient brought to his ill¬ 
ness and the psychological impact on this particu¬ 
lar person of the catastrophe that has befallen 
him. 

Certainly, the psychotherapy of persons with 
organic brain damage has not been much ex¬ 
plored, but some work has been done and 
published, for example, “Psychotherapy in the 
Treatment of Organic Brain Disorder Following 
Cerebral Vascular Accident," by Wesselius (Bull. 
Menninger Clin. 18:97, 1954). Though “any stand¬ 
ard textbook on psychotherapy” might give the 
essential techniques, as suggested by the con¬ 
sultant, one would have to individualize the ap¬ 
proach according to the patient’s past history and 
present reactions to his illness. 

Aaron Paley, M.D. 

1725 High St. 

Denver 18. 

The above comment was referred to tlie consult¬ 
ant who answered the original question, and his 
reply follows.— Ed. 

To THE Editor:—T/ ie correspondent states that “the 
reader might draw some erroneous conclusions 
both about the nature of psychotherapy in gen¬ 
eral and about the particular problem in ques¬ 
tion." There are many schools of psychotherapeu¬ 
tic thought, but it is an accepted truism that the 
patient subject to psychotherapy must have an 
adequate amount of reasoning power. One does 
not carry out an extended course of constructive 
psychotherapy with a feeble-minded individual. 
As was previously stated, the individual must 
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know his limitations and live within those limita¬ 
tions. Otherwise, he will create a great deal oj 
emotional conflict because of his frustration. It is 
the battle to avoid frustration and guilt (liaf 
causes emotional conflict. ~ 

It is, of course, true that the personality result¬ 
ing after a cerebral hemorrhage is dependent on 
the “psychological structure” ichich the patient 
had before his illness. No doubt such a cerebral 
hemorrhage would increase the patient’s sense oj 
frustration. If he were mature, with a well-inte¬ 
grated personality before the catastrophe, then k 
would be more apt to have an adequately inte¬ 
grated personality after the accident. Again, it 
has been observed that anything that remoocs 
the higher centers of the brain may remove emo¬ 
tional control and, perhaps, remove the sense of 
guilt. It is emphasized that the therapist must 
have an understanding of-fundamental psydw- 
■ therapeutic principles if he is to handle any 
emotional problem toward helping the patient 
adjust to a handicap. 

POSTVACCINAL POLYNEURITIS 
To THE Editor:—I n the Aug. 30,1958, issue o/The 
Journal, page 2258, a question was asked con- 
' earning acute infectious polyneuritis after intra- 
dermal injection of Asian influenza vaccine. The 
reply indicated that, to the knowledge of the con¬ 
sultant, this had never occurred. A 26-year-old 
woman received 0.5 ml. of monovalent Asian in¬ 
fluenza vaccine which was followed by mild local 
reaction for two days; one week later this was re¬ 
peated and was followed, in addition to the local 
reaction, by a moderately severe myeloradiculitis, 
commencing 12 hours after the injection and 
gradually subsiding over the course of the next 
two weeks. The details of this were bricfly-wcn- 
tioned iii the C. D. C. Influenza Surveillance Re¬ 
port no. 20, Oct. 8, 1957. It is probable that the 
true incidence of mild neurological reactions to 
formalinized viral vaccines is unknown. 

Alex }. StQignmn, U.D. 
University of Louisville 
Louisville 2, Ky. 

The abo\'e comment was "referred to the con¬ 
sultant who answered the original question, and Ins 
reply follows.— Ed. 

To THE EmTOR-.—Actually, this consultant rather 
hoped that' the answer tcould bring forth sue t 
information, since it was stated that “a polyneim 
tis could possibly follow vaccination for Asian 
influenza.” However, it should be pointed on 
that, in the case reported in .the connnent, t te 
myeloradiculitis followed not a single injection 
but two injections given one week apart, indica 
ing a sensitivity process. This type of reaction 
wotdd be much more likely Jo occur after two 
injections. 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


MeiUcarc Contrarls to Be Reiicgolinied hy Mail.. 

Democratic Party Advisors Back 
Hospitalization tinder OASl . . 

10 Diseases Show Decline in 1957 . . 


MEDICARE WILL RENEGOTIATE CON¬ 
TRACTS BY CORRESPONDENCE 

The Office for Dependents’ Medical Care (Medi¬ 
care) has decided to renegotiate state contracts 
Mill pliysicians’ representatives by mail next year 
instead of through conferences. Contracts wilt be 
for one year, as in tire past. 

Announcing the new procedure, Brig. Gen. Floyd 
L. \I^ergeland, in cliarge of Medicare for the serv¬ 
ices, sent tlie following letter to all contractors; 

“The negotiation and renewal of all Medicare 
contracts for the calendar year 1958 has been com¬ 
pleted. As you are aware, these negotiations in¬ 
volved ‘a comprehensive examination and analysis 
of the maximum fees to be paid physicians partici¬ 
pating in Medicare. Tlie matter of administrative 
costs was not an issue during these negotiations as 
the adjustment of these costs for the initial contract 
period was made to the mutual satisfaction of the 
government and the contractor in every instance. 

“In view of this background, we propose the 
extension of our present Medicare contracts for a 
period of 12 montlis, beyond tlieir expiration dates 
in 1959. Tliis is to be accomplished > through the 
medium of correspondence. We will send Medicare 
contractors a proposed modification 45 to 60 days 
before the expiration of each of the respective con¬ 
tracts. Upon receipt of these proposed contract 
modifications, if acceptable to the contractors, it is 
requested that they be duly executed and returned 
to this office for execution by the contracting officer, 
after which copies will be returned to the contrac¬ 
tors. However, if you do not agree xvith the pro¬ 
posed contract modification, please notify the con¬ 
tracting officer at once in order that any differences 
may be resolved.” 


DEMOCRATIC ADVISORY COUNCIL 
SUPPORTS FORAND LEGISLATION 

The Democratic Advisory Council, which gives 
formal,and informal advice to the party’s Congres¬ 
sional leaders, favors enactment of a hospitalization 
program under social security (the Forand Bill), 
which was opposed by the American Medical 
Association at die last session of Congress. 

The council included this recommendation 
among many otliers in a lengthy statement of com¬ 
ments and proposals draxvn up at a ineeting in 
Washington. Tlie session was called to evaluate 


voter trends in the recent election and recommend 
a course, for the predominantly Democratic 86th 
Congress that convenes Jan. 7. 

However, there is no assurance that the party’s 
leaders in Congress will accept all recommenda¬ 
tions. When the council was' formed two years ago, 
appointments were offered to 10 members of Con¬ 
gress, including House Speaker Rayburn and Senate 
Leader Johnson. Senator Johnson and Representa¬ 
tive Rayburn declined to serve, as did all but two 
of the others. 

On the Forand hospitalization proposal, the coun¬ 
cil declared; 

“The following increased benefits and hospital 
care program should be adopted as the next sev¬ 
eral steps in insuring a secure life for our people; 

“Increase social security tax payments by one- 
half of one per cent, split 50-50 by employers and 
employees, to finance hospital and nursing insur¬ 
ance for aged persons and other social security 
beneficiaries, including; 

“1. Hospital care for 50 to 60 days per year. 

“2. A limited amount of nursing service.” 

The council also proposed that the age limit of 
50 years for disability payments under social se¬ 
curity be eliminated, as “a disabled person is dis¬ 
abled whether he is 25, 40, or 50 years .old.” Odier 
social security proposals would increase benefits 
10% immediately and another 10% in the ne.xt three 
or four years, improve widow’s benefits, increase the 
earnings ceiling on which OASI taxes are applied 
from the present $4,800 to $6,000 in the next two 
years and to $7,200 by 1962 or 1963. 

• An enlarged program of hospital construction 
(the Hill-Burton program) was proposed as well as 
loans to local comprehensive health insurance co¬ 
operatives. On the latter point the report com¬ 
ments; “This will provide the basis for tlie develop¬ 
ment and enactment of a comprehensive and inte¬ 
grated program for the insurance, protection, and 
improvement of the health of all of our people.” 

A “steady effort” to increase funds for medical 
research was recommended. 

In a general statement, the council declared; 
“Thus, we are called upon-not only to keep up with 
tlie many demands of growth and change, but also 
to overcome the backlog of unmet needs that the 
Republican administration has allowed to pile up. 
Our list of what is needed must perforce, be an 
extensive one. 

“Under our Constitution, we unll have a Repub¬ 
lican administration for two more years. The Con¬ 
gress must of necessitx' cooperate with this adminis¬ 
tration. The effo'rt must be to lead the administration 
into doing the best of which it is capable. 

“\^^lile we may expect the administration to con¬ 
tinue to try to block some needed measures, the 
increased Democratic majorities in both Houses of 
Congress provide better means to overcome such 
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opposition. While it will undoubtedly be impossible 
for the Congress to overcome administration objec¬ 
tion to do all that should be done, it should now be 
possible to enact desirable legislation that the ad¬ 
ministration has previously defeated and to put 
through a larger portion of a clear and comprehen¬ 
sive Democratic program.” 


TEN DISEASES DOWN IN INCIDENCE 
FOR 1957 

Final figures on the incidence of notifiable dis¬ 
eases in the U. S. for 1957, compiled by the Na¬ 
tional Office of Vital Statistics, show a substantial 
reduction compared with 1956 in 10 diseases. They 
are brucellosis, diphtheria, encephalitis, hepatitis, 
malaria, poliom)'elitis, psittacosis, trichinosis, tuber¬ 
culosis, and typhoid fever. 

Substantial increases were reported for amebiasis, 
other types of meningitis, and streptococcic infec¬ 
tions. Diseases which showed little change in re¬ 
ported incidence were dysentery, rheumatic fever, 
meningococcic infections, and venereal diseases. 

Cases of poliomyelitis totaled 5,485, which was 
lower than the number reported for any year since 
1942, when the total was 4,167. The agency said 
the highest proportion of paralytic cases (79%) in 
any age group was in the one-year group. 


MEDICAL SCHOOL CONSULTANTS 
HOLD FIRST MEETING 

The surgeon general’s consultant group on medi¬ 
cal education held its first meeting early in Decem¬ 
ber and assigned several staff studies looking to an 
eventual answer to the basic question of how many 
doctors are needed in the next decade. The group 
holds its second meeting in February. It set up a 
steering committee to u'ork u'ith the staff between 
regular meetings. 

On the committee are Frank Bane, chairman of 
the 21-man consultant group; Dr. Edward L. 
Turner, American Medical Association; Dr. Ward 
Darley, Association of American Medical Colleges; 
Emory W. Morris, DDS, president of the W. K. 
Kellogg Foundation, and the Very Rev. Robert J. 
Slavin, president of Providence (R. I.) College. 

Staff studies under way are construction costs of 
recently established medical schools and the financ¬ 
ing of medical school operations. 


MISCELLANY 

For tire first time since M^orld War II the esti¬ 
mated'number of veterans is showing a consistent 
downward trend, according to VA. On Sept. 30, 
there were about 22,723,000 veterans in civil life, 
the sixth straight month the veteran population has 
shoum a decrease. Barring another.war, the decline 
will continue unless there is an unforseen increase 
in the discharge rate of Korean war veterans, VA 
notes. 

^^eterans Administration and American Cancer 
Society are sponsoring a program for testing a 
method of mass screening of population groups for 
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incipient lung cancer. About 8,500 residents of sir 
VA domiciliary homes will be screened twice a 
year by use of the sputum cell analysis meiod', 
plus chest x-ray films. The VA said it will enable 
doctors to determine the extent of correlation be¬ 
tween history of smoking, symptoms of broncliiai 
and lung irritations and infections, and develop¬ 
ment of lung cancer in residents of the homes. 

Social Security Administration is trying to reach 
about 400,000 persons who may be eligible for pay¬ 
ments under the 1958 amendments to the social se¬ 
curity law. An intensive effort is being made by the 
Bureau of Old Age and Survivors Insurance and its 
584 district offices to reach newly eligible persons 
and inform them that claims must be filed before 
benefits can start. SSA said in many cases it cannot 
identify or locate the eligibles. 

Brig. Gen, Harold H. Twitchell is the new presi¬ 
dent of the Association of Military Surgeons. He is 
command surgeon of the U. S. Air Forces in Eu¬ 
rope, located at Wiesbaden, Germany. 

Three hundred representatives of colleges and 
universities in the central Atlantic area and Puerto 
Rico and the Virgin Islands attended a Washington, 
D. C., conference on the new national defense edu¬ 
cation act. Discussions dealt largely with loans to 
students, graduate fellowships, counseling and guid¬ 
ance institutes, and foreign language development. 
The law provides U. S. aid to educational institu¬ 
tions in all these areas. 

Food and Drug Administration reports tlie sei¬ 
zure of 14 drugs and medical devices in October, 
11 for alleged false and misleading claims. Three 
were vibrator devices offered as weight reducers. 
Shipments of a brand of cigarettes advertised as an 
aid in weight-reducing also were seized at Cleve¬ 
land, Kansas City’, Mo., Glendale, Calif., and Tren¬ 
ton, N. J. 

Activities of the Army Medical Service reserve 
program w'ere discussed at a two-day meeting of an 
advisory committee to the Army surgeon general. 
One of the reports was from retired Major Gen. 
Earle Standlee, staff director of the American Medi¬ 
cal Association’s Commission on National Emer¬ 
gency Medical Care. , 

A kit of guidance materials from the Presidents 
Committee on Scientists and Engineers will be rent 
to every junior college and similar institutions. Ihe 
kit was given final approval by a special conference 
called to review its contents. The objective is to 
interest students at the precollege level in careers 
in science and engineering. . . 

College and university enrollment for the 
fiscal year has set another all-time record—3,^o.' 
556. The U. S. Office of Education says this is 6.i/« 
more than last school y’ear and the seventh consec 
utive y'ear in which a new record has been set. 

National Science Foundation announces a new 
program of summer fellowships to give secondaO 
school teachers an opportunity for further ■ 
study and research in the sciences. About /50 te- 
lowships will be offered. Information is 
at the Teacher Program, American Association t 
the Advancement of Science, 1515 Massachuse 
Ave., N. W., Washington 5, D. C. Com^ted ap¬ 
plications must be turned in by Jan. 19. The tou 
dation will pay tuition, travel, and dependen , 
allowances and $75 per week. 
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NEUROSURGICAL CARE OF THE SEVERELY INJURED PATIENT 

Guy L. Odom, M.D., Durham, N. C. 


T HAS BEEN estimated that injuries to 
the head oceur in 72% of persons involved 
in automobile accidents and that 1 out of 
ever)’ 10 such injuries is dangerous or 
fatal.' These appalling figures indicate that the 
general practitioner and general surgeon must 
have adequate knowledge of handling tlie severely 
injured patient from a neurosurgical standpoint if 
the morbidity and mortality are to be reduced. The 
steady increase in the accident rate, despite the 
publicity of safety methods advocated by Shelden " 
and various organizations, indicates tliat the medi¬ 
cal profession must continue to carry' tliis gruesome 
burden. 

It is impossible to adequately review all the 
problems encountered from a neurosurgical stand¬ 
point,-and, therefore, I will confine my remarks to 
tlie decisions tliat must be made shortly after the 
patient is first seen and to treatment of acute 
emergencies. 

Craniocerebral Injuries 

It is frequently difficult to make a definite diag¬ 
nosis or to completely evaluate a patient from a 
neurological standpoint immediately after an injury. 
In this complex situation one must, however, deter¬ 
mine whether the patient is in shock, whether mul¬ 
tiple injuries have occurred, whether there is evi¬ 
dence of increasing intracranial pressure, and 
whether there is evidence of spinal cord involve¬ 
ment. 

, The problems of shock and multiple injuries can 
be discussed together, because a severe head in¬ 
jury alone is seldom responsible for a state of shock. 


The frequency and gravity of injuries to 
the brain and spinal cord are such that they 
must be considered in the neurosurgical 
ireafment of every seriously injured patient. 
It is necessary to recognize shock when if 
exists, for it must receive priority over every¬ 
thing else except when there is evidence of 
extradural hematoma. Shock is rarely caused 
by head injuries alone; its existence should 
immediately direct the examiner's attention 
to other parts of the body. The blood pres¬ 
sure, pulse rate, respiration rate, and tem¬ 
perature should be recorded every 75 min¬ 
utes ot first; at the same time the pupils 
should be observed as to size and reaction 
to light, and the state of consciousness must 
be determined. Extradural hematoma, if it 
occurs, requires immediate surgical interven¬ 
tion; if it is neglected, the results are either 
death or irremediable deficits. The imme¬ 
diate recognition of a spinal injury is of 
extreme importance in. order to prevent 
further damage to the spinal cord. It is 
especially liable to be overlooked in the 
unconscious patient, and the transportation 
of such patients requires- the greatest care. 
Surgery of compound depressed skull frac¬ 
tures can be delayed until the patient's 
vital signs are stable; and immediate lami¬ 
nectomy for spinal cord injuries is seldom 
required. 



from the Neurosurgical Division, Duke University Hospital and School of Medicine. 

Read in the Panel Discussion on Management of the Severely Injured Patient before the General Scientific Meetings at the 107th Annual Meeting 
ni the American Medical Association, San Francisco, June 23, 1958. 
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This should immediately direct the examiner’s at¬ 
tention to the other organs of the body. Braun- 
stein' reports that 44% of the patients with head 
injuries also have injuries to other parts of the 
body. Tire rupture of an abdominal organ or intra- 
thoracic bleeding should always be considered in 
everj' patient with head injury who is in shock. The 
examination should also include a careful check of 
the extremities for long bone fractures to avoid fat 
emboli during movement. Multiple injuries of this 
type may be overlooked by the inexperienced 
examiner due to the fact that he becomes more 
concerned with the impairment in the patient’s 
state of consciousness. The treatment of shock de¬ 
mands priority over everything else, u less it is 
obvious that the patient has an extradural hema¬ 
toma. While the usual methods are being carried 
out to combat shock, the patient should not be 
moved for x-rays and scalp lacerations should not 
be sutured. Tire wound should be covered with 
sterile dressings and a tight elastic bandage ap¬ 
plied. Most scalp bleeding can be controlled in this 
manner. In large arterial bleeders, the vessels may 
have to be clamped or ligated. If a fracture of an 
extremity is encountered, a temporary splint is 
applied. 

Only after the patient’s condition has stabilized 
can the necessary surgical procedures be carried 
out or the patient transported to another center. 

The maintenance of an adequate airway is as 
essential as treating shock. The air passages may 
become obstructed by blood, mucus, and vomitus. 
This can be avoided by positioning the patient on 
his side with the head slightly lowered in order that 
dependent drainage may occur. At times suction is 
necessary, and, in patients with extensive facio- 
maxillary injuries, tracheotomy may be a lifesaving 
procedure. One should never hesitate to perform a 
tracheotomy in the unconscious patient who is hav¬ 
ing difficulty with respiration and is requiring fre¬ 
quent suction. Patients should not be transported 
unless someone is in constant attendance to prevent 
the aspiration of vomitus. 

Observation and Treatment 

After the first-aid procedures discussed above, if 
a closed head injury is present it may be necessary 
to observe the patient to determine whether the 
problem will be surgical or nonsurgical. The de¬ 
cision depends on whether the patient develops 
signs of increasing intracranial pressure. 

The blood pressure, pulse rate, respiration rate, 
and temperature should be recorded every 15 min¬ 
utes for one to two hours, tlien every 30 minutes, 
and finally every hour depending on the individual 
case. Elevation of the blood pressure, slowing of 
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the pulse rate, rising temperature, and irregular 
respirations are indieations of acute increased intra¬ 
cranial pressure. 

Each time that the vital signs are recorded, the 
nurse should check the patient’s state of conscious, 
ness. In the comatose patient, painful stimulation 
to the extremities should be used to determine 
whether there is less motor response on one side 
than the other. 

'Tire pupils are observed as to size and reaction 
to light each time the patient is checked. Unilateral 
dilation of the pupil followed by fixation is indica¬ 
tive of third nerve compression from herniation of 
the medial aspect of the temporal lobe over the 
edge of the tentorium. Bilateral constricted and 
fixed pupils and extensor rigidity of the extremities 
immediately after injury suggest mid-brain involve¬ 
ment and extremely poor prognosis. 

If the patient is comatose, his position should be 
changed every two hours, an indwelling catheter 
should be used to avoid distention of the bladder 
and soiling the bed clothes, and he should he given 
fluids intravenously, 3,000 cc. daily (1,000 cc. of 5% 
glucose in saline solution and 2,000 cc. of 5% glu¬ 
cose in water), first for several days and then nasal 
feedings (electrolytes should be checked every hvo 
to three days). If the temperature becomes ele¬ 
vated, bed sheets and pajamas should be removed 
and an electric fan directed on the patient. Aspirin 
may be given by rectum, and, if necessary, cracked 
ice may be placed on a sheet over the patient. If 
patient is restless, 20-30 cc. of paraldehyde is given 
by rectum. Morphine should be avoided in all head 
injuries. Sodium phenobarbital,, 60 mg. (1 grain), 
given intramuscularly every four to six hours is 
used to control convulsive seizures. 


Extradural Hematoma 


An extradural hematoma is one craniocerebral 
condition which requires immediate surgical inter¬ 
vention as soon as suspected if the patients life is 
to be saved or marked residual neurological deficit 
prevented. Everyone who has had a transient epi¬ 
sode of loss of consciousness should be obsen'eu 
for the first 12-24 hours with this possible diagnosis 
in mind. This is especially true if the accident 
occurs at night or if there has been an intake ot 
alcohol. If the patient refuses hospitalization, a 
responsible relative or friend should be caretull) 
instructed as to the situation and advised to rouse 
him every 30 minutes during the remainder of the 


night. 


Extradural hemorrhages are caused by a 
fracture in the temporal region tearing the midd e 
meningeal artery. The blow may have produced a 
short period of unconsciousness, but this is not so 
in every case. "The hematoma with brain compres¬ 
sion develops rather rapidly due to the arteria 
bleeder and sets up a chain of events which base 
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already been cli.scussecl from the standpoint of in¬ 
creased intracranial pressure. The patient who has 
been clear mentally after an initial period of un¬ 
consciousness will become eonfused or semistupor- 
ous, his voluntary movements will become less jrro- 
nounced on one side of the body, and his blood 
pressure will become elevated, with slowing of the 
pulse rate. It is at this stage that the diagnosis 
should be made and exploratory trephination per- 
fonned. If the hematoma is not evacuated within a 
short period of time, coma will develop and the 
pupil on the involved side will become dilated and 
fixed to light from compression of the third nerve 
by a hippocampal herniation. If the patient has 
been permitted to reach this stage, immediate oper¬ 
ation should he performed. There should he no 
delay for x-rays or even waiting for the patients 
condition to stabilize if he is being treated for 
shoch. Tire procedure is carried out with use of 
local anesthesia, and tlic usual methods can he con¬ 
tinued to combat shock in the operating room. If 
a neurosurgeon is not available, the operation 
should be performed by a general surgeon. Val¬ 
uable time wall be lost in transporting tlie patient 
to anotlier hospital, where he may be dead on 
arrival or irreversible damage to Ore brain stem 
may already have occurred. Tlie later changes are 
. due to the fact tliat the hippocampal herniation not 
only compresses the third nen'e but also obstructs 
the spinal fluid patliway, which further increases 
tlie intracranial pressure. Tlie herniation tlien en¬ 
larges xsitli compression of the posterior cerebral 
artery, an infarction of tlie occipital lobe. Hernia¬ 
tion of the opposite hippocampal gyrus will occur 
and both pupils become dilated and fixed to light. 
At this stage, brain stem involvement occurs with 
bilateral extensor rigidity of the extremities. The 
terminal phase of this sequence of events is hemor¬ 
rhage into the brain stem. If a patient has devel¬ 
oped bilateral dilated and fixed pupils, his progno¬ 
sis is hopeless. The chances of survival even if the 
hematoma is evacuated and the herniation removed 
or tentorium split are nil. 

It is always wiser to carry out exploratory trephi¬ 
nation in the temporal region as soon as one 
suspects the possibility of an extradural hematoma 
by change in state of consciousness rather than to 
wait for evidence of a hippocampal herniation. 
Both temporal regions should be .explored if the 
procedure is performed before localizing signs 
occur. If there are focal signs and a hematoma is 
not encountered on the suspected side, trephina¬ 
tion should always be done on the opposite side. 
X-rays may be extremely helpful, if they have been 


obtained, by revealing a linear fracture crossing the 
middle meningeal groove or a shift of the pineal 
gland. 

After evacuation of an extradural hematoma in 
the patient with third nerve palsy, the medial as¬ 
pect of the base of the temporal lobe should be ex¬ 
plored for a hippocampal herniation. If it has been 
present for a short period of time, it may be forced 
upward by injecting Ringer’s solution into the 
spinal canal. If this fails, the herniation should he 
removed by suction or the medial edge of the ten¬ 
torium should be split for a distance of 1.5 cm. 

An acute subdural hematoma or extensive con¬ 
tusion and edema of the temporal lobe will produce 
a clinical picture which may be difficult to differ¬ 
entiate from that of an extradural hematoma. In 
the former, however, tlrere is usually a history of 
a more severe injury and patient’s state of con¬ 
sciousness is impaired from the time of the acci¬ 
dent. Because of these possibilities, if an extradural 
hematoma is not encountered at the time of the 
exploratory trephination, the opening should be 
enlarged so that the subdural space and temporal 
lobe may be explored. At times, it is necessary to 
remove a portion of the contused temporal lobe 
because the softened edematous lobe may have 
herniated over tlie edge of the tentorium. 

Compound linear and compound depressed frac¬ 
tures and penetrating wounds seldom require im¬ 
mediate surgical intervention, and operation can 
be delayed until the patient’s vital signs are well 
stabilized and injuries to other parts of the body 
have been treated. Space does not permit a de¬ 
tailed description of the surgical procedures, but 
the following points must be stressed. The entire 
scalp should be clipped and shaved widely about 
the involved area; thorough cleansing and debride¬ 
ment of the scalp edges should be done; exposed 
linear fractures should be thoroughly inspected for 
hair and foreign material caught between edges of 
bone; and if foreign material is present the bone 
along both edges of the fracture line should be 
removed. In cases of compound depressed frac¬ 
tures, tlie bone fragments should be removed and 
cranioplasty performed at a later date. Depressed 
fractures over the large venous sinuses should not 
be elevated unless an exposure of the sinus on both 
sides of the fracture has been carried out in order 
that the bleeding from the sinus can be controlled 
if it has been tom. If the dura and cortex have 
been lacerated, a tight closure of the dura should 
always be obtained. In penetrating wounds, lumbar 
drainage of spinal fluid to decrease intracranial 
pressure is helpful in exploration of the missile tract. 
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Spinal Injuries 

The immediate recognition of a spinal injury is 
of extreme importance in order to prevent furdier 
damage to the spinal cord. This is seldom a prob¬ 
lem in the conscious patient, but it must be remem¬ 
bered that the unconscious patient may also haye 
sustained an injury to the spine and spinal cord. 
In the comatose patient, the absence of deep re¬ 
flexes in the lower extremities, diaphragmatic respi¬ 
rations, and the failure to obtain any reflex move¬ 
ment to painful stimulation in the lower portion of 
the body and to do so over the arms or shoulders 
indicates involvement of the spinal cord. 

In all suspected spinal injuries, proper transpor¬ 
tation is essential. This also applies to conscious, 
nonparalyzed patients who may complain of neck 
or back pain or numbness or pain in an extremity 
or extremities. More damage may be done to the 
cord by jackknifing the back or flexing the neck 
during transportation by an enthusiastic sympa¬ 
thizer than at the time of the original injury. The 
patient should not be lifted unless sufficient assist¬ 
ance is available to prevent -flexion of the spine, 
and he should be placed on a firm, flat stretcher. 
Patients with injuries to the cervical spine do bet¬ 
ter on the back with sandbags or some other object 
along the side of the head and neck because of the 
diaphragmatic respirations. Those with lumbar or 
thoracic fractures may be placed on the abdomen. 

As in head injuries, treatment of shock and main¬ 
tenance of adequate airway assume prime impor¬ 
tance. Intranasally administered oxygen should be 
used in all patients with cervical cord injuries, and, 
at times, immediate tracheotomy should be done 
if the injury is at the mid-cervical level. If the vital 
signs are stable, adequate x-rays should be ob¬ 
tained as soon as possible. In patients in whom 
cervical injury is suspected, the shoulders must be 
pulled down to obtain adequate exposure of the 
seventh cervical vertebra and views should also be 
taken of the odontoid process. The patient remains 
on tire x-ray table while the films are being devel¬ 
oped, and at this time he may be rolled on his side 
and a manoirietric examination carried out to de¬ 
termine whetlier there is a block in the subarach¬ 
noid space. As soon as the films are developed, a 
decision can be made as to the next step of reliev¬ 
ing cord compression and reducing a fracture dis¬ 
location. 

Cervical fracture dislocations can be reduced in 
a matter of hours by means of Crutchfield tongs 
witli 20 to 40 lb. of traction. One should begin with 
20 lb. and obtain periodic portable films to follow 
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the reduction. The weights are gradually increased 
depending on the case. After reduction, the patient 
is left in traction but the weights reduced to 10 to 
15 lb. 

In patients with cervical injuries who require 
immediate surgery of some other part of the bodv, 
tongs and traction should be applied before pro¬ 
ceeding with the operation. 

An indwelling catheter should be inserted shortly 
after admission and, if abdominal distention occurs, 
Miller-Abbott and rectal tubes should be used. 

Laminectomy is seldom performed as an emer¬ 
gency procedure in closed injuries to the spinal 
cord and, in fact, may be an added unnecessary 
risk, especially in patients with injuries to the cer\i- 
cal cord. If a complete reduction cannot be accom¬ 
plished by traction, an open reduction can be done 
a week or so later. 

Fractures of the lumbar spine with involvement 
of the cauda equina present a different problem 
than fracture dislocations in the cervical and tho¬ 
racic regions. If there are not other serious injuries, 
surgical decompression of the roots of the cauda 
equina will give a better prognosis. 

In penetrating and gunshot wounds, operation is 
performed as soon as the patients general condi¬ 
tion will permit. The depressed bone fragments 
and foreign material are removed and the lacerated 
dura closed. 

Summary 

In care of the severely injured patient from a 
neurosurgical standpoint, one must determine first 
whetlrer the patient is in shock, second, whether 
there are multiple injuries, third, whether there 
are signs of increasing intracranial pressure, and, 
fourth, whether there is evidence of spinal cord 
involvement. Shock must receive priority in treat¬ 
ment, except when there is evidence of an extra¬ 
dural hematoma. Maintenance of an adequate air¬ 
way is important. Surgery of compound depressed 
fracture can be delayed until patient’s vital signs 
are stable. 

Attention must be paid to signs of spinal cor 
involvement in the unconscious patient. Furtlie^ 
the patient must be protected from additional cor 
damage during transportation. Spinal cord injuries 
seldom require ^immediate laminectomy. 
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There can be no rigid rules for the management 
of all extensively injured patients. The early reeog- 
nition and management of important unsuspected 
Ic-dons, however, will help to prevent additional 
superimposed trauma which, in itself, may make the 
difference between life and death or between mere 
survival and independence. The most important im¬ 
mediate problems consist of recognizing or estab¬ 
lishing an adequate airway, preventing further 
hemorrhage, replacing blood, and avoiding damage 
by injudicious movement of the patient or his 
injuries. 

Immediate Measures 

We all know tliat tlie movement of the patient 
from fire site of injury' can itself be tlic actual cause 
of deatli. Transportation should be undertaken by 
trained persons, and tliose who do not know what 
to do should not do anytjiing except try to get ad¬ 
ditional help. Transportation with the simplest type 
of side-splinting is probably the best. The control of 
hemorrhage by direct pressure compression band¬ 
ages as opposed to a tourniquet is probably also 
best. Movement of the patient from the site of in¬ 
jury to the hospital should not be done with great 
speed but with great care and gentleness. Sudden 
starts and stops, bouncing over rough roads, and 
swerving around corners cannot do the injured pa¬ 
tient any good. 

Establishment of Extent of Injury.—The physician 
who first examines the patient should do a complete, 
rapid physical examination by a system, being sure 
in his own mind what he should look for. As mtli 
any physical examination, looking for the normal 
immediately reveals tlie abnormal. We should use 
all tire senses we have been taught to use. We 
should look, we should feel, we should smell (alco¬ 
hol, vomitus, feces, and urine acetone), we should 
listen, but, most of all, we should think. 

A simple recording of the clinical findings is es¬ 
sential, since the clinical course of the patient and 
progressive changes of signs and symptoms are 
often the actual key to correct diagnosis. Recording 
of important negative findings which later change 
to positive makes a different prognosis. This is par¬ 
ticularly true of intra-abdominal, head, and chest 
injuries. 

Evidences of certain traumas are obvious to any¬ 
one. However, a more serious injury may be un¬ 
detectable at the initial examination. Visceral 
injuries of this nature frequently manifest them¬ 
selves hours after the initial trauma. They must be 

From the Department of Orthopedic Surgery, Harvard Medical School. 
_ Read before the General Scientific Meeting at the 107th Annual Meet¬ 
ing of the American Medical Association. Sun Francisco, June 23, 1958. 


In dealing with an extensively iniured 
patient, the most immediate problems con¬ 
sist of preventing asphyxia, stopping hemor¬ 
rhage, replacing blood, and avoiding 
damage during transportation. The physician 
who first examines the patient must be 
systematic, and after the immediately evi¬ 
dent problems have been dealt with the 
less obvious injuries must be considered. 
Fractures of extremities are overlooked in 
some cases; in others they hinder the physical 
examination and may divert the examiner's 
attention from serious spinal, intra-abdomi¬ 
nal, or introtboracic injuries. Sucking wounds 
of the chest, severe uncontrolled hemor¬ 
rhage, and penetrating wounds of the 
abdomen require emergency operation. 
When combined abdominal and thoracic in¬ 
juries are encountered, the thoracic portion 
is undertaken first. In many situations prompt 
action is more important than specialized 
knowledge, and such measures as clearing 
the airways by aspiration or tracheotomy, 
closure of open chest wounds, transfusion, 
splinting, or amputation may be lifesaving. 


specifically suspected and specifically looked for in 
order for the physician to be ahead of their devas¬ 
tating possibilities if they are found out too late. 

The orthopedist is taught to suspect a combina¬ 
tion of injuries in certain types of trauma. For ex¬ 
ample, fractured patella and dislocation of the hip 
are often combined. The os calcis fracture is also 
often associated with a central dislocation of the hip 
or a fracture of the spine or of the base of the 
skull or both. A crushed pelvis is frequently com¬ 
bined with a rupture of die posterior urethra. Chest 
injuries are often associated xvith a ruptured spleen 
or a diaphragmatic hernia, and penetrating chest 
wounds may and often do involve abdominal vis¬ 
cera. These combinations must be thought of in 
order not to be overlooked. 

Asphyxia, severe hemorrhage, and shock are com¬ 
mon features in multiple injury cases, and imme¬ 
diate recognition and treatment are necessary. 
First, an open airway is essential to life and must 
be provided for at once. Simple manipulation of the 
tongue, mandible, or both or the change of posi¬ 
tion of the head and neck may be all that is neces¬ 
sary in the semiconscious or unconscious patient. 
Suction applied to or wiping out the upper airways 
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may be sufiBcient to remove blood or mucus to 
establish a normal rate of respiratory exchange. At 
times, however, a tracheotomy must be resorted to 
as a lifesaving measure. It should be resorted to 
more frequently than the “wait and see” metliod 
when the patient seems to be in extreme condition. 
In those patients who do not have a cough reflex 
for clearing the upper passage, suction and adminis¬ 
tration of oxygen through a tracheotomy tube can 
be maintained with ease and infinitely more efii- 
ciently than by any other method. 

Control of Hemorrhage.—Gross hemorrhage is the 
most common and often the simplest of all the con¬ 
ditions to alleviate. The application of local pres¬ 
sure, the use of the hemostat, and ties on grossly 
bleeding, pulsating vessels will control bleeding. 
However, pressure dressings carefully packed by 
the e.xperienced surgeon are probably as eSicient as 
any method of controlling hemorrhage. Such things 
as previously applied tourniquets and dressings 
should be removed so that the hemorrhage may be 
estimated and one can be more definitely sure that 
further loss of blood may not be a part of the main¬ 
tenance of a shocked state. Concealed hemorrhage 
in the thorax, abdomen, or retroperitoneal space 
may cause death. In the severely injured patient, 
blood replacement therapy should be initiated at 
once and, while replacement of blood is being 
brought about, a more careful evaluation of the 
patient is easier and more surely apt to save his 
life—continued massive hemorrhage is not com¬ 
patible with life for even a short duration of time. 

The arrest of hemorrhage in the extremities prob¬ 
ably deserves a specific note. Simple adequate ele¬ 
vation of the arm or leg often stops hemorrhage. 
In most cases arrest of hemorrhage might be better 
brought about by the use of a hemostat. However, 
the blind application of the hemostat to bleeding 
vessels is to be condemned, as the clamping in a 
sea of blood may well destroy arterial tissue that 
might not otherwise be destroyed and may pre¬ 
clude an otherwise reparable suture of a major 
vessel. Major nerve trunks usually accompany ma¬ 
jor arteries, and a previously damaged nerve may 
be permanently injured by blind clamping. 

The use of a tourniquet when applied by an ex¬ 
pert, of course, is invaluable. It requires precise 
application to arrest all arterial flow. Often tourni¬ 
quets only obstruct the venous retarn and thus 
increase the bleeding. If the tourniquet has been 
applied and is adequate, it should be left in place 
until someone can adequately inspect the wound 
and determine the cause of the hemorrhage. At 
such a time when blood replacement is possible, 
several hours can elapse, if the extremity is kept 
cool, without really damaging the limb. 

The amount of blood lost by a patient with a 
fractured thigh, for instance, may be excessive 
even though that might be the only injury. The 
blood loss may be excessive in relation to the loss 
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from circulation. An increase in thigh measure 
ment of 2 in. or more usually means that perhaps 
as much as 1,500 to 2,000 cc. of hlood has 
lost in tliat thigh. With musculoskeletal injuries d 
both legs and arms, for instance, as muchas3,0(K 
to 4,000 cc. of blood might be lost to the cirnila 
tion by the swelling and the hemorrhage arounc 
the fracture sites themselves. 

As soon as an adequate airway has been es 
tablished, hemorrhage arrested, and hlood replace 
ment started, the obvious fractures should b 
splinted to prevent further trauma and shock, Majo 
fractures, strangely enough, are commonly ovei 
looked. Minor fractures and, frequently, dislocations 
of the major joints may go undetected. Fractures 
must be reduced and splinted not only to insure 
union and function but, mainly, to combat shock, 

Sliock.—Shock of some degree is associated with 
all multiple injuries. The main cause of shock is 
often loss of circulating blood volume. Replacement 
therapy, to be effective, must be prompt. It is best 
done hy the use of whole blood, which increases 
circulating fluid volume, as well as the number of 
erythrocytes, to handle oxygen and carbon dioxide 
requirements in the tissues. Saline solution is in¬ 
valuable as a temporary agent for raising the blood 
pressure only while awaiting plasma or whole 
blood. It should be only used in emergencies, be¬ 
cause it leaves the circulation rapidly and takes 
plasma protein with it. Dexlrose in water, as well 
as saline solution, is essential in treatment of shock. 

Since it is important to allow prompt treatment 
of wounds which have caused the shock, it is es¬ 
sential to replace the missing blood before under¬ 
taking the managemenit of the injury. This can 
usually be undertaken soon after the rise of blood 
pressure to over 80 mm. Hg with a fall of puke 
rate and return of color and warmth to the skin. 
Blood replacement must be continued throughout ^ 
the early surgical treatment as necessary. Trende¬ 
lenburg position of the patient, elevation of the 
extremities, and the administration of oxygen are 
all useful adjuncts to the treatment. 

Physical Examination.—Some of the diagnostic 
problems clarify themselves through the usua 
methods we have been taught, such as taking a 
good history and doing a careful physical exanu^ 
nation. The knowledge of the mechanism of inj^ 
may ■ give a real clue to concealed ,pathologic 
changes. The obvious injuries must not divert tie 
concentration of the careful examiner and mus 
allow him to overlook other things, such as senous 
spinal, intra-abdominal, or intrathoracic 
The fracture of an extremity and its obvious ^ 
formity often detracts from a careful physical ex 
amination. For instance, fractures of the extremiy 
or bleeding from head lacerations often attrac^ 
attention to such a degree that frequently ^ ^ 

investigated too thoroughly by x-ray and o e 
studies while the obvious but infinitely more in> 
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portant areas and serious internal injuries may go 
undetected. One must always guard against too 
many .x-ray examinations when the general physi¬ 
cal examination would have done just as well, if 
not better. 

The physical examination must be quick, gentle, 
and without undue exposure. X-rays should be 
taken only when necessary' and with minimum 
movement of the patient. It is possible that move¬ 
ment from a stretcher or table to an x-ray table 
will produce a profound circulatory collapse. It is 
much better to treat the patient as he is without 
x-rays rather than be forced to delay urgent ther-. 
apy because of more shock induced by the per- 
fonnance of an x-ray examination. Roentgenograms 
for essential diagnosis and correct management 
can be more safely taken in the emergency room 
without moving the patient. 

Initial Management of Specific Types of Injury 

Immediate first-aid measures include control of 
asphyxia and hemorrhage, management of shock, 
and temporary' splinting of fractures. The surgeon 
must then focus his attention on specific injuries 
and treat them with priority in regard to imme¬ 
diate and ultimate management. A decision must 
be made as to what operative procedure should be 
undertaken and when. Obviously, sucking wounds 
of the chest, severe uncontrolled hemorrhage, and 
penetrating wounds of the abdomen require emer¬ 
gency operation. It is essential to remember that 
an appreciable number of yratients will require 
formal surgical measures as an integral yrart of 
their resuscitation. 

Chest injuries require priority in treatment of any 
serious disturbance of the cardiovascular physiol¬ 
ogy. Potential bronchial secretions, sucking wounds, 
pneumothorax, massive bleeding into the plema, 
and cardiac tamponade all may lead to profound 
cardiorespiratory changes requiring immediate 
treatment. Thoracic injuries should be treated be¬ 
fore other operative procedures are undertaken, 
and when combined abdominal-thoracic injuries 
are encountered, the thoracic portion is undertaken 
first. 

Crushing injuries of the chest associated with 
multiple rib fractures and paradox movement of 
the portion of the thoracic cage present a particu¬ 
larly difficult problem because of the serious de¬ 
rangement of cardiorespiratory physiology. Trache¬ 
otomy is particularly valuable in such patients. 
Paravertebral block and local infiltration to control 
pain are effective in the maintenance of an ade¬ 
quate oxygen exchange. 

Abdominal Znfuries.—Blunt and penetrating types 
of trauma produce many lesions in the abdomen. 
A careful local examination of the abdomen must 
be undertaken, particularly in an unconscious pa¬ 
tient. All penetrating wounds of the abdomen 
should be explored as soon as the general condi¬ 


tion permits. Watchful waiting is dangerous. Blunt 
injuries are a little ihore difficult but are, never¬ 
theless, serious. Ruptured spleen, bladder, lacera¬ 
tions of the liver and intestine, mesenteric hemor¬ 
rhage, and other injuries to the pancreas all present 
diagnostic difficulties as a result of blows in the 
lower part of the chest or the abdominal wall. 
Lacerations of the kidneys and serious retroperi¬ 
toneal hemorrhage may be associated with injuries 
to the spine. 

Urologic Woinif/s.—Urine specimens must be ob¬ 
tained promptly in all seriously injured patients. 
The presence of blood indicates some injury; how¬ 
ever, the degree of hematuria is not necessarily 
indicative of the degree of damage. Most urinary 
injuries can be treated conservatively, but rupture 
of the ureter, bladder, and urethra require early 
initial repair to prevent urine extravasation. 

Neurological Dnmoge.—Peripheral nerve function 
should be determined in the examination of any 
wound of the extremities. Simple tests for detection 
of nerve injuries in both the upper and lower ex¬ 
tremities are well known, and detection is rela¬ 
tively easy. The discovery of a peripheral nerve 
lesion after manipulation is disturbing and requires 
immediate reinvestigation. 

The state of consciousness frequently alters the 
extent and interpretation of the complete examina¬ 
tion. It masks symptoms of serious injury and 
causes delay in the management of injuries other¬ 
wise easy to care for. 

Orthopedic Problems.—Most traumatic lesions 
alone do not present a serious therapeutic problem, 
but, when encountered in combination with other 
things, they create a major surgical problem. An 
open reduction may be advisable when it is the 
only injury, but in multiple injuries it may be 
contraindicated. Debridement of open wounds, re¬ 
duction and immobilization of fractures, early am¬ 
putation of all devitalized parts, and other pro¬ 
cedures all play a major part in the rehabilitation 
of the extensively injured patient. Early grafting 
or suturing of major blood vessels by those spe¬ 
cialized in the field may be much more'important 
as the immediate operation than fixing the fracture 
properlj'. 

The prevention of infection should not be left 
out of an orthopedic surgeon’s thoughts in manag¬ 
ing his injured patient. Tire use of a broad-spectrum 
antibiotic and whole blood, debridement of de¬ 
vitalized tissue, and the use of prophylactic anti- 
tetanic serum and toxoid therapy are all essential. 

Summary 

In management of a patient witlr multiple in¬ 
juries, efforts should be directed first toward re¬ 
lieving the causes of asphyxia and then to treatment 
of sucking chest wounds, maintenance of a free 
airway, arrest of hemorrhage and replacement of 
blood, splinting of fracture, and, finally, debride- 
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ment of the contaminated wounds. During the 
time a patient is unconscious on a stretcher, no 
harm can come from carefully and simply splint¬ 
ing all extremities. Every physician who treats 
severely injured patients must be prepared to in¬ 
stitute emergency lifesaving measures in any part 
of the body. He may not do as well as the spe¬ 
cialist, but he can often do a tracheotomy and 
aspirate mucus and blood from the nose and throat. 
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stop sucking chest wounds, give intravenous fluids 
and blood, and adequately splint badly mangled 
extremities. 

The judicious performance of amputation of a 
badly mangled extremity can also make the dif. 
ference between returning a patient soon after 
injury to an active useful life and condemning him 
to prolonged invalidism. 

266 Beacon St. 
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MANAGEMENT OF THE SEVERELY INJURED PATIENT- 
GENITOURINARY ASPECTS 

John W. Schulte, M.D., San Francisco 


A carefully considered, systematic, orderly ap¬ 
proach is essential when one is dealing with pos¬ 
sible injurj' to the genitourinary tract. Three fun¬ 
damental steps are involved: history of injury, 
physical findings, and laboratory studies. 

Fundamental Steps in Diagnosis 

History.—A careful history is all important. If 
tile patient is unconscious, or unable to give an 
accurate account of his injury, a witness to the 
accident should be questioned. 

Different varieties of trauma can be expected to 
cause specific lesions in the genitourinary tract. 
For example, a person working-on a roof who falls 
astride a scaffold is most likely to rupture the bulb 
of the urethra. Someone who suffers a severe blow 
directly over a distended bladder is likely to suffer 
an intraperitoneal rupture of the bladder; a person 
who sustains a compression fracture of the pelvis is 
apt to have an extraperitoneal rupture. A blow over 
the angles of the 11th and 12th ribs is more likely 
to cause a ruptured kidney than ruptured urethra. 

Physical Findings.—A thorough physical exami¬ 
nation is mandatory and should include a rectal 
examination. To limit one’s field of vision to just the 
possibility of a ruptured bladder would be short¬ 
sighted when the patient’s immediate problem is 
anoxia and paradoxial breathing due to a crushed 
chest. 

Rectal examination- may demonstrate that the 
prostate gland lies in the middle of the pelvis rather 
than its normal position, which suggests complete 
ruptme of the prostatomembranous uretlira. 

From the Department of Surgery (Urology), Univenity of California 
School of Medicine. 

Head in the Panel Discussion on Management of the Severely Injured 
Patient before the General Scientific Meeting at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 23, 
1958. 


History of injury, physical findings, and 
laboratory studies are the three fundamental 
steps in the diagnosis of any urologic injury. 
To limit one's field of vision to just the possi¬ 
bility of a ruptured bladder would be short¬ 
sighted when the patient's immediate 
problem is anoxia and paradoxial breathing 
due to a crushed chest. The prognosis of 
anterior and posterior urethral trauma must 
be a guarded one. Dense strictures may re¬ 
sult from these injuries, requiring periodic 
urethral dilatation for months or years. Im¬ 
mediate surgical treatment is indicated in 
rupture of the bladder after the patient has 
been suitably prepared. Shock must be 
treated first by whatever method is most 
appropriate. The common cause of ruptured 
kidney is a direct blow to the loin over the 
region of the 11 th and 12th ribs. Follow-up 
observations should be made on patients 
who have sustained a ruptured kidney. A 
kidney may be injured sufficiently to cause 
its ultimate death, yet not sufficiently to 
warrant immediate operation. Such damage 
may be found only by repeat studies several 
months later. 


Laboratory Studies.—Laboratory studies are jc 
tated by the patient’s needs and should 
blood cell couiit and hematocrit value determin 
tion, urinary studies with microscopic examinab^ 
of Ae urinary sediment, and roentgenograms 
skeletal and soft tissue injuries. Special loentgeoo- 
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graphic c.\aminations, such as ihc excretory uro¬ 
gram, rotrogratlc cy.stogram, and iirellirogram, arc 
indispensable aids to diagnosis. 

Tliis discussion will be limited to diagnosis and 
treatment of the common types of genitourinary 
injurics-rupturcs of the urethra, bladder, and 
kidney. 

Ruptured Urethra 

Ruptures of the urethra may be divided into two 
groups: (1) tiiosc occurring distal to tlie triangular 
ligament and (2) those proximal to it. The latter 
are further subdivided for imrposes of treatment 
into complete and incomplete ruptures. 

Anterior Urethral Jn;i/rics.—Ruptures distal to 
the triangular ligament arc caused by direct, e.x- 
temal trauma and usually occur at or near the 
bulb of uretlira. A common type is the so-called 
straddle injurx'. 

A blow to the perineum followed by bleeding 
from the urethral meatus, initial hematuria, or 
inabilih' to void is tire common history. If tlie rup¬ 
ture has been complete and the patient attempts to 
urinate, he may complain of pain and sudden in¬ 
creased swelling of the perineum and scrotum. 
These symptoms indicate urinary extravasation. 

Tire most important .positive physical finding 
associated witlr rupture of tire anterior uretlira is 
blood at tire uretliral meatus. Further examination 
reveals ecchymosis and edema of tire scrotum and 
perineum. If urinary' extravasation has occurred, 
the tissues are tense and distended from tire uro¬ 
genital perineum forxvard and edema may extend 
upward into tire subcutaneous tissues of the an¬ 
terior abdominal wall. Rectal e.xamination demon¬ 
strates the prostate to be in normal position. If the 
patient has urinary extravasation, he may be acutely 
ill; rapid pulse and hj'potension may be noted. In 
the absence of urinary extravasation, the patient, 
while complaining of pain, does not appear partic¬ 
ularly ill. 

^ A roentgenogram of the pelvis should be ob¬ 
tained to determine skeletal injury. This accom¬ 
plished, the patient remains on the x-ray table and 
urologic studies are done. An urethrogram is ob¬ 
tained first. My practice is to mix K-Y lubricating 
jelly (containing boric acid, glycerol, chondrus, and 
tragacanth) with an equal part of a 25% methiodal 
(Skiodan) sodium solution for contrast medium; the 
mixture is gently instilled into the uretlira with a 
bulb syringe, and anteroposterior and oblique 
roentgenograms are made. From these studies the 
site and degree of injury can be determined. 

If the .roentgenographic studies demonstrate an 
incomplete rupture, an attempt is made to pass an 
urethral catheter into the bladder. If this is success¬ 
ful, the catheter is left indwelling for three to five 
weeks. 


If the films show a complete urethral rupture, or 
if a catheter cannot be inserted past the area of in¬ 
complete tear, immediate surgical treatment is indi¬ 
cated. The type of operation undertaken depends 
on the skill and training of the surgeon. 

If there is any question in the surgeon’s mind 
concerning his ability to deal xvith such a problem 
directly, the simplest and most expedient operation 
to perform is a suprapubic cystostomy. Tliis pro¬ 
cedure diverts the urine and obviates the possibility 
of urinary extravasation. Secondary repair of the 
urethral injury can be done later. If the surgeon 
feels capable of attempting primary repair, he 
should proceed at once. 

If subcutaneous urinarj' extravasation has oc¬ 
curred at the time of or subsequent to the injury, 
adequate drainage of perineum and scrotum should 
be established. The urethra is a eontaminated field, 
and organisms washed into the surrounding tissues 
by urine grow luxTiriantly; a rapidly progressing 
phlegmonous type of infection may ensue which 
may soon be fatal. 

Posterior Urethral In;»ries.—Rupture of the pros- 
tatomembranous urethra results from a shearing 
type of force and is most often associated with 
severe trauma to the bony pelvis. 

The history is usually of a direct blow to the 
pelvis, such as may occur in heavy industry or an 
automobile-pedestrian accident. 

Positive urologic history consists of tlie patient 
being unable to void or having voided a small 
amount of grossly bloody urine. Abdominal pain is 
not specific because of the usually associated pelvic, 
skeletal injury. 

In regard to physical findings, the presence of 
purplish discoloration above the symphysis pubis, 
witli associated lower abdominal tenderness and 
spasm, suggests possible rupture of the posterior 
uretlira. The most important physical finding is ob¬ 
tained from rectal examination. If there is complete 
division of the prostatomembranous urethra, die 
prostate will be felt to be high in the pelvis rather 
than in its normal position. Because of extravasa¬ 
tion of blood and urine in incomplete rupture, the 
boundaries of the prostate may be indefinite. 

Since such patients usually have multiple in¬ 
juries and may be critically ill, they should be dis¬ 
turbed as little as possible; all ancillary diagnostic 
studies should be made at one time as soon as the 
patient’s condition permits. 

When the history and physical findings suggest 
rupture of the posterior urethra, an uretlirogram 
made as previously described will demonstrate tlie 
site and extent of injury. An incomplete rupture 
will allow some of the contrast medium to enter the 
bladder and some to be extravasated. A complete 
rupture aUows most of the contrast medium to 
extravasate around the bladder and prostate; the 
latter is seen to be elevated in the pelvis. 
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An alternative procedure is to pass an urethral 
catheter and perform retrograde cystography, \vith 
use of a 25% solution of methiodal. This is the 
usual method, since it may be difficult to determine 
by history and physical findings alone whether the 
bladder or posterior urethra is ruptured. When 
retrograde cystography is used, the catheter may be 
seen to lie outside the bladder in complete rupture 
of the urethra with perivesical extravasation of con¬ 
trast medium. In incomplete rupture, the bladder 
may be seen to be elongated and compressed by 
perivesical collection of blood and urine with a 
leak at the site of injury. 

In treatment, urethral continuit)' is reestablished 
and the pelvic fetroperitoneum is drained. The 
technique used depends on the surgeon’s judgment. 

Prognosis.—The prognosis of anterior and pos¬ 
terior urethral trauma must be a guarded one. 
Dense strictures may result from these injuries, 
requiring periodic urethral dilatation for months or 
years. Loss of sexual potency, particularly with 
posterior urethral injuries, is common and may be 
permanent. 

Ruptured Bladder 

Rupture of the bladder is either intraperitoneal 
or extraperitoneal. The history of injury gives an 
important clue as to which form of rupture may be 
present. 

Intraperitoneal Rupture.—A direct blow over the 
suprapubic area is most likely to cause an intra¬ 
peritoneal rupture of tlie bladder. This is particularly 
true if the patient has a full bladder at the time of 
injury. Trauma is followed by severe suprapubic 
and lower abdominal pain and passage of bloody 
or smoky urine. 

These patients may be in shock. The abdomen is 
tense, particularly in the lower quadrants, and 
board-like rigidity may be noted immediately after 
injury. Peristalsis is absent or hypoactive. Rectal 
examination may define a fluctuant area in the re¬ 
gion of the cul-de-sac. 

Laboratory findings reveal the urine to be usually 
grossly bloody or smoky. It occasionally may appear 
relatively clear, but microscopic hematuria is al¬ 
ways present. 

Retrograde cystography is diagnostic. Three films 
are made: a preliminary roentgenogram, a film with 
die bladder distended with a 25% solution of me¬ 
thiodal, and one after the bladder has been evacu¬ 
ated. It is important that the bladder be filled to 
capacity; a small, tear may be sealed immediately 
by omentum and so not be visible otherwise on the 
roentgenogram. 
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The postevacuation roentgenogram is particu¬ 
larly important, because it shows contrast medium 
extravasated into the peritoneal cavity or pooled in 
the cul-de-s^ac. 

Extraperitoneal Rupture.—The extraperitoneal 
rupture is most often associated with fractures of 
the pelvis and results from indirect trauma to the 
bladder. 

The history is almost identical to that obtained 
in the intraperitoneal rupture, except for the t)'pe of 
trauma. A crushing type of pelvic injury is the usual 
story. 

Physical findings are usually similar to those seen 
in patients with intraperitoneal rupture, vith few 
exceptions. Among these are more localization of 
pain and spasm to the lower quadrants, a bluish 
discoloration of the suprapubic skin, and normal 
rectal findings. 

Urinary studies also will give results similar to 
tliose found in patients with intraperitoneal rupture. 
Plain roentgenograms usually show deformities of 
the pelvic skeleton, varj'ing from multiple fractures 
to separation of the symphysis pubis or sacroiliac 
joints. 

Retrograde cystography done in the same manner 
as in intraperitoneal rupture shows perivesical 
extravasation of radiopaque fluid in the evacuation 
roentgenogram. 

Treafnicnf.—Immediate surgical treatment is in¬ 
dicated in both types of rupture of the bladder 
after the patient has been suitably prepared. Shock 
must be treated first by whatever method is most 
appropriate. Other injuries, if more pressing, are 
treated before urologic surgical repair is under¬ 
taken. 

In both intraperitoneal and e.xtraperitoneal rup¬ 
tures of the bladder, abdominal exploration is man¬ 
datory. It is imperative that tlie peritoneal cavit) 
be opened and the pelvic viscera, including sma 
intestine and rectum, be examined; a force strong 
enough to cause rupture of the urinary bladder ma) 
also cause severe injury to adjacent organs. Injuries 
to other organs are tr eated first. 

Treatment of intraperitoneal rupture of the blad 
der consists of mobilization of the rent in the pen 
toneum from the surface of tire bladder, closure o 
the bladder mucosa and muscle, and reappro.yima 
tion of the peritoneum. After this, urinary drainage 
is established suprapubically by means of 
tomy. Dependence on an indweUirig uret ra 
catheter alone is not recommended, since tire lumen 
may become occluded, the bladder may become 
distended, and a leak may occur at the site o re 
pair. 
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Treatment of cxtrapcritoncal rupture of the 
bladder again consists first in e.\ploration of the 
peritoneal cavity. If no associated lesions arc pres¬ 
ent, the peritoneum is closed and the bladder is 
c.xposed extraperitoncally, the prevesical space be¬ 
ing videly opened on either side. Tliis iiermits 
drainage of the extravasated urine and blood. The 
bladder is then entered suprapubically, and a 
cystostoiny drain is inserted. No attemjit is made to 
identify the site of rupture unless it easily comes to 
xiew. Experience has showm that lacerations of the 
bladder will heal without suture if the bladder is 
put at rest by cystostomy drainage. 

Tlie prevesical space is drained for 10 days, at 
which time cystotomy tube and drains may be 
removed and the cystotomy allowed to close spon¬ 
taneously or encouraged by means of urethral cathe¬ 
ter drainage. 

Ruptured Kidney 

Because of its anatomic position and coverings, 
the kidney is not prone to injury. There are, how¬ 
ever, predisposing causes for rupture of the kidney, 
the most common of which is hydronephrosis. Tire 
common cause of ruptured kidney is a direct blow to 
the loin over the region of the 11th and 12th ribs. 

History and Findings.—T\\e pertinent history is of 
a direct blow to the loin followed by jrain in tlie 
affected side and the passage of grossly bloody 
urine, sometimes with blood clots. The pain is 
severe and may radiate anteriorly into the abdomen 
or groin. 

The patient may appear acutely ill, pale, and 
perspiring and have rapid pulse and hypotension. 
Local physical findings demonstrate spasm of the 
flank musculature on the injured side witlr reflex 
guarding and spasm on the abdominal muscles. An 
area of ecchymiosis may be noted over the loin. 

On careful examination a mass in the flank may 
be felt. If a mass is found, its margins should be 
marked vdth ink on the patient’s skin for future 
reference. If the urinary collecting system has been 
damaged, cutaneous edema .may be seen over the 
area of the lumbar triangle from extravasation of 
urine. 

The urinary specimen is almost always grossly 
bloody, and red blood cells are always seen micro¬ 
scopically. 

A roentgenogram of the abdomen may show in¬ 
jury to the skeleton, including fractures of the ribs 
Or transverse processes. Of diagnostic value is the 
absence of a psoas shadow on the affected side and 
the absence or haziness of renal outline. 

The most useful diagiiostic study used in proving 
ruptured kidney is the excretory urogram. Contrary 
to the beliefs of some, excellent studies of the upper 


and midurinary tracts may be obtained without 
the usual preliminaries of dehydration and ca¬ 
tharsis. 

Excretory urograms in the case of a presumably 
ruptured kidney should be done to obtain the fol¬ 
lowing information: 1. The size, structure, and 
function of the unaffected kidney. A congenital, soli¬ 
tary kidney is not an uncommon anomaly, and con¬ 
genital h^TJoplasia is not rare. It is obvious that a 
contemplated nephrectomy in the case of renal 
rupture must be predicated on the presence of a 
life-sustaining remaining kidney. 2. Tire degree of 
injury' to the kidney itself. If there has been com¬ 
plete transection of the renal pedicle, contrast 
medium will not concentrate in the kidney. If tlie 
renal substance has been lacerated, intrarenal 
extravasation will be seen. 3. Injury to the collecting 
system. If the pelvis or ureter has been tom, extra- 
renal extravasation will be apparent. 

Trcntineiif.—Treatment is initially directed for the 
patient as a whole. He must be relieved of pain and 
given such supportive therapy as is necessary to 
overcome shock if present. Ninety per cent of pa¬ 
tients with ruptured kidney require supportive 
therapy only. The type of operation in the remaining 
10% depends on the type and severity of the injury. 
Surgical intervention should not be considered as 
long as the patient’s general condition improves 
with supportive treatment. Ominous signs include 
continued shock in spite of supportive measures or 
increasing size of a mass in the flank, as demon¬ 
strated by repeated physical examination. Either 
indicates continuing hemorrhage. 

If the patient continues to be in shock in spite 
of transfusion and ancillary treatment, immediate 
operation is indicated as a lifesaving measure. In 
my experience with such patients, either the kidney 
is completely shattered or its vascular pedicle is 
completely transected. Under tlrese circumstances 
nephrectomy is usually the operation of choice, 
depending, of course, on the presence of a second, 
life-sustaining kidney. 

Urinary extravasation demonstrated by excretory 
urography demands surgical drainage, but this is 
not urgent and can be done when the patient has 
recovered from the initial effects of injury. Drain¬ 
age can easily be established by introducing a 
Penrose drain through Petit’s triangle deep to 
Gerota’s capsule. 

Follow-up observations should be made on pa¬ 
tients, who have sustained a ruptured kidney. A 
kidney may be injured suflBciently to cause its ulti¬ 
mate death yet not sufficiently to warrant immedi¬ 
ate operation. Such damage may be found only by 
repeat studies several months later. 

384 Post St. 
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ANILERIDINE HYDROCHLORIDE-ITS CLINICAL USE AS AN 
ANALGESIC AND SEDATIVE 


PRELIMINARY REPORT 


Robert C. Therien, M.D., Leroy W. Lee, M.D., Edward M. Malashock, M.D. 

and 


Neal B. Davis, M.D., Omaha 


Anileridine hydrochloride is a substituted meper¬ 
idine which is chemically knovm as ethyl-l-(4-ami- 
nophenethyl)-4-phenylisonipecotate dihydrochlo¬ 
ride. The structure is shown in the figure. 
Experimental observations in animals and man 
have proved it to be a potent analgesic agent with 
high activity' and relatively mild side-effects when 
given orally. In animals, the compound approaches 
the analgesic potency of morphine and is more 
potent than meperidine. It has a prompt onset of 
action (15 to 30 minutes) and a long duration of 
analgesia (five to six hours). The side-reactions, 
such as general depression, depression of respira¬ 
tion, and lowering of blood pressure, are consider¬ 
ably milder than those produced by morphine and 
somewhat milder than those of meperidine. 

S)'nthesis of the compound was accomplished in 
1956 by Weijlard and co-workers.' Pharmacological 
characteristics of anileridine were studied by Ora- 
hovats and associates,^ who found aside from tlie 
characteristics already enumerated that the com¬ 
pound had an antitussive effect, an anticholinergic 
effect, and an antihistaminic effect. It did not pro¬ 
duce constipation, as was seen with morphine. It 
was well tolerated by mice, rats, cats, and dogs in 
’single and repeated administrations. Tolerance to 
the analgesic effect developed slower for anileri¬ 
dine than for either morphine or meperidine. Local 
tissue injection with 50 mg. of anileridine produced 
considerably less reaction tban similar solutions of 
meperidine. The effects of anileridine were re¬ 
versed by nalorphine (Nalline) hydrochloride. 

Porter “ described the absorption and metabolism 
of anileridine and suggested analytical methods for 
identifying anileridine in the tissues and body 
fluids. He stated that the metabolism and excretion 
of anileridine are similar to those of meperidine. 
The highest concentrations of anileridine were 
foimd in the lungs, kidneys, and brain. Major ex¬ 
cretion was by way of the kidneys. 

Observations on the effects of anileridine in man 
have been reported by Keats and co-workers,'* 
Dripps and co-workers,® Wallenstein and Houde,® 
and‘Stage.'* 


From the departments of anesthesiolog>' and urology. Bishop Clark¬ 
son Memorial Hospital, and the University of Nebraska College of 
Medicine. 

Read before the Section on Anesthesiolog)' at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 
25, 1938. 


The clinical effects of anileridine hydro¬ 
chloride have been observed after more 
than 2,500 administrations to more than 600 
patients. It was used both as premedication 
for general anesthesia in surgery (in doses 
averaging 50 mg. orally or subcutaneously) 
and as a posfoperofive sedative and anal¬ 
gesic (in doses ranging from 25 to 75 mg.). 
Its effects resemble those of morphine and 
meperidine, but euphoria was uncommon, 
and no evidence of addiction was seen even 
in a patient who received 552 doses during 
the course of metastatic carcinoma of the 
colon. In patients who received the drug 
daily for various periods of time, there was 
no evidence of withdrawal symptoms when 
a series of administrations was interrupted. 
Nausea occurred in eight and emesis in six 
instances. Respiratory depression caused by 
excessive doses in a few patients was easily 
counteracted by levallorphan in doses of 
1 mg. for every 25 mg. ,of anileridine 
hydrochloride. It was effective in the very 
old as well as the very young and showed 
promise of usefulness in a wide diversity of 
medical and surgical situations. 


Observations on Drug Usage and Effect 

Our observations were, begun shortly after the 
compound was syntliesized in 1956 and proved to 
be suitable for administration to animals and man> 
and they have continued to this time. During this 
time we have given anileridine to over 600 patient^ 
We have used various preparations of the drug an 
various methods of administration. These pr^ara- 
tions have included tablet and elixir for oral admin¬ 
istration, as well as solution for intramuscular, su - 
cutaneous, and intravenous use. The drug was use 
for preoperative analgesia and sedation, as well as 
for postoperative analgesia. Observations for pro 
operative sedation were made personally by us. 
The postoperative analgesic effectiveness and (wra- 
tions were observed by special and regular dut) 
nurses. These in turn were reported to tlie house 
- - - - - ■ TOth ad- 


staff physicians for evaluation. Patients 
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^Mnccd painful carcinoma, as well as those with 
other painful clinic.al conditions, were observed 
for its analgesic effect. 

In the entire study, anilcridine was administered 
over 1,900 times. For preoperative medication it 
was given alone in 260 instances, with orally given 
vinbarhital (Delvinal) sodium, 100 mg., 302 times, 
iincl with atropine or scopolamine hydrohromide 
70 tiines-making a total of 632 preoperative ad¬ 
ministrations. Doses varied from 25 to 100 mg., hut 
the average subcutaneous and oral dose was 50 mg. 
For postoperative sedation and analgesia, anileri- 
dine was gi\’en 1,320 times. Tlie dose ranged from 
25 to 100 mg. The average doses were 50 to 75 mg. 

In this series of 632 patients coming to surgery 
and receis’ing anileridinc preoperativcly, regional 
anesthetics w'cre used in 562 and general anesthet- 
, ics in 70 instances. The types of surgical procedures 
were as follows; cystoscopy (71), cystoscopy, ure¬ 
teral catheterization, or manipulation (321), renal 
operations (24), ureteral operations (23), perineal 
prostatectomy (38), transurethral prostatectomy 
(61), suprapubic prostatectomy (4), suprapubic vesi¬ 
cal operation (11), transuretliral resection of blad¬ 
der tumor (22), scrotal operation (70), bilateral 
adrenalectomy, retroperitoneal tumor (3), urethral 
or penile operation (^), presacral oxygen study (4), 
breast biopsy (2), and g>'necologic surgery (59). 

Inasmuch as several of these patients had two 
separate surgical procedures performed during the 
same hospitalization, it offered a novel way to ob¬ 
serve the comparative effect of meperidine and 
anileridine preoperativcly in the same patient. A 
group of 50 patients were given anileridine sub¬ 
cutaneously with orally given vinbarbital sodium 
on one occasion, and an equal dose of meperidine 
was substituted for anileridine on another. All med¬ 
ication in this series was given one hour preopera- 
tively. Since the operative procedure in these pa¬ 
tients was done with use of regional anesthesia, it 
was possible to observe them very accurately in the 
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Structural formulas for meperidine, anileridine, and mor¬ 
phine. 

operating room and recovery room for a minimum 
of tvyo hours. It was found that, in this series, 50 
mg. of anileridine was as effective as 75 mg. of 
meperidine for comparable signs of analgesia and 
sedation. 


In patients receiving anileridine, tlie onset of 
analgesia appeared in 15 to 30 minutes and was 
profound at 60 minutes. The analgesic effect of 
anileridine appeared to last for one to seven hours, 
with an average of three to four hours. These ob¬ 
servations were made with average dosages of 50 

Taule 1.— Case and Dosage Data in Patients Receiving 
Anileridine 

DosuBe Data 


ABe, Size, Interval, 

rune, Ko. Seic Yr. No. Mg. Days 

1 . F 74 66 60 20 

2 . F 21 3:> oO 9 

a . M 70 31 26 21 

4. F 22 28 60 8 

f». M 74 23 60 16 

6. 3f 69 27 76 30 

V. M 33 47 8,9* 


* Patient received 23 <IOFe« In eight-day period and, on second ad- 
iiiiRsion two months later, 24 doses In nine-day period for second 
operative procedure, 

to 75 mg. No deaths or severe toxic reactions were 
seen incident to administration of anileridine. Over¬ 
doses in a very few patients were manifested by 
respiratory depression. The respiratory depression 
was easily counteracted by administration of lev- 
allorphan in a ratio of 25:1 for the unanesthetized 
patient. When intravenously given barbiturates 
were used with a general anesthetic, the antagonist 
dose was doubled, i. e., 12.5 mg. of anileridine was 
counteracted by 1.0 mg. of levallorphan. 

Untoward effects observed were as follows; nau¬ 
sea (eight), emesis (six), vertigo (t%vo), headache 
(two), sensation of choking (one), itching (one), and 
deep sedation (three). Tlie latter effect occurred in 
patients receiving 75 mg., 100 mg., and 100 mg. re¬ 
spectively. No evidence of abdominal cramps or 
constipation was seen. Neither evidence of toxic 
psychotic effects nor severe circulatory depression 
was seen. Euphoria was uncommon. 

Special Uses and-Addiction 

Special Uses.—Observations on special uses of 
anileridine were made as follows. In children, ani¬ 
leridine used both preoperativcly and postopera- 
tively appeared to be effective and well tolerated. 
The dosage given was one-half the standard ac¬ 
cepted meperidine dosage for age and weight. The 
pain of ureteral colic, urinary and gallbladder 
spasm, and coronary thrombosis, peripheral vascu¬ 
lar pain, and pain of metastatic carcinoma was 
relieved. In the geriatric age group, anileridine was 
effective preoperativcly and postoperatively, as 
well as in other painful conditions. There were 170 
patients over 80 years of age in this group. It did 
not produce the psychic disorientation so often 
seen with morphine when used in aged persons. 
The large percentage of geriatric-patient surgical 
procedures done is shown in the previous section. 
In the series were 12 severe diabetic patients and 5 
with severe asthma. In both groups, die severe dis¬ 
ease was not aggravated and the drug appeared to 
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be well tolerated. Dripps and associates “ have 
demonstrated the antihistaminic efFect of anileri- 
dine in man. The severe tremor of Parkinsonism 
was noted to disappear in two patients after ad¬ 
ministration of anileridine. 

Addiction.—We have found anileridine to pro¬ 
duce no evidence of addiction. Our series includes 
several patients who received a considerable num¬ 
ber of repeated doses with subsequent easy with¬ 
drawal of tire drug. Table 1 shows dosage regimen 
of our patients receiving the drug hypodermically 
in multiple doses. 

Orally, for metastatic disease, four patients re¬ 
ceived repeated doses as shown in table 2. In the 
patient in case 2 (table 2), medication was with¬ 
held 10 days during the middle of the series with- 

Table 2.—Case and Dosage Data in Patients Receioing 
Anileridine for Metastatic Disease 

Dosage Data 

_ ^ _ 


Size, Inten'al, 

Case, No. Carcinoma of No. Mg. Days 

1 . Kidney 6G 25*50 20 

2 . Bladder 100 25*50 30 

3 . Bladder 232 25*50 120 

4 . Colon 552 25*50 128 


out evidence of withdrawal symptoms. A total of 
105 patients received oral medication with anileri¬ 
dine. In all, this medication was well tolerated. 

The oral route of medication for drugs is consid¬ 
ered much less likely to cause addiction. The hypo¬ 
dermic route, for psychological reasons, is consid¬ 
ered more likely to cause addiction in the person 
requiring continual narcotic medication. According 
to some psychiatrists,® the hypodermic route pro¬ 
vides a symbolic-accentuation of the importance of 
the medicine. For this reason, anileridine with its 
high oral effectiveness can be considered a very 
useful addition to the group of orally effective 
drugs used for the relief of pain. 

Summary 

The clinical use of anileridine as a preoperative 
and postoperative analgesic and sedative was ob¬ 
served in a study of over 600 patients. This study 


J.A.M.A., Dec. 20, 1938 

showed anileridine to be a valuable addition to the 
present group of analgesic-sedative agents, It is 
effective given orally and parenterally, wth a mini¬ 
mal amount of undesirable side-effects. Anileridine 
was found to be effective and well tolerated by 
children, as well as by patients of advanced age. 

Further observations should be continued ol the 
effects of aiiileridine in the management of pa¬ 
tients with severely painful clinical conditions, such 
as ureteral colic, biliary colic, embolism, and cor¬ 
onary thrombosis. Its effects on patients with dia¬ 
betes, asthma, and Parkinsonism should also he 
observed further. 

Addendum 

Since tire completion of this study series, an ad¬ 
ditional 653 doses of anileridine have been admin¬ 
istered, without any remarkable change from our 
previous study’s statistics. 

800 Doctor’s Bldg. (Dr. Therien). 

The anileridine used in this study was supplied as Leritine 
by Merck Sharp & Dohme Division of Merck & Co., Inc., 
Philadelphia. 
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R OENTGENOLOGIC EVIDENCE OF FETAL DEATH.-At roentgen exami¬ 
nation of relatively mature fetuses before delivery, a zone of reduced density 
is usually discovered around the head of tlie fetus, produced by the sub¬ 
cutaneous layer of fat. If the fetus is dead, this transparent zone in certain cases is 
separated from the cranium by a layer of the same density-as the other soft tissues of 
the fetus. This finding was described for the first time by Deuel in 1947 as a sign of 
intrauterine fetal death. Intrauterine fetal death can be determined in the majority of 
cases (more than 75 per cent) by means of a roentgenologic examination. Free gas 
is the most common and the most important sign of fetal death. In cases where the 
death of the fetus occurs when the fetus is almost at term, free gas and Deuel’s halo 
sign are frequently noted, whereas when the fetus dies in an early stage of develop¬ 
ment, the most common roentgenologic sign of death is the maceration of the trunk. 
—O. F. Holm, Deuel’s Halo Sign, The American Journal of Roentgenology, October, 
1958. 
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The Chairman of the Section on Anesthesiology 
traditionally reviews the growth of the specialty' 
from the date of Adam’s historic thoracoplasty. 
Recent advances in research and technique may 
he ^'iewed proudly, and certain innovations may be 
regarded as radical and therefore dangerous prac¬ 
tices. However, a new day' is certainly' dawning; 
we are on the threshold of a new and glorious era 
in anesthesiology'. 

I am also in the happy position of knowing that 
this paper will have an assured if not attentive 
audience. This is too good a chance to pass up, 
and it gives an opportunity' to discuss a problem 
that is assuming increasing importance in anes¬ 
thesia and surgery'. This subject is cardiac arrest. 

This topic is attracting more and more interest. 

A superficial review of the literature shows six 
times as many papers published in the last 5 years 
as in the previous 50. Most of tliese authors be¬ 
lieve that the incidence is increasing, but no one 
agrees as to what this incidence actually is. Some 
ty'pical figures are as follows: Natof and Sadove ’ 
record the incidence of cardiac arrest as 1 per 696 . 
operations, Lahey and Ruzicka ’ as 1 per 1,000, 
Hingson and co-workers “ as 1 per 1,078, Briggs 
and associates * as 1 per 1,400, Jacoby and asso¬ 
ciates ’ as 1 per 1,588, Bergner ® as 1 per 2,000, 
Johnson and Kirby ’ as 1 per 3,600, Bonica ® as 1 
per 4,150, Merritt and Osterhagen ” as 1 per 8,600, 
and Blades as 1 per 24,000. 

This great disparity in figures must indicate tliat 
every'one does not mean the same thing by cardiac 
arrest. One of the greatest difficulties is to know 
what we are talking about. To describe this entity, 
Natof and Sadove' list 12 separate and different 
definitions. Of these definitions, that of Blades 
is simple and logical; “sudden cessation of cardiac 
function from the effects of anesthesia or surgical 
manipulation.” If this definition were followed, 
many cases would be eliminated that are now 
called cardiac arrest and the subject could be 
viewed in its true perspective. Some surgeons ap¬ 
ply the term to every patient who dies in the 
operating room and who is not completely exsan¬ 
guinated. Obviously, every death from any cause 
could be called cardiac arrest, for that is the final 
episode in every fatality. Actually, a careful analy¬ 
sis of operating room deaths shows that roughly 
half are due to surgical accidents, shock, or pri¬ 
mary disease and should not be termed as due to 
cardiac arrest." 

Anesthetist* Flower and Mercy hospitals. 

Chairman’s address, read before the Section on Anesthesiology at the 
107th Annual Meeting of the .^nerican Medical Association, San 
Francisco, June 26, 1958. 


Cardiac arrest is best defined as sudden 
cessation of cardiac function from the effects 
of anesthesia or surgical manipulation. The 
incidence of cardiac arrest has been record¬ 
ed as anywhere from 1 per 696 to I per 
24,000 operations. The natural tendency to 
evade responsibility by reporting deaths due 
to anesthesia as due to cardiac arrest must 
not be overlooked. The patient should be 
protected against noxious reflexes by proper 
and adequate premedication. Hypoventila¬ 
tion with its vicious offspring, hypoxia and 
hypercapnia, must be avoided. All exponents 
of the art of anesthesiology must be diligent 
and conscientious in preventing this tragedy. 


These reviews also throw doubt on the widely 
Jjeld theory that there is an alarming' increase in 
the incidence of tliis condition. For example, at 
Flower Hospital, Toledo, Oliio, the operative mor¬ 
tality has shown a steady reduction from 1.9% in 
the 1930’s to 1.6% in the 1950’s in spite of an in¬ 
crease in major pulmonary and cardiovascular'sur¬ 
gery. Certainly there has been no increase in car¬ 
diac arrest or even operating room deaths. The 
apparent increase must be due to a greater aware¬ 
ness of the problem, so that more cases are recog¬ 
nized and reported. We must not overlook the 
natural tendency to evade responsibility by saying 
that a death due to anesthesia is due to cardiac ar¬ 
rest. The latter, for which no cause is kno\vn, is 
obviously an act of God for which human error 
cannot be held accountable. 

Cardiac arrest has been defined as total circula¬ 
tory failure for which no cause is apparent." How¬ 
ever, in every case there is a causative factor, and 
the reason that it is not apparent must be because 
we did not look for it or ignored it if present. 

Causes 

Hypoxia.—O.xj'gen lack has a twofold effect on 
the heart. Central nervous system depression causes 
respiratory and vasomotor failure with resulting 
cardiac hypoxia. There is also a direct effect on 
the myocardium, which, unlike skeletal muscle, 
cannot rest to restore oxygen debt. Even short 
periods of suboxygenation may produce cardiac 
standstill. Lactic acid, the normal product of mus¬ 
cular activity, increases witlr hypoxia. With a con¬ 
centration of only 0.07% it will produce cardiac 
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arrest, whereas skeletal musele will function even 
though the concentration is threefold. Cardiac hy¬ 
poxia is produced by 'any-factor that interferes 
with coronary circulation, as well as a frank low 
oxygen intake. This cardiac ischemia establishes a 
trigger zone tliat acts as a focus for ventricular 
fibrillation. Types of hypoxia and their causes in¬ 
clude (1) anoxic, due to respiratory obstruction, 
low inspiratory o.xygen level, or h 3 ^oventilation; 
(2) anemic, due to hemorrhage or anemia; (3) 
stagnant, due to shock, cardiac inefficiency, hypo¬ 
tensive drugs, or spinal anestliesia; (4) histoto.xic, 
due to overdosage of anesthetics; and (5) meta¬ 
bolic, due to liigh oxygen demand. Hypoxia is fre¬ 
quently associated with, and made more dangerous 
by, hypercapnia. 

Parasympathetic Stimulation— formerly 
there has been skepticism regarding tlie vagus re¬ 
flex, some reports seem to establish beyond reason¬ 
able doubt tliat tracheal, laryngeal, hilar, ocular, 
and mesenteric stimulation can produce cardiac 
inhibition by initiating vagus reflexes. A number of 
factors and agents potentiate this action. Hypoxia, 
hypercapnia, barbiturates, and cyclopropane are 
common causes. 

Neostigmine is used freely as an antagonist to' 
tubocurarine and other relaxants with similar action. 
It is important to remember that, unless the vagus 
is adequately depressed by atropine, this drug pro¬ 
duces powerful stimulation which can (and has) 
initiated cardiac arrest. 

Sijmpathetic Stimulation—Quedel postulated that 
ventricular fibrillation could be produced by epi- 
neplirine released by emotional trauma incident to 
the induction of anesthesia.The high incidence of 
cardiac arrest during induction lends support to this 
theory. Of course the danger of administering epi¬ 
nephrine or posterior pituitary injection (Pituitrin) in 
conjunction wth cyclopropane anesthesia is well 
known. Ventricular fibrillation is to be anticipated. 
The preoperative preparation of the patient with 
adequate sedation is still vital. A recent tendency to 
belittle the euphoric effects of morphine is ill 
founded.'^ Several million narcotic addicts testify 
that morphine produces psychic effects that cannot 
be obtained widi other sedative drugs. 

Overdosage.—An overdose of practically any an- 
estlietic agent \vill produce cardiac irregularities, 
vasomotor depression, and asystole. Doubtless some 
of this effect is hjTpoxic in nature, but many' agents 
have a direct effect on the heart muscle or its con¬ 
duction mechanism. The role of chloroform and 
ethyl chloride is well recognized. The other re¬ 
cently popular halogen anesthetics, trichloroethyl¬ 
ene (Trilene) and halothane (Fluothane), seem 
to have similar properties, and great caution must 
be observed when using these drugs, for reports of 
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cardiac arrest after their use are becoming com- i 
mon."* It is easy to give an overdose of any agent ' 
to a patient when, as is common, assisted or con¬ 
trolled respiration is being used. ‘ 

Under normal circumstances overdose produces 
respiratory depression which by reducing ventila¬ 
tion tends to limit the amount of gas inhaled. Hosv- 
ever, when hyperventilation is artificially induced, 
an excess can be purhped into the circulation svith- 
out the ordinary signs of deep anesthesia being 
present. The result is hypoxia from vasomotor 
depression and asystole from direct myocardial 
paralysis. r 

Trauma.—The heart may be directly emhanassed 
during intrathoracic surgery. This is undoubtedly a 
cause of the high incidence of cardiac anest during 
these operations. There may be pressure on the 
auricles or great vessels preventing adequate filling. 
Wiggers describes also tlie onset of ventricular 
fibrillation by direct injury to the heart. This may 
be produced by external trauma as well as by di¬ 
rect interference with dardiac action. 

Other Causes.—hess common causes of cardiac 
arrest to be mentioned in passing.are artificially in¬ 
duced hypothermia and potassium or procaine in¬ 
toxication. References to these are also appearing 
with increasing frequency. 

The presence of preexisting cardiac disease, of 
coiurse, makes tire heart more susceptible to arrest 
from any of these causes. Furthermore, a damaged 
heart is much more difficult to restart or, restarted, 
to be maintained permanently with a regular effi¬ 
cient beat. 

Diagnosis and Treatment 

Diagnosis.—The diagnosis cannot be made wth- 
out close observation of the patient. No anesthesia., 
can be conducted “in absentia.” A careful, conscien¬ 
tious, and competent individual must be in at¬ 
tendance constantly. Every breath must be note , 
the pulse should be palpated constantly, and tlie 
blood pressure should be checked from minute to 

minute. An experienced, anesthesiologist can often 
suspect cardiac distress by simple doservation o 
the patient. Irregularities, bradycardia, or sud en 
hypotension are warning signs. The diagnosis is 
established not by electrocardiogram, or even aus 
cultation, but by the absence of a palpable pu^ 
in a major vessel. Treatment must be institut 
without a moment’s delay. 

It is hoped that this presentation, by stressing tia 
errors in technique or judgment are responsible or 
most cardiac arrests, might make discussion o 
treatment superfluous. One ounce of prevention is 
still worth many pounds of cure, for even un er 
the best circumstances the results of treatment are 



Vol. 1C8, No. 10 


CARDIAC ARREST- McCARTHY 


2103 


unsatisfactorj'. The mortality, as quoted by various 
authors, is as follows: Bergncr,” 35%; Ruth and co- 
workcrs,” 40%; Blades,’” 50%; Lahey and Ruzicka,® 
62%: Briggs and associates,' 63%; Freeman and co- 
workcrs,’” 65%; and Barber and Madden,” 66% 
(average, 54.4%). 

These statistics unfortunately do not give any 
information on one of the most distressing aspects 
of this subject. Many patients, listed as having re¬ 
covered from cardiac arrest, undoubtedly are 
doomed to a hopeless vegetative e.vistence due to 
cortical damage from cerebral anoxia. 

Trcnfmctif.—The treatment of cardiac arrest has 
become welt standardized and need not be dis¬ 
cussed in detail. Artificial respiration with an ade¬ 
quate airway must be instituted as soon as the diag¬ 
nosis is even susiiiected. No time should be wasted 
in intubation at this time. In many cases of simple 
hjpoxia, reoxygenation will reestablish the heart¬ 
beat, but this must not be relied on. The chest must 
be opened immediately and alternate manual com¬ 
pression and decompression of the heart—not “mas¬ 
sage”—instituted. The rate should be as rapid as 
diastolic filling permits, though most operators be¬ 
come fatigued rapidly if rates above 100 per minute’ 
are attempted. One should pause occasionally to 
see,if spontaneous beating is resumed. Blood vol¬ 
ume must be rapidly restored by intravenously given 
fluids and/or blood. 

The tone of a flaccid heart may be restored by 
1:1,000 epineplrrine solution (5 cc.) directly in¬ 
jected. Its tendency to produce ventricular fib¬ 
rillation must be recognized. Should tliis occur, 
electroshock with domestic current or a special 
defibrillator may stop tlie irregular contractions and 
allow,massage to restore regular rhythm. Procaine 
by direct injection, topical application, or intra¬ 
venous injection is recommended in an eSort to 
overcome fibrillation by decreasing cardiac irri¬ 
tability. 

It is difficult to predict a successful result. Pa¬ 
tients who are moribund or'have pfee.xisting cardiac 
pathology will respond poorly, if at all. Each case 
must be individually evaluated before treatment is 
abandoned. Hosierreported complete recovery 
after eight hours of continuous cardiac massage. 

Successful resuscitation depends on (1) the im¬ 
mediate reestablishment of cardiac and cerebral 
oxygenation and (2) a more deliberate restoration 
of the spontaneous heartbeat. 

Conclusions 

I would make a plea to all exponent’s of the art 
of anesthesiology that they be diligent and conscien¬ 
tious in preventing the tragedy of cardiac arrest. 
The reputation of this profession and the lives of. 


the patients are at stake. Avoid hypoventilation with 
its vicious offspring, hypoxia and hypercapnia. Pro¬ 
tect the patient against noxious refle.xes by proper 
and adequate premedication. Mistrust the halogens. 
One agent well understood and administered still 
is more valuable tlian a polypharmaceutical bar¬ 
rage, of which the evaluation is difficult. Keep it 
simple, be watchful, be careful, be safe. 

2228 Ashland Ave. (10), 
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ARTERIOGRAPHIC STUDIES OF THE CORONARY ARTERIES 
IN ISCHEMIC HEART DISEASE 

Alan P. Thai, M.D., L. Stephen Richards, M.D., Richard Greenspan, M,D. 

and 

M. John Murray, M.D., Minneapolis 


Recently developed techniques' permit the 
regular visualization of the blood supply of the 
heart in the unanesthetized patient. The fine de¬ 
tail of the studies now obtainable affords not only 
the means of precise localization of the occluding 
lesions of the major coronary vessels but also a 
detailed picture of the collateral ^'ascular develop¬ 
ment. Apart from its in\’estigative use, coronary 
arteriography is of value in elucidating difficult 
clinical problems and also in providing objective 
evidence of coronary disease prior to myocardial 
revascularization. The present paper serves to out¬ 
line techniques recently de\'eloped in this institu¬ 
tion. Representative cases will be illustrated. 

Materials and Methods 

Injection Apparatus.—In essence, the injection 
apparatus consists of a compressed nitrogen-driven 
syringe fired by a solenoid \’al\'e. Tlie radiopaque 
medium in the syringe, being highly viscous, is 
warmed by a heat reflector, Tliis injector is capable 
of deli\’ering 65 cc. of a 90% solution of diatrizoate 
(Hypaque) sodium through a size 330 poh’ethylene 
catheter in one second. The detailed construction 
of the injector and delay circuit have been de¬ 
scribed in another paper.'” 

Delay Circuit.—Our e.xperimental and clinical 
studies have regularly shouTi tliat the best delinea¬ 
tion of tlie coronary vessels is obtained by a rapid 
injection of concentrated dye timed to start at the 
beginning of systole and continue for one cardiac 
cycle. At lieart I’ates from 60 to 80 beats per minute, 
the injection is carried out over a period of 0.8 to 
0.6 seconds. To obtain precisely timed injections, a 
variable delay circuit has been utilized. Tlie circuit 
is triggered by the R wave of the electrocardiogram 
and the duration of injection is varied according to 
the heart rate. 

Catheterization of the Ascending Aorfw.—While 
it is possible to gain access to the ascending aorta in 
various ways, it has seemed safest to us to adopt 
the route of the brachial artery. Tire artery is care¬ 
fully e.qposed in the upper part of the arm, and a 
transverse arteriotomy is made. With use of a flexi¬ 
ble catheter guide, the catheter is directed into the 
ascending aorta and positioned under the fluoro- 
scope to lie about 1 in. above the aortic cusps. The 
guide is then withdrawal. After considerable trial, 
we have found a lateral-opening, closed-tip, size 330 

From the departments of surgeo’* radxolog>% and medicine. Uni* 
versit>' of Minnesota Medical School. Dr. Thai is an established investi¬ 
gator, American Heart Association. Dr. Richards is a research fellow, 
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The coronary arteries have been visvalized 
in unanesfhetized patients by injecting a 
radiopaque medium through a catheter info 
the ascending aorta. After premedicaiion 
with meperidine and atropine, the catheter 
is introduced by way of the brachial artery 
and inserted until its tip lies about 2.5 cm. 
above the aortic valve. Special techniques 
have been developed in order to predeter¬ 
mine the phase and duration of the injection,- 
since 40 to 55 cc. of the radiopaque medium 
must be injected within 0.8 to 0.6 seconds 
and the subsequent film expoiurer must be 
properly timed. The most convincing sign of 
coronary artery disease is the roentgen- 
ograpbic finding of occlusion of a major 
vessel. Of the four illustrative case histories 
here given, two concern patients who had 
been considered for cardiac surgery be¬ 
cause of signs and symptoms of angina 
pectoris; the arteriographic demonstration 
of normal coronary systems in both cases 
was decisive in planning subsequent treat¬ 
ment. Recently injections have been made 
during the first half of the cardiac cycle 
starting at systole. This has reduced the 
volume of contrast material needed by half 
without affecting the clarity of the arterio¬ 
gram. In over fifty studies there have been 
no complications.^ 


polyethylene catheter to be most suitable for these 
studies. At the conclusion of the procedure, t le 
catheter is whthdrawm and a meticulous repair o 
the artery performed. 

Preparation of the Patient.— Sedation is oeco^' 
plished w’ith meperidine (Demerol) Ip’drochlon ^ 
given intramuscularly prior to catheterization, an 
0.6 mg. of atropine, given intravenously 10 niinn es 
before the dye injection. Tlie carotid arteries ar 
manually compressed low' in the neck during ^ 
injection to reduce the cerebral circulation or > 
opaque medium. f 

Radiopaque Mediums.—For detailed 
tlie coronary circulation, it is necessary 
new'er concentrated mediums. Diatrizoate, in a ‘ 
solution, has given satisfactory results in our nan ■ 
The viscous mediums require w'arming to o > 
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)pcraturc prior to injection. The volume of ma¬ 
in! tisctl ha.s varied from 30 cc. to 50 cc., depend- 
on the size of the patient and the heart rate. 
Ifllihrflfion.—With use of a Iwo-channcI record- 
unit, a simultaneous clectrocardioRraphic and 
tic pressure curve tracing is made. The delay be- 
:cn the peak of the R wave and the peak of 


In general, at a pulse rate of 70 to 80 per minute, 
tile actual injection can be made over 0.8-0.6 sec¬ 
onds. This allows for the injection of 40 to 55 cc. 
of radiopaque material. 

Rapid Film Changer.—The Schonander biplane 
unit, which allows six films per second in two 
planes, has proved satisfactory for detailed studies 



Fig- 1 (case l).-Anteroposterior and lateral views of coronay arteriogram in patient with angina-like s^ptoms. Arterio- 
p'ani shows entirely normal pattern. L. Cor. indicates left coronary artery; B. Cor., right coronary; L. Cir., left circumfle.’c 
branch; AD, anterior descending branch; and PD, posterior descending coronary artery. 


systole is measured and the delay circuit cali- 
wated accordingly. A trial run is then made ^vith 
file injector excluded from the circuit. The precise 
phase and duration of injection is then recorded. 


of the coronary circulation. As has been shown in 
peripheral arteriography, films taken in one plane 
may give an erroneous idea of vessel caliber. The 
anterior descending branch of the left coronary 
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arter\' is best seen in the posteroanterior view, while 
the right coronary and left eircumflex branch are 
best studied in lateral view. 

Tlie following cases were selected to demon¬ 
strate the value of coronary arteriography both in 
tlie resolution of difficult clinical problems and in 
the investigation of the pathological anatomy in 
severe coronary sclerosis. 

Report of Cases 

Case 1.—A S5-year-old woman was first seen on Marcli 18, 
1958, with a threc-ycar history of chest pain on exertion. 
Tlio pain n'as descrilred as Ircing rctro.stcrnal witli radiation 
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severe depression. Tliis patient was referred to the Univen 
Hospitals for surgical revascularization of the heart 1 
physical examination revealed a mild degree of iheuniit 
arthritis invoK'ing the proximal interphalangeal joints di 
hands only, a blood pressure of 120/90 mm. Hg, a puk i 
of 84 per minute, which was regular, no e\ideneeo!i 
placement of the apex beat, no abnormal heart sounds 
murmurs, and no evidence of congestive heart failure 
electrocardiogram taken when she was at rest revealed 
abnonnalities. In view of the patient’s personality proh 
and her knowledge of the symptoms of coronary ar 
disease, it was felt that there was considerable doubt ,il 
the diagnosis of angina pectoris. Accordingly, a coroi 
arteriogram was performed. This is illustrated in figure 1 
is interpreted as showing a normal coronary system. W 


■ 1 





f of 'Vb'’!' 


Fig. 2 (case 2).—Arteriograms with corresponding drawings (fop), showing generalized narrowing and 
coronary system with complete occlusion of anterior descending coronary artery near its origin and (bottom), t.Uv 
seconds later, demonstrating relhix filling of anterior descending coronary artery from collaterals over apex of heart. 


down the left ann to the wrist. It woidd occur initially only 
on moderately severe exertion and, at that time, was prompt¬ 
ly relieved by cessation of activity. The severity and fre- 
cpicney of the pain increased, requiring nitroglycerin for 
relief. M'hen first seen, pain would occur spontaneously at rest 
and she had been taking meperidine, promazine (Sparine) 
hydrochloride, and occasional injections of morphine sulfate 
for relief. She was described as being extremely dependent 
on her doctors. She was apparently subject to moderately 


. iLg 

the patient was confronted with this .evidence, 
pain disappeared. However, within a few' days 
v'eloped pain in her legs, of similar character. 

Case 2.—A 53-year-old man was first seen on 
1958, complaining of chest pain on exertion, 
been present for 18 months but had become "O 
July, 1957. He first noticed the onset of w 

ing pain with radiation to both arms while '' 
walking. Initially, the pain was relieved prompt > 





2107 


. 'l6S,No. IG ISCHEMIC IIEAIIT DISKasE-TIIAL ET AL. 


•IktMly or nilroplyccrin. The condition pro- 

ied so tl'Ot ol tl'o iGne of ndinission oven the mildest 
; lion precipilafwl pain lastiiiR np to 10 or more minutes. 
. ■ physical c.va»iitiation mas eotircl}' (tiircee.ilinft, the 
' id prc.s.sitre bciiiK recorded at 140/85 mm. Hr, with no 
Icnccof cardiac enlarRcmcnl, abnormal heart sounds, or 
Amiirs. There was no cnlarRcmenl of the heart on x-ray, 
I the clcctroc.ardiopram showed inversion of T waves in 
Is 1, aVL, A'j, Vi, and Vn consistent with mj-ocardial 
icmia. Coronary arteriograms (fiR, 2) demonstrated com- 
ce occlusion of the anterior de.sccndinR branch of the 
■ coronao' arter>’, with dilfuse atherosclerosis of the whole 
onar>' system. It is of interest that intereoronaiy collater.al 
V was well established and there was retroprado filling 
the occluded anterior descending artciy. This patient ob- 
!cd sonic immediate .snbiectis’c improvement after iieri- 
di.il poiidragc. 

C.ssE 3.—A 52-ye.ar-old man was first seen on Dec. 20, 
57, complaining of chest pain on c,xertion since 1955. 
IMly, the pain occurred on exertion or in the early hours 
tile morning, when it aw.akencd him from sleep. It svas 
ioslemaf, will') raefiation into the felt arm to the linger- 
is. Initially, it was relieved by nitroglycerin, the efficacy 


lion ho died suddenly in ventricular fibrillation. Tire e.xtreme 
degree of atherosclerosis is illustrated in figures 3 and 4. 
Tire possibility exists that disruption of anterior mediastinal 
collateral vessels during mobilization of the internal mam¬ 
mary' artery further diminished an already marginal blood 
flow to the heart. 

Case 4.—A 24-year-old woman was first seen on Jan. 13, 
1958. Heart trouble was apparently initially suspected at 
the age of 9 years, when a cardiac murmur was first noted 
and attributed to rheumatic fever. She remained reasonably 
well, however, apart from easy fatigability on strenuous ex¬ 
ertion, until *1955, at which time she noticed shortness of 
breath spontaneously and on exertion! For one year she 
had noticed fleeting stabbing pains located in the center of 
the anterior part of the chest; this seemed to be worse after 
exertion. Two weeks before admission she had noticed a 
severe generalized crushing pain in the anterior part of the 
chest, lasting two minutes and associated with shortness of 
breath and sweating but apparently unrelated to exertion. 
Examination revealed no cardiac enlargement, a blood pres¬ 
sure of 100/70 mm. Hg, and a pulse rate which was regular 
at 68 per minute. There was no er’irfence of congestive heart 
failure, but there was a loud third heart sound audible both 



I 

fig- 3 ( case 3).—Extreme coronary sclerosis with occlusion an 
I tensive collateral vessels anterior to aorta. This trunk represents 
'Coronary artery. 

of which became less as time went on. On May 27, 1957, he 
; o™ an attack of severe chest pain at which time a diagnosis 
I ot myocardial infarction was made. After this he continued 
I to have attacks of pain at rest and on mild exertion, as well 
/ o* during the night. Physical examination revealed a blood 
pressure of 150/90 mm. Hg, no cardiac enlargement, and 
, no congestive heart failure, but the presence of an atria! 
gallop in the apical region was noted. Tire electrocardiogram 
taken at rest was reported within normal limits, and the 
riiest x-ray confirmed the absence of cardiac enlargement. 

^ the serum cholesterol level was recorded as 272 mg.%. 

arteriograms revealed generalized narrowing of the 
j whole coronary system with multiple and extensive occlu¬ 
sions of die anterior descending branch of the left coronary 
artery. There was prominent filling of small extracardiac 
vessels at the. base of the heart in the anterior mediastinum, 
these presumably represented e-xpansion of the vessels over 
d'a pulmonary conus. Subsequently, tire internal mammary 
artery was implanted into the myocardium; The patient 
tolerated this well. However, about two hours after opera- 



l recanalization of left main coronary. Lateral view shows e.x- 
ramus ostii cavae superioris, which takes origin from right 

at the ape.\ and along the left sternal border, while at the 
pulmonic area there was a moderately loud systolic murmur 
of tlie ejection type. 

The pulmonary second sound was not accentuated and 
was normally split. The electrocardiogram revealed inversion 
of T waves in leads 2, 3, aVF, V;, Vj, V4, Vr., and Vo, as 
well as depression of the ST segments in leads 2, 3, aVF, 
and Vo. This electrocardiogram showed no change over one 
taken four years previously. Cardiac fluoroscopy revealed a 
heart well witliin the normal linrits of size and configuration, 
although there was a question of right ventricular enlarge¬ 
ment. Right heart catheterization was performed, and the 
findings were entirely within normal limits. It was felt that 
possibly tlris woman had an anomalous origin of one coro¬ 
nary artery to account for what resembled either ischemic 
heart disease or a myocardiopathy of unknown origin. A 
coronary arteriogram was taken. As shown in figure 5, this 
showed a completely normal coronary system. ' 
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Arteriographic Signs of Coronary Artery Disease 

The most definitive sign of coronary arteriosclero¬ 
sis seen on angiography is a complete or partial 
occlusion of a major vessel. This is most commonly 
seen in the proximal reaches of die anterior de¬ 
scending branch of the left coronary artery and may 
be manifested by a gradual tapering of the vessel 
lumen, by a complete and abrupt obstruction to 
tire column of dye, or by an atheromatous en¬ 
croachment on the lumen. Frequently, small tor¬ 
tuous vessels can be seen bypassing such an 
occlusion or feeding its distal portion by collateral 
from an adjacent artery. While these occlusions 
may form the most striking feature of a coronary 





Fig. 4 (case 3).—Sections of coronary arteries shown .superimposed on arteriogram 
of patient with severe angina at rest. Extreme degree of narrowing e.\tending far out 
into jreriphery is shown. 


arteriogram, diffuse disease of the whole system is 
shovm by gross irregularity of die intimal surface 
and rigidity of die vessel during systole and diastole. 
In aged patients without evidence of myocardial 
ischemia, extreme tortuosity and microaneurysm 
formation is common. A complete and dynamic im¬ 
pression of the coronary topography in disease can 
only be secured by viemng multiple films taken in 
two planes. In this way, retrograde filling of an 
obstructed coronary artery may be seen in late films. 

Anodier sign which is encountered only in pa¬ 
tients nnth extremely advanced disease is stasis of 
radiopaque material in peripheral areas of .the 


coronary circulation, where proximal ohstrucKo 
has brought about considerable sloiting of ft 
blood flow. In two patients rvith intractable angin 
pectoris at rest, we have demonstrated extensiv 
atrial and anterior mediastinal collateral vessel 
These vessels appear to be expansions of the no 
mal small vessels at the base of the heart emanatir 
from -both right and left coronary arteries and 
normally ramifying over the atria, the pulmonary 
conus, and the superior vena cava. It is quite pos¬ 
sible that they represent an e.xpanding collateral 
circulation which develops as a result of extreme 
ischemia. The branching vessels seen anterior to 
the aorta in figure 3 represent the ramus ostii 
<■ vc cavae superioris" which supplies 

• ' the sinoatrial node and forms 

collaterals around the atria, wift 
the"pericardiophrenic artery, and 
other extracardiac vessels. 

Comment 

In 1955 we developed tech 
niques for direct anastomotii 
bypass of experimental coronati 
occlusion.® Tin's work was baser 
on the premise that the coronarj 
arterial disease was often local 
ized to the first portions of tin 
main coronary arteries. Our sub 
sequent arteriographic studie 
suggest that this concept is ei 
roneous. The patient with angini 
on effort appears to liave diffus 
disease of the whole coronar 
arterial system, while in the pa 
tients we have studied witli an 
gina at rest there appears to b 
an additional impairment of th 
collateral circulation. In the o 
patients we have now stiidiei 
there have been two instances o 
segmental arterial block. Both o 
these patients are asymptomaBi 
This situation is quite analogor 
to that seen in the experiment, 
animal, which survives a pun< 
tate occlusion in the preseMe c 


an otherwise normal coronary vasculature. 
findings then make it appear unlikely, that direc 
coronary artery surgery will be effective m 
treatment of ischemic heart disease. 

Vldiile the diagnosis of myocardial ischemia ca 
frequently be made with great accuracy on 
basis of the history and electrocardiographic nc 

ings, yet there remains a small but definite ! 
patients in whom the diagnosis remains in dou > 
spite of careful clinical study. Tliese problem c.as( 
may readily be resolved by coronary arteriogmp . 
which, in our e.xperience, may now be done \vi 
small risk and little discomfort to the patient. 
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It is now apparent from the rcsull.s of various 
types of surgical procedures for myoeardial re¬ 
vascularization that there is ■ a strong funetional 
element in many patients with angina peetoris. The 
extent of this functional overlay can be judged 
from the occasional patient with established angina 
pectoris who obtains complete relief of his symp¬ 
toms after nothing more than a skin incision. With- 



Fig. 5 (case 4).—Coronary arteriogram, showing entirely 
lomial pattern. Large, smooth-walled vessels may be eon- 
rasted with extreme narrowing soon in figure 3. 


in the last eight months, among the patients 
refemed to this hospital for myocardial revasculari¬ 
zation operations, four were found to have entirely 
normal coronary arteriograms and in each instance 
tlie chest pain was greatly ameliorated or disap¬ 
peared after the patient was informed that the 
coronary system was normal. Tire percentage of 


such patients included among the successful results 
of myocardial revascularization is unknoxxm, but it 
is apparent that coronary arteriography would be 
of value in eliminating this type of patient as a 
surgical candidate. 

Quite apart from the diagnostic value of these 
studies, it may be possible with increased expe¬ 
rience to formulate a more accurate prognosis in 
coronary sclerosis based on such factors as tlie 
extent of the disease and tlie collateral response. 
Last, but perhaps most important, the method offers 
a basic research technique for evaluation of the 
earh' vascular reactions to ischemic myocardial 

insult. „ 

summary 


Recently developed techniques for coronary' ar¬ 
teriography have made possible a quality of arterio¬ 
gram which allows critical study of the coronary 
arterial system in patients with severe coronary 
sclerosis. In four representative cases, two patients 
originally referred for surgical treatment were 
shown to have normal coronary vessels. Tire most 
definitive roentgenologic sign of coronary artery 
disease is complete or partial occlusion of a major 
vessel. 


This study was supported by grants from the U. S. Public 
Health Sen’icc and the Minnesota Division, American Heart 
Association. 

The diatrizoate sodium used in this study was supplied as 
Hypaque-M, 90%, by Winthrop Laboratories, New York. 
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P ROGNOSIS OF MYOCARDIAL INFARCTION.-As emphasized in the 1941 
and 1956 reports, the most important clue fav'oring longevity and a return to a 
normal program of life [in 200 patients with coronary thrombosis and myocardial 
infarction] was found to be tlie degree of completeness of recovery after the first 
month of convalescence from the acute attack. Of the 24 cases who showed neither 
myocardial nor coronarj' insufficiency, 18 (75%) survived five years, while the aver¬ 
age survival of these 24 cases was 12 years. Among those who, free of complications, 
completely recovered from their attack, the eventual cause of death was most com¬ 
monly coronary, either recurrent thrombosis or sudden death, with or without evi¬ 
dent angina pectoris. . . . Not infrequently during the 1920’s the treatment and co¬ 
operation of patients . . . were inadequate. . . . Our attitude concerning the 
prognosis of coronary thrombosis with myocardial infarction will undoubtedly be 
much more optimistic in the future than it has been in the past because of the 
recognition of mild cases, the better treatment and program after recovery, and the 
more satisfactory understanding and cooperation of the patient.—P. D. White, M.D., 
E. F. Bland, M.D., and S. A. Levine, M.D., Further Obserx'ations Concerning the 
Prognosis of Myocardial Infarction due to Coronary Thrombosis, Annals of Internal 
Medicine, January', 1958. 
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SOME NEW CONCEPTS OF CORONARY HEART DISEASE 


RESULTS AFTER SURGICAL OPERATION 


Claude S. Beck, M.D., David S. Leighninger, M.D., Bernard L. Brofman, M.D. 

and 

Jess F. Bond, M.D., Cleveland 


Direct operative procedrues earned out on the 
heart and on the coronar}' blood vessels of dogs 
have yielded some new and different points of view 
concerning coronary heart disease.' Reference is 
made to it a^ a background for this report, whieh 
concerns the operation on humans. 

Effective Treatment 

The starting point for effective treatment of coro¬ 
nary heart disease concerns blood supply to ischem¬ 
ic muscle. Any medicament or any surgical opera¬ 
tion tliat increases the amount of blood in ischemie 
muscle (distal to stenosis or occlusion in an arterj') 
is ob\'iously beneficial. This statement may be con¬ 
sidered as an a.xiom or as a self-evident truth 
concerning treatment of this disease. Addition to 
this amount of blood is beneficial; reduction has the 
opposite effect. 

Total Coronarij Arieri/ Inflow.—The myocardium 
requires a certain amount of blood to sustain the 
heart beat. The total capillary flow for tlie human 
is about 250 cc. per minute and for the dog about 
100 cc.° The normal coronary arteries are capable 
of carrying much larger quantities than these 
amounts, and, therefore, the arteries can be nar¬ 
rowed severely before inflow becomes inadequate. 
Inadequate inflow is one of the factors that kills, 
and it occurs with or without infarct in the muscle. 

Several surgical operations have been devised 
to increase total inflow. In general, the statement 
can be made that the heart resists the enti'ance of 
outside blood. It is not impossible to add blood to 
the heart because specimens exist which demon¬ 
strate blood vessels between grafts placed on the 
heart and the heart itself, and tliese are large 
enough to carry blood, but they cannot be pro¬ 
duced with an}' degree of regularity. Perhaps better 
grafting methods can be developed in tlie future. 
Another approach to augment inflow consisted of 
putting arterial blood into the coronar)' sinus and 
di\'erting it in a retrograde direction through the 
capillary' bed. This v’orks satisfactorily for about six 
weeks, and then intimal thickening in tire veins be¬ 
gins to block off inflow. However, the heart is pro¬ 
tected by anodrer mechanism (to be discussed 
later) after retrograde flow no longer occurs. An- 

From the Western Rcser\’e Universit>’ School of Medicine, the Uni- 
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In disease of the coronary arteries the 
myocardium is handicapped and endangered 
by ischemia; correction of this condition is 
the aim of the. operation described here. 
With the patient under general anesthesia, 
the pericardium is opened. The parietal 
pericardium is abraded.-A constricting liga¬ 
ture is usually placed about the coronary 
sinus, and before the end of the operation 
if is tightened to narrow the sinus to a- 
diameter of 3 mm. Powdered asbestos is 
lightly sprinkled over the surface of the 
heart. The parietal pericardium is not closed, 
but the pericardial fat is sutured over the 
exposed surface of the heart. The mortality 
rate from this operation was.found to depend 
entirely on how high a percentage of pa¬ 
tients with advanced coronary disease were 
included in the series. In 110 patients with 
initially poor prognosis approaching the 
terminal stage, the hospital mortality was 
n%; among the remaining 234 patients, 
the hospital mortality was 3 %. Subjective 
benefits from the operation included relief 
from pain and reduced intake of medica¬ 
ments. Objective evidence of benefit in¬ 
cluded return to gainful occupation, rise in 
skin temperature of extremities, disappear¬ 
ance of arrhythmias, and increased force of 
heartbeat as recorded by ballistocardiogram. 
The lasting effects of the operation con¬ 
trasted strongly with the temporary effects 
of medication. 


other possibilit}' for tire addition of blood concerns 
surgical procedures on the diseased arteries them¬ 
selves. 


Restoration of Lumina of Coronary' Arteries: To 
clean out the debris from these arteries (endarter¬ 
ectomy) and to reestablish their lumina is an at¬ 
tractive idea beeause, being an extirpation proce¬ 
dure, it is readily understood. The question is: Can 
it be done successfully ih arteries of such sma 
size and also when tire disease is usually wide¬ 
spread and rarely localized to one short segment 
of artery'?” Experience wth this procedure is being 
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obtained, and tin’s sbmild jiivo an answer to this 
(lucvy. Onr oxiieric'ncos on tlui dead lieavl indicated 
llial endavlerecloiny will probably not be success¬ 
ful. The di.s'ease iisnally e.vti'iids into secondarj' 
arterial branches, and manipulation of a stenosed 
artery may produce occlusion of the artery. 

Distribution of Blood in Coronary System: The 
heart enjoys an even distribution of the blood that 
gets through the diseased arteries. In many patients 
with the disease there is eirongh blood getting 
into the heart to prow’dc adecpiatc function, but 
its distribution is at fault. It is an nnex’cn or checker¬ 
board distribution, and this produces pain and s’elf- 
elcctrocntion of the heart. Indeed, this is the most 
common cause of death. It occurs when the patient 
is on the golf course, while he is shoveling snow, 
watching athletic contests, in the office, at work, 
and .so on and often in hearts that anatomically' are 
too good to die. It is a physiological type of death, 
and the coroner or pathologist is often hard pressed 
to e.xplain it. There may be no infarct and no oc¬ 
clusion, only narrowirrg of an artery. In the experi¬ 
mental laboratory and by successive operations all 
coronan' arteries in the dog were occluded except 
for a 1-mm. lumen in the circumflex artery', and 
these dogs were active and in good health.’' The fac¬ 
tor that made these occlusions possible was the 
presence of a good set of intercoronary s'essels that 
were produced by surgical operation before the 
arteries were occluded, so that a red blood cell. 
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Fig. 1.—Deatli factors in coronary heart disease. Top, un¬ 
even distribution of blood producing oxygen differentials and 
electric condition tliat can de.stroy heart beat. Center, reduc¬ 
tion of inflow; not enough blood to .support heart beat. 
Bottom, muscle destruction; not enough muscle to maintain 
adequate circulation; death re.sults from myocardial failure. 

once it got past the stenosis in (he circumflex artery, 
could go anywhere within the substance of tlie 
heart where it was needed most. Enough blood to 
support the heart beat can go tlirough an opening 
of 1 mm. in diameter. In tire human enough blood 
to support the heart beat can go through a stenosis 
of 1.5 mm. in diameter. A good set of intercoronar¬ 


ies is necessary to prevent fibrillating currents as 
stenosis and occlusion progress to the terminal stage 
of inflow reduction. 

Muscle Failure.—Another way by which the dis¬ 
ease kills is by destruction of muscle. One artery 
after another becomes occluded; one segment of 



Fig. 2.—Two sequelae which may occur after stenosis or 
occlusion of artery. One is unstable electric condition due to 
oxygen differentials in muscle and other is infarct. 


muscle after another becomes scarified; tliere is not 
enough muscle to produce effective blood pressure; 
the patient dies in failure. The heart escaped fibril¬ 
lation while these occlusions occurred. The electric 
alterations produced by occlusion were never strong 
enough to kill, and, indeed, the total inflow might 
be adequate to support the heart beat. This has 
been referred to as muscle death. The three death 
factors in the disease are shown in figure 1. 

Two sequelae of occlusion are shown in figure 2. 
Occlusion produces an o.xygen-differential in con¬ 
tiguous areas of muscle which in turn produces 
anginal pain and an electric condition that can 
fibrillate the heart. Also, occlusion may produce 
death of muscle. These two sequelae are not re¬ 
lated. The heart can electrocute itself in the ab¬ 
sence of an infarct. Likewise an infarct can develop 
without electrocuting currents. It is well to bear 
these facts in mind because the diagnosis of a mild 
occlusion is often made and the patient dies. A 
human can have a small infarct but not a mild oc¬ 
clusion. A mechanism that has the potential of death 
should scarcely be referred to as “mild.” 

Value of Operation.—There are certain things that 
surgical operation can do and there are certain 
things that it cannot do. Let us consider the three 
death factors of the disease. For oxygen differen- 
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tials, anginal pain, and electric instability surgical 
operation is beneficial, and it is beneficial because 
it produces intercoronary vessels. For infiow reduc¬ 
tion which is approaching the terminal stage surgi¬ 
cal operation is probably not effective; perhaps 
more effective methods can be developed. For 
muscle damage operation is not effective; muscle 
cannot be restored. Self-electrocution is always a 
threat in the presence of coronary artery disease. 
Intercoronaries are always a protection against this 
factor, and they protect until inflow reduction be¬ 
comes terminal. 

Blood Supply info Ischemic Muscle, as Influ¬ 
enced by Glyceryl Trinitrate and by Operation.— 
A large number of backflow determinations have 
been made in our research laboratory, and a con¬ 
siderable e.\perience with this method of study has 
been acquired. These measurements are important 
because they are a measure of the amount of blood 
that is in a segment of ischemic muscle. This method 
measures the a.xiom of treatment. These measure¬ 
ments are done by ligating tlie circumfle.x artery at 
its origin and then cutting the artery distal to the 
ligature. A cannula with two connections is in¬ 
serted into the cut artery so that backflow from the 
artery can be collected and measured and also for 
perfusion of the artery between determinations by 
a connection with the carotid artery. Measurements 
of backflow are made for .30 seconds; then the ar¬ 
tery is perfused from the carotid in order to preserve 
the heart beat. 

The effect of glyceryl trinitrate was measured by 
43 determinations on 21 normal dogs. This drug 
increased backflow an average of 0.88 cc. or 10 drops 
per minute. The range was from 0.0 to 4.0 cc. Statis¬ 
tically these figures are highly significant. The drug- 
effect lasts for about five minutes. The statement 
can be made that this drug adds blood to ischemic 
muscle from adjacent muscle with a good blood 
supply. This addition of blood reduces the differ¬ 
ences in o.xygen content in muscle and helps to 
bring about a more even distribution. This in turn 
reduces pain and, no doubt, protects the heart. The 
drug-action is temporary. This drug does not pro¬ 
duce intercoronary vessels. Tire Beck operation 
adds 4.7 cc. or 47 drops per minute to the quantity 
already there, and it is a permanent addition. Pa¬ 
tients having used this drug while on a medical 
regimen and then later having gone through surgi¬ 
cal operation are in a position to evaluate and com¬ 
pare both forms of treatment. The clinical benefit 
obtained by these patients from this drug and from 
surgical operation gives new significance to 10 drops 
and 47 drops, respectively, per minute to ischemic 
muscle as produced by these two forms of therapy. 

Preoperative Considerations 

The ideal patient for operation is one who has an¬ 
ginal pain and an adequate total arterial inflow. The 
patient with adequate inflow needs a more even 
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distribution and operation accomplishes this. It need 
scarcely be stated that anatomic disease in muscle 
and/or arteries cannot be eradicated by surgical 
operation. A patient with severe muscle destruction 
and failure is not acceptable for operation nor is the 
patient with terminal disease in the.arteries. Inflow- 
reduction approaching the terminal'stagemayoccur 
in hearts that do not have a gross infarct. These 
hearts are irritable at operation, and they are sus¬ 
ceptible to fibrillation. This condition cannot always 
be recognized before operation. 

The studies carried out before operation are not 
more e.xtensive than necessary. They' consist of fluor¬ 
oscopic and .\--ray examination of chest, electro¬ 
cardiogram with or without exercise, the ordinary 
laboratory tests, and special studies only when in¬ 
dicated. Diagnosis is often based on a good his¬ 
tory'. If there is any doubt concerning, diagnosis, 
operation is delayed or not done. Operation is de- 
lay'ed if there is any recent activity in the disease. 
It is not done within six months after an infarct. 
A serious program against obesity is carried out 
before operation. Almost all of our patients stop 
smoking and do not take it up later. The mental 
attitude of the new patient is helped by talking to 
patients who have been operated on. The patients 
operated on are very willing to do.tliis. The patient 
is told that if his blood pressure falls while he is 
under anestliesia, operation will not be done. Tliis 
reduces the disappointment if it is not done. He is 
told to expect incisional pain and that pills for 
angina] pain will be at his bedside. He is told that 
when he awakens in the recovery room he will have 
a tube in his nose for o.xygen, that a tube will be in 
his chest for drainage, and that a needle will be in 
a vein for administration of fluid. 

Instruction concerning physical therapy is given. 
This consists of several exercises. The patient is 
taught postural drainage lying on the right side at 
a 45-degree angle for 15 minutes. After postural 
drainage the patient coughs for about five minutes 
while an attendant splints the lower part of tho 
chest with a towel drawn taut around him. He is 
taught diaphragmatic and abdominal breathing. 
These muscles are used while the chest is in an e.x- 
panded position. Arm and shoulder exercises are 
done. The range of motion is determined before 
operation, and this amount of motion is obtained 
after operation. Postural drainage, coughing, dia¬ 
phragmatic breathing, and arm-shoulder exercises 
are taught before operation and are resumed the 
day after operation and done three times daily for 
one week. They reduce pulmonary complications 
and prevent the development of a frozen shoulder. 
They also reduce tlie reaction of being an invalid 
after operation, and the patients do not object to 
them after they once get started. 



Vol. 168, No. 16 


2113 


COnONAllY HEART DISEASE-BECK ET AL. 


Technique of Operntion 

The patient is given a general anesthetic. An in¬ 
tratracheal tube and a mechanical respirator are 
used. The patient is connected to a cardioscope. 



Fig. 3.—Latissimus dorsi muscle is elevated. Intercostal 
muscles are cut between fifth and sixth ribs for length of 
about 25 cm. Inset shows position of patient on operating 
table and location of shin incision. 

Relaxing drugs and light anesthesia are used. The 
patient is turned on his right side. If the arterial 
pressure should fall below 90 mm. Hg and if it does 
not recover within 30 minutes without the use of 
pressor drugs, use of the anesthetic is discontinued. 
and operation is not done. A fall in pressure indi¬ 
cates severe inflow reduction. The incision is placed 
between the fiftlr and sixth costal cartilages and 
ribs and is about 20 cm. in length. The latissimus 
dorsi muscle is elevated, and the intercostal muscles 
are undercut (fig. 3). A self-retaining retractor is 
placed, and the ribs are spread apart about 10 cm. 
(fig. 4). 

The blood supply to the fat on the pericardium 
is preserved as much as possible. The pericardium 
is opened from apex to base, and traction sutures 
are placed in the pericardium (fig. 5). The heart 
is examined and data are obtained as follows: tlie 
size of the heart—normal or enlarged; character of 
beat—uniform, a roll (indicating a scar), or re¬ 
duced or absent pulsation in any area; a bulge or 
aneurysm;- irritability to touching; soft, thickened. 


or calcified common left artery as indicated by 
light palpation with a finger; streaking, beading, or 
reduced pulsation in descending artery and its 
branches and the branches from the circumflex ar¬ 
tery; and infarct on the surface. The heart is tipped 
up for examination of the posterior surface (fig. 6). 
Occasionally this cannot be done because of irrita¬ 
bility. 

If the common left artery is soft one can con¬ 
clude that inflow is satisfactory, that distribution 
is the problem, and that a favorable result can be 
e.xpected. If the anatomic disease is not severe, a 
good prognosis can be given; if it is severe, it is 
classified as salvage and a guarded prognosis is 
given; The lining of the parietal pericardium is 
abraded; care is taken not to stretch or contuse the 
left phrenic nerve. The heart is gently rotated to 
expose the coronary sinus. A needle carrying a piece 
of .silk is passed around the sinus about 2 cm. from 
the point where it empties into the right auricle. 
Usually the middle cardiac vein empties into the 
sinus beyond this constricting ligature. If the heart 
is enlarged so that exposure of the sinus is difficult 


"v 



Fig. 4.—Special retractor on lung. Left phrenic nerve and 
fat on outside of pericardium are shown. 

or if the heart is irritable or if the sinus is covered 
with fat and cannot be located, this part of the 
operation is omitted. 

The next step consists of gentle abrasion of epi- 
cardium between branches of the arteries and mak¬ 
ing a light application of 5% aqueous solution of 
trichloroacetic acid freshly prepared to the surface 
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of the heart beUveen the secondary branches of the 
major coronary arteries. If the heart is irritable, 
abrasion is omitted. The next step consists in nar¬ 
rowing the coronary sinus to a diameter of 3 mm. 
This is done by tying a knot in the silk already 



Fig. 5.—Pericardium opened medial to phrenic nerve; 
traction sutures in pericardium; heart exposed. Branches of 
deseending and circumflex arteries are seen. Infarct is in left 
ventricle. Branches from descending ramus showed reduced 
pulsation. 

placed over a probe of this size and then removing 
the probe. A light sprinkling of powdered asbestos 
is placed on the sruface of the heart. The parietal 
pericardium is not sutured, but the fat is sutured so 
as to cover the anterior aspect as much as possible 
as a graft. This complete procedure is carried out 
when the heart is stable and tolerates manipulation. 
If the heart is irritable, the operation is limited to 
application of trichloroacetic acid and powdered 
asbestos. A tube with an undei-vvater seal or suc¬ 
tion is placed low in the midaxillary line for 48 
hours. The intercostal nerves on the left are injected 
with tetracaine (Pontocaine) hydrochloride before 
closure is done. O.xygen is given through an intra¬ 
nasal tube for several hours. 

It is possible to do the operation with a low mor¬ 
tality. .We did 100 consecutive operations with 
zero mortality. If patients with severe inflow disease 
are selected, then there will be some mortality. 
Such patients would have a limited expectancy 
witliout operation. When operating on hearts that 
are very irritable, the extent of the procedure is re¬ 
duced. Some of these hearts can scarcely be touched 
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at operation. In sueh cases the application of tri¬ 
chloroacetic acid and asbestos powder constitute 
the operation. 

Use of Drugs.—All patients are digitalized before 
operation. The drugs used preoperatively are mor¬ 
phine, pentobarbital sodium, and atropine. In the 
operating room the patient is given glyceryl trini¬ 
trate if he has anginal pain and promethazine 
(Phenergan) hydrochloride, 0.0373 to 0.050 Gm., 
is given intravenously if the patient is apprehen¬ 
sive. The patient is well ventilated with oxygen, 
Thiopental (Pentothal) sodium and succinylcho- 
line chloride are given intravenously. An intratrach¬ 
eal tube is inserted. Respiration is usually assisted 
because of apnea and on resumption of spontaneous 
respiration d-tubocurarine chloride is given and 
respiration is taken over by the Rand-Wolfe respi¬ 
rator. The use of a mechanical respirator is recom¬ 
mended. Anesthesia is maintained with nitrous 
o.xide and, a small amount of ether. Tubocurarine is 
given as necessary to control the motion of the dia¬ 
phragm. Plane 1 anesthesia is used throughout the 
operation, and analgesia is used for closure. The 
patient is awake when the intratracheal tube is re¬ 
moved. 





Fig. 6.—Apex elevated showing posterior aspect of heart. 


If the pressure falls or if the heart rate is rapid 
or irregular, use of anestlietic is discontinued, and 
the lungs are well ventilated for several minutes. 
Mephentermine (Wyamine) in a dosage of 15 mg. 
is given intravenously for its pressor effect. Pro¬ 
cainamide (Pronestyl) hydrochloride, in dosage of 
50 to 100, mg., is given intravenously to reduce the 
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irritability of the heart. A .slow heart rate i.s prefer¬ 
able to a rapid rale, and alro)hne should be used 
only with caution. If the rate is 120 per minute or 
more, lanatosidc C (Cedilanid), in a dosage of 0.2 
to 0.4 mg., is given inlra\'enously. It takes effect 
in about 20 minutes; often the rate falls abruptly to 
80 per minute. During this waiting ))eriod the lungs 
are well ventilated. Quinidine sulfate, dosage 0.4 
Gni. int'-avenovisly, is rarciv' used for fveqvtent ex- 
trasystolcs. The most cfFccti\'c way to take care of 
these is to reduce manipulation of the heart or to 
give it complete periods of rest or not to handle it 
at all. - 

Postoperative Care 

The patient is conscious u’hcn the dressing is ap¬ 
plied to the wound and when the intratracheal tube 
is removed. The patient is placed in semi-Fowler’s 
position, gis’en o.xygen nasalh', and kept in the re¬ 
cover)' room for about five hours. Glucose solution 
is given intras'cnously, but the needle is removed 
after ses'eral hours. After return to his room, the 
patient sits up and dangles his legs or sits in a bed¬ 
side chair. Sedation is kept to a minimum. Cough¬ 
ing and arm movements are encouraged. On the 
next day the imtient stands on his feet for about 30 
minutes, three times. The physiotherapist takes over 
for e.\ercises the first day after operation and con¬ 
tinues for one week. On the second day the tube is 
removed frorii the chest. Use of antibiotics and digi- 
to.xin is discontinued after one week. One, some¬ 
times two, x-rays of the chest are taken after opera¬ 
tion. Discharge from the hospital occurs on the 
10th to the 14th day after operation. 

Tlie complications are few. In one patient the 
heart beaan to fibrillatc and stopped beating four 
hours after operation. This occurred in the recovery 
room, which is near the operating room. One of us 
(C. S. B.) was operating on another patient when it 
occurred. He immediately left the operation, opened 
the chest while the patient was in the recov¬ 
ery room, pumped the heart for 35 minutes, and 
shocked the heart out of fibrillation; the patient is 
alive with no mental deficit and little or no anginal 
pain two years later. In several other patients fibril¬ 
lation occurred, but the heart beat could not be re¬ 
stored. In-these we tried unsuccessfully to clean 
out a coronary artery. Other complications were an 
embolus to an arm, and this embolus was success¬ 
fully removed; mesenteric tlirombosis occurred, and 
the artery was cleaned out, but it clotted again and 
the patient died. Complications have been- few. 

Early Observations After Operation.—The seda¬ 
tive effects of the surgical procedure are passed off 
by the second or third day. At this time when the 
patient is asked how he feels, he usually states that 
his chest hurts and points to the incision. When 
asked how his heart feels he usually states "It feels 
alright; I have not noticed that I have a heart; it 
feels free and looser; it isn’t tight.” How about 


pain? “I have not had any of the old heart pain; my 
arm feels better, and I feel warmer.” This type of 
early report occurs in the majority of patients. Be¬ 
fore discharge from the hospital the patient is al¬ 
lowed to try himself out on two or tliree flights of 
stairs. To the patient and to us doing this work, the 
reaction of the patient to exercise is most gratifying. 

On discharge from the hospital the patient is told 
not to expect too much because his disease has riot 
been cured, that after increased physical exertion 
he may have some pain, that he should not hesitate 
to take a glyceryl trinitrate pill for it, and that his 
improvement \yill continue over a period of several 
months. 

A/ortolifi/.—Mortality depends to some extent on 
the type of patient selected for operation. If opera¬ 
tion were applied'only to patients in the terminal 
stages of this disease the mortality would be pro¬ 
hibitive. On the other hand, if it were applied only 
to patients with slight disease, the mortality would 
be zero or almost zero. Our policy is not to aim at 
zero mortalit)', because in achieving such a record 
patients who need help and who could be rehabili-_ 
tated to a work-status would be denied operation. 
One-third of our patients have advanced disease as 
determined by examination of arteries and muscle 
at the time of operation. These patients are classi¬ 
fied as salvage. 

From Jan. 1, 1954, to Feb. 14, 1958, the Beck op¬ 
eration was done on 347 patients. These were con¬ 
secutive operations done at University Hospitals 
and at Mount Sinai Hospital, Cleveland. During 
the period of hospitalization the total mortality was 
21, or 6%. The total mortality after discharge from 
the hospital during a period of somewhat more 
than four years was 32, or 9.2%. Within this series 
were 100 consecutive operations with zero operative 
mortality, and in the subsequent series of 100 cases 
there were four patients who died, making the 
mortality 2% in 200 consecutive cases. 

In the 110 salvage cases the hospital mortality 
was 11%, and the subsequent mortality was 15% for 
a total of 26%. In the 234 nonsalvage cases the hos¬ 
pital mortality was 3%, and the subsequent mortal¬ 
ity during the four-year period was 7% for a total of 
10%. There were three patients not classified. In 
the nonsalvage cases, the risk of operation is small 
and tlie life span appears to be excellent. In pa¬ 
tients with coronary heart disease this record em¬ 
phasizes the desirability of early operation. The 
death factor in the early stages of the disease is 
electric imbalance, and operation is especially de¬ 
signed for this factor. 

Clinical Results 

Relief of Pain.—Relief of pain is e.xperienced 
within a few days after operation. Even at opera¬ 
tion the heart is less irritable toward the end of the 
procedure than when it was first touched. A scratch 
on the sldn to mark the incision becomes a band 
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of red within a few moments. Similar changes are, 
no doubt, possible in the heart, and the heart is 
extremely responsive to any changes in blood sup¬ 
ply. 

A survey of chnical results was completed re¬ 
cently. In this series of 347 patients, 295 patients 
are now living. Each of these was contacted. Two 
hundred seventy-eight of these patients, 94%, re¬ 
ceived an excellent result (32%) or a good result 
(62%). The definition of an excellent result is ap¬ 
plied to those who are completely or almost com¬ 
pletely free of pain and have taken no medicaments 
since operation. The definition of a good result is 
applied to those patients who are improved after 
operation but who have an occasional pain and who 
take significantly less medicaments than before op¬ 
eration. The results in the 73 living patients classi¬ 
fied as salvage are almost as good as those obtained 
in the other group. The percentage of excellent re¬ 
sults, 22%, is less, but the percentage who received 
improvement was as high or even higher than in the 
odier group. Because of this we believe the restric¬ 
tions for acceptance of patients for operation should 
be as broad as possible, even though it involves in¬ 
creased mortalit 5 ^ 

The patients herein analyzed have had the ex¬ 
periences of medical treatment first and surgical 
operation later. These patients, therefore, can com¬ 
pare the relative merits of medical and surgical 
dierapy. The superiority of surgical versus medical 
treatment is in about the same proportion as meas¬ 
ured in the laboratory or about five to one in favor 
of surgical operation. Furthermore, the surgical re¬ 
sult is permanent while the drug-effect is transient. 
Many of the patients were disappointed with medi¬ 
cal drerapy and were critical of their professional 
care, in that operation had been delayed or that 
the patient had even been advised not to have the 
operation done. This reaction by the patients was 
intensified by the knowledge that medicaments fail 
to produce intercoronaries and that all they were 
receiving from die medication was transient relief 
of pain. To these patients this is not enough. 

Increased Capacity for Work.—Almost all patients 
are able to go back to their previous jobs or are 
able to do some kind of gainful work. Some of the 
patients were completely incapacitated for work be¬ 
fore operation, and others were not so incapaci¬ 
tated. With many a patient the anatomy in the heart 
is good and the anginal pain is comparable to an 
incapacitating toothache and the result of operation 
is comparable to that after extraction of the tooth. 
To be freed from incapaciting anginal pain is 
scarcely a figment of die patient’s mind. 

Cold Feet Before Operation; Warm Feet After 
Operation—Many patients stated that their feet 
were warmer after operation. A study of foot tem¬ 
peratures was carried out.'* Twenty-tliree patients 
were studied who had cold feet before operation. 
In 21 of these die temperatures after operation rose 
4 to 5 C. The greatest rise was 10 C in one patient 


and 8 C in each of two others. If the temperatures f. 
were normal before operation, they remained nor- i 
mal after operation. What is the significance of f 
warming of cold feet? First, this is an objective \ 
measurement which must be accepted as fact. Phys- i 
iologically it means that the circulation to the feet < 
is improved by operation on the heart; more blood ' 
has reached the feet. The mechanism is not known, 
but presumably it is by release of spasm. 

Many patients state that the entire body is warm¬ 
er. Some of the patients stated that their memory 
is improved and that they can comprehend con¬ 
versation better. Releasing of cerebral spasm is not 
to be dismissed as an impossibility. 

Absent Radial False Before Operation and Re¬ 
turn After Operation—The radial pulse in tlie left 
arm disappeared when a patient had an occlusion of 
a coronary artery. Blood pressure could not be ob¬ 
tained in this arm, and the pulse was absent for one 
year when operation was done on the heart. Two 
days after operation it was noticed that the pulse 
was present and the blood pressure in tire left arm 
was the same as in the right arm. The obvious ex¬ 
planation of tliis is that the disease produced arte¬ 
rial spasm of a large artery elsewhere in the body 
.and that this spasm was released by operation on the 
heart. In terms of physiology it is significant, first, 
tliat this relationship existed and, second, that the 
surgical operation was effective in releasing it. 

Irregularities of Heart Beat Before Operation; 
Disappearance After Operation.—In 20 patients op¬ 
erated on, chronic arrhytlimia was the most promi¬ 
nent and important symptom before operation. 
These arrhythmias in most of tliese patients w'ere 
distressing and alarming. In 17 patients the arrhyth¬ 
mias either completely' disappeared or they dimin¬ 
ished in frequency and severity' after operation. 
This is presented as objective evidence of benefit 
from operation. 

Improvement in Ballistocardiogram After Oper¬ 
ation.—Ballistocardiograms were done on 17 con¬ 
secutive patients operated on. In 13 of these tire 
record was abnormal; in 3 it was normal. Significant 
improvement in the record occurred after operation 
in 11 of the 13 patients who showed abnormal rec¬ 
ords before operation.® in two, the record did not 
change. The improvement in the ballistocardiogram 
indicates improved contractility of the myocardium. 
This study is presented as objective (not subjec¬ 
tive) evidence of benefit from operation. 

Summary and Conclusions 

Blood supply to ischemic muscle is the primary 
consideration in the physiology, and treatment o 
coronary heart disease. The relative effectiveness o 
glyceryl trinitrate and of surgical operation has 
been studied. The problem of treatment is selection 
of the most effective metliod for the three disease 
factors. These are electric imbalance, inflow reduc 
tion, and muscle destruction. The first of these 
yields to surgical treatment. 
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Results, including mortality, siibjccti\'c iinprovc- 
mnt, and objective mcasurcment.s, were studied in 
547 consecutive patients. The fact tliat cold feet be- 
:ore operation become warm after operation indi¬ 
cates improved circulation in far away part.s of tlie 
Hxly. The pliy.siology invoh'cd here clcscrves more 
lian passing consideration. This objectivity togeth- 
Twith the clinical rc.snlts (plus a firm foundation 
rom the laboratory’) Should help to prove that the 
peration is nothing less than an effective and bene- 
icial procedure. 

2065 Adcliicrt Rd. (C) (Dr. Reck). 

This work w.is supported by Rrants from tbe United Slntc.s 
iihlic Hc.dtli Service and tbe Cleveland Area Heart Society. 
Figures I and 2 are reproduced witb permission from tbe 
Mirnaf of Thoracic. SiirRcri/ (:?«:329-351 [Sept,] 1958). 
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YOUR MALPRACTICE 

Howard Hassard, 

Professional liability’ insurance does not cover all 
possible risks that are inherent in the practice of 
medicine. Even with high limits of coverage, medi¬ 
cal society' endorsement, or the assistance of a 
skilled broker, there may still be gaps in your con¬ 
tract. Accordingly, y’ou must be aware of the major 
points to check before you buy'. 

Examination of Insurance Contract 

T/ie Insurance Carrier.—Know the other party to 
the contract; the insurance carrier. Some companies 
have a well-deserved reputation for liberal handling 
and not resorting to loopholes; others are noted for 
strict interpretation and resort to the fine print. 

Seek companies that are well established and 
that have adequate reserves and unassigned surplus. 
A company with inadequate reserves or surplus 
may be inclined to seek loopholes if it faces a heavy 
loss and leave you, the physician, to face the plain¬ 
tiffs lawyer alone and unprotected. 

The insurance company should be subject to the 
laws of the state where you practice and subject to 
insurance department rules and regulations. In the 


INSURANCE CONTRACT 

LL.B., San Francisco 


Professional liabilHy insurance contracts 
are not all the same. Individual contracts 
must be studied for possible gaps in cover¬ 
age. Tbe limitations and exclusions they 
contain are not a criticism of the insurance 
industry, for they determine whether an 
insurance company can stay in business. Tbe 
physician should understand the insuring 
clause, monetary limits, exclusions, practice 
limitations, territorial limitations, settlement 
restrictions, the cancellation clause, and the 
extent of bis duty to cooperate with the in¬ 
surer. The basic reason for the need of 
cooperation is that the insurance carrier 
assumes a substantial monetary risk and, in 
return for it, is entitled not only to o premium 
but also to full and honest assistance from 
the insured physician. The gravest error is 
to purchase on the basis of price alone. 
Physfclons should examine their current pro¬ 
fessional liability policies with these facts 
in mind. 


Read in the Session on Medical Professional Liability before the 
Section on Miscellaneous Topics at the 107th Annual Meeting of the 
American Medical Association, San Francisco, June 24, 1958. 
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event of a suit over the policy provisions or activi¬ 
ties of the company, the state insurance department 
can be of material assistance without cost to the 
insured. 

It is essential in the field of malpractice liability, 
because of latent liabilities, that the company not 
only has financial stability but has been in business 
long enough so that it can be reasonably expected 
to continue in business in the foreseeable future. 

Differentiation of Terms.—Know what your con¬ 
tract with the insruance company contains and does 
not contain. Know the differences between com¬ 
pany, broker, and agent: 

The Company: A company or insurance carrier 
is the entity, usually a corporation, which is finan¬ 
cially obhgated under the insurance contract to 
carry out the provisions of the policy and to assume 
the defense and expense of any claims brought 
against the assured under the policy. 

The Broker: A broker is one who is licensed to 
transact the business of insurance and who repre¬ 
sents the buyer. He may place his business with 
any company, and in so doing he remains the agent 
of the buyer. You may look only to your broker 
and no one else in the event he fails to remit your 
premium to the company, secures improper cover¬ 
age, or carelessly handles your needs. 

The Agent: An agent is one who is licensed by 
an insurance company to transact the business of 
insurance. He represents the company which li¬ 
censes him, and he binds that company by agency. 
In this instance, responsibility is in both the agent 
and the insurance company. A person may be both 
a broker and an agent, but generally he is one or 
the other. 

The Underwriter: Another term frequently used 
is “underwriter.” Legally, this means an insurer or 
company, but some brokers adopt the term as part 
of a trade name. This practice is confusing, and one 
must be alert to the fact that underwTiter may 
only signify a broker. 

What Malpractice Policies Contain 

You should know what is in your policy and how 
it works. Malpractice policies contain these sub¬ 
jects: (1) insuring clause, (2) monetary limits, (3) 
exclusions, (4) practice limitations, (5) territorial 
limitations, (6) settlement restrictions, (7) cancel¬ 
lation clause, and (8) provision for duty to cooper¬ 
ate witli the insurer at all times. 

The Insuring Clause.—The insuring clause in the 
contract defines types of claims covered. There is 
no uniformity in this field—unlike, for example, fire 
and life insurance. The usual insuring clause, which 
reads “injury arising out of malpractice, error, or 
mistake in rendering or failing to render profes¬ 
sional services,” should be carefully analyzed. It 
may not cover assault, battery, breach of implied 
contract, libel and slander, and agreements guar¬ 
anteeing the result of treatment, to specify some 
of the nonerror types of claim. You should read your 
contract carefully, \vith these questions in mind: 


First, does your policy contain a provision to i; 
defend all claims and suits, including malicious i 
prosecution, counterclaims and cross-complaints I 
(which arise when suing to collect fees), and suits i 
based on failure to act (omission), i. e., senices ! 
you “should have rendered”? , 

Second, do you have coverage for personal te- .- 1 
straint? This means false imprisonment (for in- i 
stance, a claim may arise when helping aJamilv 
cope with an acute psychiatric emergency). 

Third, do you have coverage for undue familiar¬ 
ity? Take precautions; take your nurse on calls, and 
never examine alone if you have reason for sus¬ 
picion. 

Fourth, does your policy include coverage for 
assault and battery? Four per cent of all suits , 
against physicians are not based on alleged mal¬ 
practice but are predicated on a claim of assault 
and battery. Generally, such suits claim the surgeon 
operated without proper consent or went beyond 
consent given. 

Fifth, what about implied contracts? You may be 
sued for breach of contract if your patient interprets 
your prognosis as a guarantee he will get well. Say 
nothing that will be interpreted as a promise to 
cure. Suing for breach of contract has become pop¬ 
ular of late among plaintiffs’ lawyers. It gets around 
necessity' for an expert witness, but, also, it gets 
around your insurance unless your policy e.\pressly 
covers contract claims. 

Sixth, does your policy cover you in case of 
charge of libel or slander? A patient may claim 
violation of your duty to remain silent. The Cali; 
fornia Medical Practice Act states that willful be¬ 
trayal of a professional secret is ground for revoca¬ 
tion of license; it ,can also be the basis for a slander 
suit. Say or write notliing that will violate the 
privilege. . , j 

Seventh, is premise liability' coverage includea. 
This is important if you are the owner or lessee of 
premises. Sometimes it is difiBcult to determine 
whetlier a suit is for allegedT malpractice or for 
premise liability—as when a patient falls in a treat-; 
ment room. Use the same company for malpractice 
and premise liability. Split hability' can involve a 
conflict between carrier's and shifting of responsibil¬ 
ity, e. g., a patient under narcotics slips on tile m 
waiting room—which policy' covers it? 

Before leawng the subject of scope of coverage, 

I cannot resist recounting an unusual happening- 
A doctor, while performing an orthopedic proce¬ 
dure in a hospital, caused the instrument to slip, 
badly' injuring his physician assistant. The question 
was what insurance would protect the doctor from 
a claim or suit by the assisting physician? 

His malpractice insurance actually did not apph > 
because this accident was not covered under tne 
insuring clause which only covered injuries to pa 
tients. while rendering professional services, -ti 
comprehensive personal liability did not apply. “ 
professional services or business activities were ex 
eluded. His premise liability policy did not app y. 


Vol. 16S, No. 10 


MALriUCTICE INSURANCE-IIASSARD 


■2119 


as it was unrelated to the in.surcd prcinise.s (i. e., 
his office). The hospital insurance did not apply, 
for it did not involve defective equipment. The 
doctor was completely dependent on a superlibcral 
intcqrrelation of his malpractice contract to cover 
tlic claim. 

Uonctary Limils.—How much insurance coverage 
do you have? Are your total limits measured by 
occurrence of accident or aggregate? 

Are legal expenses included? With today’s ver¬ 
dicts, $100,00Q-pcr-$300,0Q0 coverage does not go 
ver>' far. In California there have been several jury 
verdicts over $200,000 and at least one settlement 
before trial in excess of .$250,000. 

Exclusions .—your policy to be on guard as 
to what is not covered. The e.xclusions are usually 
plainly and unequivocally stated. 

Are other people in your office covered? These 
include nurses, assistants, employees, and substi¬ 
tutes or locum icnens. I know it is not nice to men¬ 
tion it, but if a physician employs a "ghost” surgeon 
he may be uninsured, because some policies require 
tire specific consent of the patient to the operator 
as well as to the operation. Also, are your partners 
insured? Suppose you are indmdually insured, and 
your partner is being sued and he dies; you are 
responsible for his acts as partner. Are you covered? 
It is wise to have partners covered in the same com¬ 
pany and as partners, as u'ell as individually. 

Some' of the routine exclusions are as follows: 

First, intoxication and drugs, the exclusion for 
which usually reads, “shall not pay ... in suits 
based on services rendered while under the influ¬ 
ence of intoxicants or drugs.” 

If you leave a cocktail party to answer an emer¬ 
gency call, are you covered? If you took barbitu¬ 
rates at bedtime and answered an emergency call, 
are you covered? 

If your contract excludes acts or omissions "while 
under tlie influence of drugs or alcohol,” strictly 
speaking you are not covered for damages if an 
under the influence” charge is made and can be 
proved. “Under the influence” or “drunk” are not 
well-defined phrases. Diflferent courts define both 
terms iii different ways. “Under the influence” is a 
relative term embracing various degrees of intoxi¬ 
cation and mental obscuration. Here are a few 
sample definitions: 

This condition presents various degrees of intensity, rang¬ 
ing from a simple exhilaration to a state of utter unconscious¬ 
ness and insensibility. (Paris v. Robinson, 140 S. W. 434) 

The condition of a man whose mind is affected by the 
immediate use of intoxicating drinks. . . . Under the influence 
of intoxicating liquor to such an extent as to have lost tire 
normal control of one’s body and mental faculties, and, 
commonly, to evince a disposition to violence, quarrelsome¬ 
ness and bestiality. (Zee v. Gary, 189 So. 34) 

IVhqn one’s brain is so far affected by potations of liquor 
that his intelligence, sense perception, judgment, continuity 
of thought, or of ideas, speech, and coordination of volition 
with muscular action are impaired or are not imder normal 
control. (Wilson v. Inter-Ocean Cos. Co., 188 S. E. 102) 


Second, unlawful or criminal acts are invariably 
c.xcluded. Is this limited to acts you know to be 
wrong? What about innocent acts, or wliat if you 
arc forced to take unlawful action by an emergency 
or physical compulsion of another? 

What is an unlawful act? Is it any infraction, no 
matter how minor, or must it be a felony or a 
serious misdemeanor? Is the word “unlawful” syn¬ 
onymous with "criminal”? 

How directly must the unlawful act be con¬ 
nected? An illegal abortion is clearly not covered, 
but how about plastic surgery on a criminal? Or, 
what if you employ an unlicensed person in your 
office? In one California case, years ago, the insurer 
denied liability in a case against a partnership of 
radiologists because they had employed a well- 
trained radiologist from Canada who was not yet 
licensed in California. The insurer said employment 
of unlicensed physicians is unlawful, we exclude 
unlawful acts, good bye. 

• Is all eoverage lost by violation of this condition? 
Under one form of contract the physician loses 
both his defense costs and indemnity in the event 
a suit against him falls within the “unlawful acts” 
exclusion. Under another form of contract the in¬ 
surance company must still defend tlie physician, 
even though unlawful acts are charged or found, 
but the physician is obligated to pay any judgment 
rendered against him. 

It is essential that each physician know the effect 
of each and all of the e.vclusion clauses in his 
malpractice contract. 

Practice Limitations.—There are hvo types of 
practice limitation found in malpractice insurance 
contracts. One type is an outright exclusion of cer¬ 
tain procedures, e. g., fluoroscopy and anesthesia, 
unless a special added premium is paid; the other 
type is a classification of practice for determining 
a basic premium rate, i. e., general practice versus 
surgery'. 

Frequently, tlie application for- insurance that 
must be signed in order to obtain a contract con¬ 
tains representations by the physician as to the 
scope and type of his practice. These representa¬ 
tions may or may not be “warranties.” If the appli¬ 
cation form becomes a part of the contract or uses 
language to the effect that the insurer may rely on 
die representations as warranties, it is possible that 
a mistake or omission by the physician in filling out 
the application form can result in a denial of lia¬ 
bility by' the insurer, if a claim arises. It is essential, 
therefore, that each physician carefully read and 
accurately answer the application, particularly 
those questions relating to the scope and type of 
practice, as well as questions relating to prior 
claims or. suits. 

The usual practice limitations found are anesthe- 
siolo^, therapeutic radiology, and fluoroscopy. The 
usual basic premium rate differentials are betxveen 
100% nonsurgery, some surgery, and exclusively a 
surgical practice. 
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As long as the word “surgery” is understood, 
classification for rating purposes by the physician 
is not difficult. However, surgery may be defined 
differently in different insurance contracts. One 
contract, for e.xample, defines both major surgery 
and minor surgery. Another contract classifies 
everything that involves puncturing, penetrating, 
or se\’ering tissue as surgery. 

Incidentally, the contract that classifies major 
surgery and minor surgery for rate purposes dis¬ 
tinguishes between major and minor by listing 
specific procedures under each category. The phy¬ 
sician must carefully read the entire list in order'to 
be certain that he properly classifies himself. 

Territorial Limitations.—Many malpractice insur¬ 
ance contracts e-xclude coverage while the insured 
is outside the United States and its territories. Some 
policies include Canada, but no other foreign coun¬ 
try. If you travel abroad be sure and check your 
malpractice contract in advance, because even 
emergency treatment rendered outside the United 
States could result in a lawsuit for which you would 
be uninsured. 

Settlement Restrictions.—Most professional liabil¬ 
ity insurance contracts pro\'ide that the insurance 
company may not settle a claim or suit without the 
consent of the insured physician. This is a most 
important provision for the protection of the phy¬ 
sician. Inasmuch as profes.sional liability claims 
in\'olve professional reputations as well as money, 
it is of paramount interest to the insured physician 
that he have control over the disposition of a claim 
made against him. Some professional liability con¬ 
tracts omit this provision and allow the insurance 
carrier to settle claims-without the consent of the 
physician. A few conti'acts contain a built-in booby 
trap; it is this; 

The contract contains the usual provision that 
settlement may not be made without the consent 
of the insured physician, but then a sentence fol¬ 
lows providing' that, if the physician refuses to 
approve a settlement offer and the case is then tried 
and lost, the insurance coverage is aut(jmatica]ly 
limited to the amount of the settlement offer. In 
other words, a physician may refuse to settle, but 
if he does so he acts at his own risk and automati¬ 
cally reduces the amount of his coverage to the 
amount of the tendered settlement. 

Cancellation C/rti/ses.—Practically all professional 
liability insurance contracts permit either party to 
cancel at any time; usually 10 or 30 days’ written 
notice of intent to cancel is required. A few group 
programs have protection against wholesale cancel¬ 
lation by agreement with the group carrier; how¬ 
ever, this is the e.sception rather than the rule. Most 
physicians in the United States are currently in¬ 
sured for professional liability under contracts that 
can be canceled in not more than 30 days. 

Duty to Cooperate loith Insurer.—The typical 
professional liability policy contains the following 
clause: “The insured shall cooperate with the com- 
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pany, and, on the company’s request, shall attend i ? 
hearings and trials and shall assist in effecting set- ‘ - 
dements, securing and giving evidence, obtaining 
the attendance of witnesses, and in the conduct of 
suits. . . . The insured shall not voluntarily male 1 ' 
any payment, assume any obligation, or incur any 
expense at his own cost, without the consent of the 
company previously given in writing.” 1 

Various contracts will use variations of the fore- ! 
going language, l)ut all in effect require the insured ‘ j 
physician to cooperate with the insurer in the de- i 
fense of any claim or suit. 

Cooperation includes prompt notice to the in¬ 
surance carrier whenever an incident occurs that 
could give rise to a liability claim; cooperation 
requires that the insured physician not undertake 
to handle the matter himself; and cooperation re¬ 
quires that the physician. not “build” a claim in 
conjunction with his patient for the purpose of 
securing compensation from the insurance carrier. 
Such activity can result in the insurance carrier 
denyung liability because of the physician’s .breach 
of the cooperation clause. 

The basic reason for the contract provisions re¬ 
quiring that the physician cooperate with and assist 
his insurer is that the insurance carrier assumes a 
substantial monetary risk, and in return for this risk 
it is entitled not only to a premium but also to full, 
and honest help and assistance from the insured 
phy'sician. 

Another facet of the cooperation clause is the 
usual contract provision that the insured physician 
shall neither admit liability nor attempt to make a 
settlement on his own account. It is most important 
to remember that in all liability insurance contracts 
the insured has no right to give away the insurers 
money. 

Comment 

Professional liability insurance contracts are not 
all the same. They differ in many respects and are 
almost as individualistic as women’s hats. It is never 
safe to purchase professional liability coverage 
without reading and understanding the contract, on 
the assumption that' it will protect you no matter 
what happens. In fact, even the broadest profes¬ 
sional liability policy’’ contains exclusions and limita¬ 
tions. Have your policy’ provisions interpreted by a 
person experienced in professional liability insur¬ 
ance who can relate the insurance clauses to the 
practice of medicine. Few people in the insurance 
business or in the legal profession have had suiti- 
cient experience in the medical malpractice field to 
properly' apply policy terms to a medical practice. 

For example, assault and battery is genera y 
interpreted as a physical assault, whereas in my 
practice it is, in addition, interpreted to inclu e 
failure to obtain a proper conseiit to a treatment 
or operation or failure to inform a patient of an) 
change in the original scope of the surgery to e 
performed. 
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The gravest error is lo iiurchase on the basis of 
price alone, ^^'l)en a physician is threatened with 
a professional liability suit, he desperately needs 
tlie aid and assistance of expert claims adjusters 
and counsel—to say nothing of the need to protect 
his property. The ircnny-wise pound-foolish pur¬ 
chaser who hought the cheapest contract and did 
not read it maj' discover when his need arises that 
lie is not covered; or he may find that he is covered 
but has a contract that permits the insurance car¬ 
rier to compromise or settle without his consent or 
that he has a contract with a five-day cancellation 
clause which is immediately e.verciscd. 

The fact that professional liability insurance con¬ 
tracts contain exclusions and limitations is not a 
criticism of the insurance industry. An insurance 
company to stay in business must at least break 
even; no business can survive for long if it pays 
out more than it takes in^ The insurance business 
is highly competitive; the purchasers of insurance 


pick and choose; and when the buyers want price 
economies the insurance carriers have no choice— 
to stay in business they must compete price-wise, 
and to compete price-wise tliey must limit their 
liability. No one can change this basic law of eco¬ 
nomics. 

Conclusions 

I hope that this paper may stimulate those phy¬ 
sicians who hear or read it to examine their current 
professional liability policies, and to determine— 
through inquiry to their carriers if necessary—the 
acts or omissions for which they are covered or not 
covered, and the limitations and other provisions 
that maj' take away coverage if the physician’s 
behavior is contrary to the contractual commitment. 
It is better to know in advance than to find out 
after it is too late. 

Ill Sutler St. (4). 




EXPERT WITNESS AND ADVISORY PANELS 

Joseph F. Sadusk Jr., M.D., Oakland, Calif. 


Tire difficulty involved in obtaining expert medi¬ 
cal testimony from physicians in personal injury 
cases is well knowm. It is due not to his unwilling¬ 
ness to cooperate with the law but ratlier to the 
fact that he is cast into an atmosphere foreign to 
his training and philosophy. Tire physician is 
trained as a scientist to present medical data and 
conclusions in a narrative and factual manner and 
to elaborate on the pros and cons of the medical • 
problem. Due to the adversary system of trial in 
the United States, this is not generally possible. 
Under such a system, the phy^sician replies. to a 
series of questions .which, when put by an experi¬ 
enced trial attorney, may modify, twist, and distort 
the true medical story. 

A milestone was reached in 1952 when the jus¬ 
tices of the Supreme Court of the County of New 
York encouraged the local bar associations and 
medical societies to embark on a system for im¬ 
partial medical testimony in personal injury cases.* 
success of this project led to a permanent con¬ 
tinuation of the procedure, and similar or identical 
plans will doubtless appear in odier parts of the 
United States, 

Except for an initial pilot plan pioneered by the 
Los Angeles County , medical and bar associations 
several years ago, there has been little or no at- 

Member, Committee on Medicolegal Problems, American Medical 
Association. 

Read in tiie Session on Medical Professional LiobiBly before the 
Section on Miscellaneous Topics at the 107th Annual Meeting of the 
American Medical Association, San Francisco, June 24, 1958. 


H is difficult to obtain expert medical 
testimony from physicians in personal injury 
cases. This is not due to unwillingness to 
cooperate with the low but rather to the 
fact that the physician is cast info an atmos¬ 
phere foreign fo his training and philosophy. 
A plan has been formulated to make avail¬ 
able a panel of physicians for consultation 
with attorneys of the local or neighboring 
bar associations for presuif expert opinion 
and, where suit is instituted, for testimony as 
an expert witness. The education of physi¬ 
cians fo serve on these professional liability 
medical panels is considered of paramount 
importance. This is accomplished through a 
thorough indoctrination by a joint committee 
of the local medical and bar associations, 
with or without the assistance of special 
statewide indoctrination committees where 
such assistance is considered desirable and 
necessary by the local working units. The 
success of these panels will depend on the 
professional qualifications and impartiality 
of the panel physicians and the willingness 
and readiness of attorneys to accept a 
neutral and unbiased opinion. 
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tempt to solve the problems of expert medical 
advice and testimony in the field of medical mal¬ 
practice, a small but nevertheless important seg¬ 
ment of personal injury litigation. Here the natural 
disinclination for the physician to testify is com¬ 
pounded by the fact that he must advise and testify 
against a colleague—a fellow ph 3 'sician—whom he 
may see week in and week out. Such reluctance is 
natural and understandable. The law and organ¬ 
ized medicine have long been aware of this prob¬ 
lem, but it remained for the California Medical 
Association and the State Bar of California to si¬ 
multaneously agree to investigate and confer on 
the solution of the availability of impartial medical 
e.xpert witnesses in alleged medical malpractice 
cases. 

As a result of the 1955 meeting of the Confer¬ 
ence of California State Bar Delegates, a committee 
was appointed to study the problem of obtaining 
evidence in malpractice cases. Meetings ^^’ere held 
with representatives of the California Medical As¬ 
sociation to explore the situation, after which the 
Board of Governors of the California State Bar and 
the Council of the California Medical Association 
appointed comparable committees to meet in joint 
session to formulate a plan which would make 
available to attorneys the services of qualified 
physicians to advise on a case of alleged malprac¬ 
tice and, if suit were instituted, to testify as an 
expert witness. In September, 1957, these commit¬ 
tees recommended to their respective parent or¬ 
ganizations the plan presented here.‘“ 

The Plan 

The purpose of the plan is to form a panel of 
physicians available for consultation with attorneys 
of the local or neighboring bar associations for pre¬ 
suit expert opinion and, where suit is instituted, for 
testimony as an e.xpert witness. Such a panel would 
be used only for cases of alleged medical malprac¬ 
tice. 

Selection of panels would be on an appointment 
basis by the medical societies within each terri¬ 
torial district, with approval of the panel by the 
board of directors of the applicable local county 
bar association. 

Disqualification of a panel member would occur 
if he is treating or has ever treated or consulted on 
the plaintiff patient or if there is a relationship, 
business or otherwise, between the panel member 
and the defendant phj'sician. 

The panels would include members from gen¬ 
eral practice, from the following basic specialty 
areas of medical malpractice, and from such addi¬ 
tional areas of specialty practice as shall be deter¬ 
mined within each district: (1) medicine, (2) sur¬ 
gery', (3) obstetrics and gynecology, (4) pediatrics, 
(5) pathology, and (6) radiology. 

Administration of a panel would be by a desig¬ 
nated officer of the local county bar association, 
with names on file. 
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A panel member would be called by the com- 
plainant’s request in writing to a physician on a i'- 
panel list as submitted by the local bar association. ' ■ 
The physician then notifies his county medical so- - ? 
ciety and the local bar association in writing of the I - 
requested . consultation, giving name of attorney, 
complainant, and physician complained against. 

Education of a panel would be accomplished by 
a series of lectures from a joint committee of local h 
medical and bar association members or by special '■ 
statewide indoctrination committees. ' 

For the consultation and examination, review of 1 
records, preparation of report, and testimony, the I 
physician receives the reasonable value of his time ! 
in accordance with the prevailing fees in his com- ; 
munity. ' 

No reference may be made in court to the panel 
or medical or bar associations’ participation therein. 
Judges are requested to adopt a rule forbidding 
counsel (on each side) to mention the status of the 
witness in relation to' the panel. 

A panel physician who consults with or examines 
a complainant may not, without the consent of the 
complainant, be examined in a civil action as to any 
information acquired from the complainant which 
was necessary to enable the physician to prescribe 
or act for the complainant, except as provided be¬ 
low. 

A complainant may secure additional examina¬ 
tions or consultations from the panel list, but only 
if the complainant agrees in writing, with the pre¬ 
ceding panelist consulted, that the latter may be 
examined in any civil action based on the com¬ 
plaints involved. 

A complainant may secure an examination or 
. consultation with a second member of the over-all 
panel without being required to waive the confi¬ 
dential nature of tire first examination or consulta¬ 
tion, providing the initial panelist selected reports 
in writing to the administrative officer of the local 
county bar association that the complaint is not 
within his area of practice or that a second exami¬ 
nation or consultation is necessary or advisable for 
the stated cause. 


The “Ground Rules” of the Plan 

This plan was approved by the governing bodks 
of the parent organizations in September, 

The committees then met again to outline and to 
recommend certain “ground rules” to tlie individua 
medical societies and county bar associations. o 
California, at which level the plan was to be im¬ 
plemented. Further, it was made clear that these 
working units were free to modify the plan to mee 
local conditions and attitudes and, indeed, the 
local county and bar units were free to ncc^ nf 
reject the entire concept of - such panels. These 
basic “ground rules” were as follows: 

Panel members are to be appointed by t le 
county society, not selected from volunteers. On y 
those panel appointees who have attended the m 
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doclrination lectures arc eligible to serve. Present 
members of public service or malpractice commit¬ 
tees of county societies arc not eligible for service 
on the panel. Panel appointments arc for one year 
only; a new panel is appointed each year, but the 
s.imc physicians arc eligible year after year. Panel 
members, as such, arc available to complainants 
against doctors of medicine only. In each county, 
tlic panel should be representative of the practice 
of medicine in that area ns to specialties and gen¬ 
eral practitioners. The financial arrangements be¬ 
tween tire complainant’s attorney and the panel 
member are to be by agreement between them, 
although a fee scale may be established by the 
county medical society if it so desires. Fees are to 
be paid in advance unless otherwise agreed be¬ 
tween the panel member and the attorney. 

Specific Instructions for the Physician 

The education of physicians to serve on these 
professional liability medical panels was considered 
of paramount importance, to be accomplished 
through a thorough indoctrination by a joint com¬ 
mittee of the local medical and bar associations, 
with or without the assistance of special statewide 
indoctrination committees where such assistance is 
considered desirable and necessary by the local 
working units. Specific instructions are to be sent 
to each physician panel member witli his obliga¬ 
tions clearly outlined along the following lines. 

Notification of State and County Bar and Medi¬ 
cal Associations.—The physician will be instructed 
to immediately notify the respective organizations 
by completion of a special form in quintuplicate, of 
which he will retain one copy and mail the remain¬ 
ing four copies to the California Medical Associa¬ 
tion. Tlris organization svill assume the responsibil¬ 
ity for distribution of the copies to the county bar 
ind medical associations and to tlie California State 
Bar. This notification is considered necessary to 
insure the adherence of attorneys to the rule of the 
formulated plan which provides for written waivers 
by the complainant or his attorney when securing 
additional medical opinions from tire panel. In 
addition, these reports will insure that the panel 
member’s rights \vill be protected by the bar and 
medical associations. Further, analyses will be 
made as the years go along to evaluate and to 
improve the program. 

Instructions for Thorough Study of All Medical 
Factors.—The necessity for a thorough and impar¬ 
tial review of die case before the physician ex¬ 
presses an opinion is to be emphasized to tire phj'si- 
cian, wherein he is to examine the patient, and to 
review all available evidence including hospital 
records, x-rays, laboratory reports, and other medi¬ 
cal records and data which can reasonably be ob¬ 
tained before rendering a report. 

Report of Opinion and Testimony.—The physi¬ 
cian will be required to submit his report to the 
plaintiff’s attorney in writing covering history of 


the injury, the patient’s' account for treatment and 
its results, findings on examination of tlie injured 
part or parts and notation of abnormalities, indica¬ 
tions if another field of medicine outside the physi¬ 
cian’s field is involved, the extent of injuries and 
conclusions as to degree of disability, and, finally, 
an opinion as to whether or not the defendant doc¬ 
tor deviated from the legal requirement of “stand¬ 
ard and accepted medical practice.” It will be die 
physician’s duty to testify in court as to his opinion 
if the case goes to trial. 

Ohjectioe and Impartial Attitude.—The physician 
will be advised to not become an advocate for 
eidier side but rather to evaluate the facts objec¬ 
tively and render an impartial opinion. 

Promptness in Rendering Reports.—The physi¬ 
cian will be impressed by the fact that undue delay 
in reporting to the plaintiff’s attorney may preju¬ 
dice the interests of either or bodi the complainant 
and the doctor complained against. 

Disqualification of Panel Physician:—The panel 
physician is to be disqualified if (1) he has treated 
or is treating the complaining patient or has been 
consulted by representatives of the physician, (2) 
there are personal or other relations with the pa¬ 
tient which might prejudice the physician’s opin¬ 
ion, (3) there is a business or a personal relation¬ 
ship between the panel physician and the defend¬ 
ant physician which would make it impossible to 
render an impartial opinion, (4) the medical prob¬ 
lem is not within the field of practice of the panel 
physician, and (5) the .nature of the case or otlier 
commitments would make it impossible for tlie 
physician to devote the time necessary for a full 
study of the case. 

Comment 

It is to be emphasized that this plan for a profes¬ 
sional liability medical panel has not yet reached 
tlie working stage. These panels are presently be¬ 
ing set up throughout the major population areas 
of California where agreed toliy both local county 
medical and bar associations. Modifications and 
changes will doubtless be required as time goes 
along witli e.xperience gained by attorneys and 
physicians in the use of tlie panel. 

The success of tliese panels mil depend on tlie 
professional qualifications and impartiality of the 
panel physicians and tlie willingness and readiness 
of attorneys to accept a neutral and unbiased opin¬ 
ion. That organized medicine and tlie law has 
reached such an agreement speaks for tlie ivilling- 
ness of botli parties to serve the administration of 
justice. 

459 30th St. (9). 

References 

1. Special Committee of the Association of the Bar of tlie 
City of New "york: Impartial Medical Testimony, New York, 
tlie Macmillan Company, 1956. 

2. West, F. E., and Archer, J. W.: Medical Expert Panels 
for Malpractice Cases, California Med. 118:173-175 (Feb.) 
1958. 



2124 


J.A.M.A., Dec. 20, 


CLINICAL NOTES 


ASYSTOLE COMPLICATING ACUTE MYOCARDIAL INFARCTION 


SURVIVAL WITH THE AID OF A CARDIAC PACEMAKER AND INTRAVENOUS 
ADMINISTRATION OF ISOPROTERENOL 


Sylvan D. Solarz, M.D., David M. Berkson, M.D. 

and 

Alfred Pick, M.D., Chicago 


Since the development by Zoll' of an external 
cardiac pacemaker capable of producing effective 
ventricular contractions by transthoracic electric 
stimulation many cases of asystole have been suc¬ 
cessfully treated with the aid of this device alone 
or in combination with intravenous administration 
of isoproterenol (Isuprel) hydrochloride.” The ma¬ 
jority of the reported cases have been those of 
chronic atrioventricular block with Stokes-Adams 
disease. Recently we had opportunity to apply this 
regimen to a patient in whom an advanced second 
degree atrioventricular block with Stokes-Adams at¬ 
tacks developed acutely in the course of a myocar¬ 
dial infarct. (The term “advanced second degree 
atrioventricular block” is applied to cases in which 
several successively dropped beats initiate atrioven¬ 
tricular nodal escape and dissociation with or witli- 
out ventricular captures.”) To our knowledge this is 
the first such case with survival treated in this man¬ 
ner. Continuous monitoring of the rapidly changing 
cardiac mechanism in conjunction with automatic 
release of the pacemaker when needed permitted 
prompt adjustments of the therapy according to 
instantaneous needs and an immediate evaluation 
of the effect each new procedure had on the cardiac 
rhythm. We used a unit consisting of an external 
cardiac pacemaker, a cardiac monitor with both 
\’isual and auditory signals of each ventricular beat, 
and a cardioscope with continuous display of an 
electrocardiographic tracing. After a predeter¬ 
mined asystolic period tlie pacemaker automatically 
goes into action, and an alarm is sounded. External 
electric impulses continue at a preselected rate and 
strength until the machine is turned off manually. 
This type of action serves to bring instant atten¬ 
tion to the patient and to shorten the period of 
asystole. 

Report of a Case 

A 58-year-old female was admitted to Michael Reese Hos¬ 
pital on May 8, 1958, with the complaint of severe substemal 
pain. The patient had been under the care of one of us 
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(S.D.S.) for five years because of coronary heart disease with 
anginal syndrome and congestive heart failure. She had been 
well maintained on therapy with digoxin (Lanoxin), chloro¬ 
thiazide (Diuril), and glyceryl trinitrate. Previous electro¬ 
cardiograms (fig. 1, 19S3) were relatively stable over the 
years and showed a first-degree atrioventricular and a right 
bundle-branch system block without evidence of myocardial 
infarction. The evening prior to admission the p.itient ex¬ 
perienced substemal pain relieved by glyceryl trinitrate; 
liowever, later that night she was awakened from her sleep 
by severe chest pain requiring narcotics for relief. 

On admission the pertinent physical findings were as fol¬ 
lows: pulse 84 beats per minute and regular; blood pressure 
140/70 mm. Hg bilaterally; thyroid gland slightly enlarged 
to palpation; the lungs clear; the heart size normal; the sec¬ 
ond aortic sound of normal intensity and louder than the 
second pulmonic sound; a grade 1 systolic mumiur heard over 
the base of the heart; the liver not palpable and no signs of 
congestion. 

Admission laboratory data included the following findings: 
hemoglobin level 13.4 Gm.; white blood cell count, 21,300 
per cubic millimeter, with 85% polymorphonuclear cells, 
11% lymphocytes, and 4% monocytes; sedimentation rate, 
17 mm. per hour (M'introbe); fasting blood sugar level, 
168 mg.%; serum urea nitrogen level, 28 mg.%. These™: 
transaminase on May 8 was 24 units, and on May 9 it hart 
risen to 73 units. The electrocardiogram (fig. 1, 5-8-5S) 
revealed, as previously, sinus rhythm witli first-degree atrio¬ 
ventricular and right bundle-branch system block and, in 
addition, contour changes characteristic of acute postenor 
wall infarction. Initial therapy included bed rest, o.v)gen 
tent, anticoagulation with heparin and xvarfarin (Coumadin), 
and digoxin. 

The patient did well for the first 24 hours. On May 9 an 
intermittent pulsus bigeminus was noted, and another electro 
c.ardiogram was taken. This showed sinus rhythm with m 
complete atrioventricular dissociation due to a second-degme 
atrioventricular block with repetitive nodal escapes (hg- -j 
5-9) and further contour changes suggesting extension o 
the infarction to the lateral xvall. The average ventneu a 
rate was 60 per minute, and tire blood pressure was un 
changed. The patient remained in good clinical condh™’ 
and on the following day the heart rate was regular. 
May II a jieric.ardial friction rub was noted, and sho 
tliereafter the blood pressure fell precipitously, moist ra c 
and hepatomegaly developed, and tire clinical condition c^ 
teriorated rapidly. An intravenous - infusion of artereno , 
ampuls (16 mg.) in 1,000 cc. of 5% dextrose in water, 
started immediately, and the patient received additiona 
digitalis and a mercurial diuretic. The blood pressure ptomp^ 
ly rose to satisfactory levels. An electrocardiogram (hS- 
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S-Il) rcve.'ilcd irregularity and marked slowing of the ven- ■ 
(riculiir rate to an average of 35 per minute due to a more 
.iilvaaccrl .atrioventricular block with n complex mechanism ■* 
.lad signs of continued extension of the infarction. On M.ay 

12 , bcc.ausc of n persistent slow ventricular rate, isopro¬ 
terenol therapy, 10 mg. sublingually every four hours, wns 
startcrl. In spite of tiris tlicre were several momentary lapses 
of consciousness, and the isoproterenol dosage wns increased 
to 15 mg. On tliis medication the ventricular rate rose to 50 
and hcc.aine almost regular. An electrocardiogram (fig. 2, 
5-12) sliowerl sinus rhythm with a 2:1 atrioventricular block, 
iltemating with periods of atrioventricular dissociation dur¬ 
ing which an accelerated ventricular pacemaker operated at 
il)out half the sinus rate. However, on the morning of May 

13, an episode of ventricular asystole with convulsions and 
cy.anosis occurred, and the patient appeared moribund. After 
sagorous pounding of the precordium the heart resumed beat¬ 
ing, Isoproterenol, 0.2 mg., wns gix'en intramuscularly im¬ 
mediately, and the automatic external pacemaker was at¬ 
tached to the patient with tlie release time set at three .sec¬ 
onds of asystole. The isoproterenol injection was repeated 
witliin the next hour but failed to prevent frequent periods 
of ventricular standstill. Each asystole brought the automatic 
pacemaker into action, with prompt restoration of sponta¬ 
neous heart beats. A constant intr.avcnous drip of isopro¬ 
terenol was then begun, with 2 mg. pier 500 cc. of Sir 
dextrose in water at an initial rale of 15-20 drops per minute 
corresponding to approximately 4 meg. pier minute.- After 
several periods of asystole leading to pacemaker discharge, 
it was fouixd that 60 volts was adequate to produce ventric¬ 
ular contractions. Electrocardiograms between asystolic pe¬ 
riods (fig. 3, upper strip) showed an irregular ventricular 
rate because of atrioventricular conduction ratios v.arying 
hetvx'een 2:1 and 5:1, with ventricular escapes tenninating 
those pauses which were not long enough to bring the ex¬ 
ternal pacem.aker into action. One of the longer ventricular 
pauses, with nine successively blocked P waves, leading to 
automatic discharge of the pacemaker and subsequent re¬ 
sumption of the origin.al mechanism, is illustrated in the 
lower strip of figure 3. 

From May 13 until the afternoon of May 15 the p.atient 
xvas kept on the regimen of treatment with intravenously 
given isoproterenol witli tire pacemaker constantly attached 
to the chest. During tliis period the predominant rhythm 
was a second-degree atrioventricular block with varying atrio- 
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Fig. 1.—Three 12-lead electrocardiograms showing de¬ 
velopment {1958) of characteristic features of posterolateral 
wall infarction on top of a preexistent right bundle-branch 
system block (1953). 

ventricular ratios. As the rate of the infusion was slowed, 
ventricular pauses became longer and caused discharge of 
the pacemaker. As the infusion rate xvas increased, shorter 
ventricular pauses were terminated by nodal or ventricular 
escapes, but in addition several brief paroxysms of auricular 


fibrillation and of ventricular tachycardia were observed on 
the cardioscopc early on May 13 (fig. 2, 5-13). Late that 
evening it was noted that the ventricular rate was slowing 
and numerous episodes of asystole occurred requiring pace¬ 
maker stimulation. It was necessary to increase the voltage 
and the number of successive shocks to overcome the periods 
of ventricular standstill. Increase in the rate of flow of isopro¬ 
terenol failed to prevent ventricular pauses, but bizarre ven- 
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Fig. 2.—Electrocardiograms representatix'e of X'ariety of 
mechanisms encountered: Intermittent ventricular bigeminy 
.as result of second-elegree atrioventricular block with nodal 
escapes (5-9). Marked slowing of ventricular rate as result 
of more advanced atrioventricul.ar block (5-11). Consequent 
to i.soprotereno! (Isuprel) medication, 2:1 atrioventricular 
conduction changing to atrioventricular dissociation witlr ac¬ 
celerated x'entricular pacemaker (5-12). Parox)'sm of aurieu- 
lar fibrillation with complete atrioventricular dissociation, 
.alternating nodal and ventricular pacemakers, and short burst 
of ventricular tachycardia (5-13). 

tricul.ar complexes of variable contour appeared, progressively 
increasing in frequency, and eventually a continuous ven¬ 
tricular tachycardia developed. ■ After five minutes of this 
rhythm die patient appeared moribund. At this point it was 
decided to replace the isoproterenol infusion by procainamide 
(Pronestyl) hydrochloride in an attempt to convert the 
rhythm; 50 mg. was given cautiously. This caused slowing 
of the ventricular rate and reappearance of a few supraven¬ 
tricular beats. The administration of an additional 75 mg. 
led to a ventricular standstill. Repeated shocking by the 
external pacemaker caused resumption of die original supra¬ 
ventricular rhythm, and the isoproterenol infusion was re- 
.started at a reduced rate -^of flow. Several minutes later, 
paroxysmal ventricular tachycardia again appeared. It was 
.stopped by anodier 100 mg. of procainamide which was 
followed by protracted ventricular arrest and dien restitution 
of intrinsic ventricular activity by e.xternal electric stimula¬ 
tion. 

Because of diis difficulty in controlling the rhythm, die 
concentration of isoproterenol was changed to 2 mg. per 
750 cc. of 5% de.\trose in water. In addition, on May 14, the 
arterenol infusion was discontinued. Throughout this day 
and thereafter the blood pressure remained constant. There 
were several episodes of asystole prompdy terminated by the 
external pacemaker, and in die afternoon the rhythm became 
stabilized widi second-degree atrioventricular block and 
spontaneous nodal or ventricular escapes. On the afternoon 
of May 15, the atrial action changed from sinus rliydim to 
fibrillation but the average ventricular rate remained 40. 
Slowing or speeding up of the isoproterenol infusion altered 
neither the atrial mechanism nor the ventricular rate. It was 
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decided to stop the infusion to detennine whether the ven¬ 
tricular rate would be maintained spontaneously. At first 
ectopic ventricular beats increased in frequency, and after 
15 minutes asystole occurred long enough to cause discharge 
of the external pacemaker. Immediately after this, the auric¬ 
ular fibrillation reverted to sinus rhythm with second-degree 
atriov'entricular block and a constant ventricular rate of 40. 
This was the last episode of asystole requiring external stim¬ 
ulation. On May 16 the atrioventricular block varied be¬ 
tween first and second degree, 'and from May 17 on first- 
degree atrioventricular block became permanent (fig. 1, 
5-27-58). The remainder of the hospital course was un¬ 
eventful, signs of congestive heart failure gradually disap¬ 
peared, and the patient was discharged on June 29, 1958. 
At the time of writing (Aiigust, 1958) she is following the 
usual course of recovery from a myocardial infarction of this 
severity. 

Comment 

The prognosis of advanced atrioventricular block 
complicating recent myocardial infarction has re¬ 
cently been reviewed by Cohen, Doctor, and one of 
us.° They found the over-all immediate (two- 
month) mortality in a series of 68 cases to be 47%, 
the death rate increasing with the severity of the 
block. Posterior wall infarcts accounted for 75% 
and carried an immediate mortality of 37%, where¬ 
as in anterior wall infarcts 75% of patients died. In 
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Fig. 3.—Consecutive portions of long record showing 
temiination of ventricular pause by spontaneous ventricular 
escape {upper strip) and longer pause terminated by two 
automatic discharges of external pacemaker (arrows) initiat¬ 
ing intrinsic ventricular impulse formation (lower strip). 

32 of 36 surviving cases, atrioventricular block was 
transient. The long-term prognosis of those surviv¬ 
ing the first two months was not affected by tlie 
temporary conduction disturbance. Therefore, it ap¬ 
pears that if a patient survives the initial complica¬ 
tion of atrioventricular block his chances for long¬ 
term survival are as good as those of one witli an 
uncomplicated myocardial infarction. From an ana¬ 
tomic viewpoint it would appear that patients with a 
transient block have ischemia or edema involving 
the conduction system whereas actual necrosis of 
these tissues is present in cases with permanent con¬ 
duction defects. From the clinical standpoint one 
cannot distinguish behveen these two possibilities 
diuing the acute episode, the time when adequate 
therapy is of the utmost importance. It is in line 
with this that recentl)' the successful use of adrenal 
steroids in cases of acute myocardial infarction wth 
Stokes-Adams attacks has been reported.® 
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While it is realized that each case of this nature 
requires individual measures which might not be 
applicable to others, in our case it is believed that 
the recovery is to be attributed not to a single accent 
or medication but rather to the awareness of im. 
pending attacks of asystole, to the proper prepara¬ 
tions for handling such an event, and to the alert¬ 
ness of the members of the house staff assigned to 
this case. 

The appearance of a bigeminal rhythm on auscul¬ 
tation early in the course of the patient’s iUness first 
brought to mind the possibility of second-degree 
atrioventricular block with 3:2 conduction. It has 
been our e.xperience that bigeminy occurring in the 
course of acute posterior wall infarction is more 
often due to this latter mechanism than to ectopic 
impulse formation.® The electrocardiographic con¬ 
firmation of the atrioventricular conduction disturb¬ 
ance alerted us to the possibility of its progression 
to Stokes-Adams attacks, although tliere was no 
clinical evidence of this at that time. As the degree 
of block increased isoproterenol medication was 
started sublingually, and the e.xtemal pacemaker 
was kept nearby, ready for immediate use. 

In order to maintain spontaneous intrinsic ven¬ 
tricular activity we had the choice of three sjmpa- 
thomimetic drugs: arterenol, epinephrine, and iso¬ 
proterenol. At the time of the first syncope, the pa¬ 
tient had been receiving arterenol intravenously 
constantly for about 48 hours and at tliat time was 
unable to maintain her blood pressure without it. 
The fact that such attacks occurred while the pa¬ 
tient xvas receiving this drug is in keeping with its 
known pharmacological effects which do not in¬ 
clude enhancement of nodal or ventricular pace¬ 
maker action. With regard to the two other agenb, 
it has been found by ZoU and his co-workers ‘ in 
comparative studies tliat, in patients witli high 
blood pressure, isoproterenol might be preferable 
to epinephrine since it has no-vasopressor action. 
On tire other hand, epineplmine is the drug of 
choice when the pressure is normal or low. Further¬ 
more, they state that epinephrine should be used in 
patients who, prior to the attacks, had functioning 
atrioventricular conduction “since it is a much less 


potent accelerator of the sinoatrial pacemaker than 
is isoproterenol and there is, accordingly, less ns 
of a rapid ventricular rate should atrioventricu ar 
conduction return.” In our patient, however, the 
olood pressure had to be maintained artificia ) 
md it was felt that this should be done indepen 
cntly of the attempt to control ventricular activit)- 
We were aware of the fact that the amount of n 
Irug determining the ventricular rate might have 
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problems might arise should control of blood pres 
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sure and vontriciilar aclix’ily depend on llic same 
medication. For tin's reason isoproterenol and arter- 
cnol were used simnltanconsh'. 

After the first convulsion, the isoproterenol medi¬ 
cation was changed from sublingual to intramuscu¬ 
lar administration and the automatic external pace¬ 
maker was attached to the patient. This arrange¬ 
ment prevented the occurrence of further seizures, 
but if soon also revealed that isoproterenol per se 
was inadequate to prevent protracted periods of 
asystole, even after its administration by continu¬ 
ous intravenous drip. On the other hand, the con¬ 
tinuous infusion of isoproterenol probably was re¬ 
sponsible for the prompt resumption of spontaneous 
ventricular activity after one or two external electric 
shocks (fig. 3, lower strip), ns was consistently noted 
on the cardioscope. The external pacemaker fune- 
tioned as a stimulator of intrinsic mechanisms rath¬ 
er than as a substitute for spontaneous ventricular 
acti^’ity. 

Therapeutic effects of isoproterenol consisted in 
stimulation of impulse formations in supraventricu¬ 
lar and x'entricular centers as well as in improve¬ 
ment of conductivity' of the atrioventricular junc¬ 
tion (fig. 2, 5-12). This twofold action of the drug 
has been pointed out previously by us ^ as well as 
by others.® Toxic effects, on the other hand, caused 
by too rapid infusion consisted in undue accelera¬ 
tion of ventricular impulse formation culminating in 
almost fatal attacks of ventricular paroxy'smal tachy¬ 
cardia which required procainamide medication. 
Whether or not the paro.xy'sms of auricular fibrilla¬ 
tion are to be ascribed to the isoproterenol medica¬ 
tion is unanswered. Of considerable theoretical in¬ 
terest is the abrupt termination of auricular fibrilla¬ 
tion on one occasion (May 15) by external electric 
stimulation. 

The initial recommended concentration of isopro¬ 
terenol for intravenous infusion (4 meg. per cubic 
centimeter )' was found to provide too small a 
margin between therapeutic and toxic levels. This 
has also, been our experience in otlrer cases of pa¬ 
tients with Stokes-Adams disease treated by isopro¬ 
terenol in this hospital. More dilute solutions, for 
instance 3 meg. per cubic centimeters, proved easier 
to handle and seemed to enhance the safety margin, 
although it still was difficult to regulate the dose 
of the medication. Nevertheless, the rapid disap¬ 
pearance of the effects of the diluted drug seems to 
reduce the dangers of this mode of administration 
provided constant observation is maintained. The 
latter is greatly aided by the_ continuous use of a 
cardioscope, which was an integral part of the pro¬ 
cedure used in this case. 


Summary and Conclusions 

Survival of a patient with recent posterior wall 
infarction complicated by frequent attacks of ven¬ 
tricular asystole, as a consequence of a progressive¬ 
ly advancing atrioventricular block, is attributed to 
the prompt and systematic use of an intravenous 
infusion of isoproterenol in combination with an 
automatic external pacemaker. 

Success or failure of treatment of such cases 
largely depends on early recognition of impending 
syncope, on adequate preparations for handling of 
such an event, and on continuous monitoring of 
therapeutic measures by a cardioscope. The earliest 
clinical sign of impending asystole may be the de¬ 
velopment of a bigeminal pulse. 

Recent myocardial infarction complicated by 
asystole may require the simultaneous use of two 
sympathomimetic agents: arterenol to maintain tire 
blood pressure and isoproterenol to insure an ade¬ 
quate rate of ventricular contraction. Isoproterenol 
given as an intravenous infusion is not a harmless 
drug, and its overdosage may lead to dangerous, 
rapid ectopic rhythms of ventricular origin. The 
proper dose may vary from case to case and from 
moment to moment and requhes adjustments under 
close and continuous observation on a cardioscope. 

2011 E. 75th St., (49) (Dr. Solarz). 

The e.xternal cardiac pacemaker unit used in tliis study 
was Electrodyne model PM65, manufactured by the Electro¬ 
dyne Co., Norwood, Mass. 

This study was supported in part by the Hibse Heart Fund 
for Cardiovascular Research and tire Michael Reese Research 
Foundation. 

References 

1. Zoll, P. M.: Resuscitation of Heart in Ventricular Stand¬ 
still by External Electric Stimulation, New England J. Med. 
247s768-771 (Nov. 13) 1952. 

2. Zoll, P. M., and otliers: Intra\'enous Drug Therapy of 
Stokes-Adams Disease: Effects of Sympathomimetic Amines 
on Ventricular Rhythmicity and Atrioventricular Conduction, 
Circulation 17:325-339 (March) 1958. 

3. Katz, L. N., and Pick, A.: Clinical Electrocardiography, 
Part I; Arrhytlimias, with Atlas of Electrocardiograms, Phila¬ 
delphia, Lea & Febiger, 1956. 

4. Langendorf, R., and Pick, A.: Supernormal Phase of 
Atrioventricular Conduction, abstracted, Proceedings of 
Third World Congress of Cardiology, Brussels, 1958, p. 343. 

5. Cohen, D. B.; Doctor, L.; and Pick, A.: Significance of 
Atrioventricular Block Complicating Acute Myocardial In¬ 
farction, Am. Heart J. 55:215-219 (Feb.) 195^ 

6 . Phelps, M. D., Jr., and Lindsay, J. D., Jr.: Cortisone in 
Stokes-Adams Disease Secondary to Myocardial Infarction: 
Report of Case, New England J. Med. 256:204-208 (Jan.' 
31) 1957. 

7. Pick, A., and Lichtman, A.: Effects of Isuprel in Ad¬ 
vanced A-V Block, abstracted, Circulation 16:925-926 
(Nov.) 1957. 

8 . Schaub, F.; Holzmaim, M.; and Wyss, S.: Zur Behand- 
lung von Adams-Stokesschen Anfallen und tlberleitungs- 
storungen des Herzens mit Isopropylnoradrenalin, Schweiz. 
Med. Wchnschr. 07:938-946 (July) 1957. 



212S 


J.A.M.A., Dec. 20, 193S 


CHLOROTHIAZIDE (DIURIL) AS A HYPERURICACIDEMIC AGENT 

Benjamin G. Oren, M.D., Maurice Rich, M.D. 

and 

Martin S. Belle, M.D., Miami, Fla. 


Chlorothiazide (Diuril) has been recently in¬ 
troduced into therapeutics, first, as an effective 
nonmercurial diuretic' and, more recently, as a 
potentiating hypotensive agent in the treatment of 
essential hypertension.' It apparently has proved 
to be quite effective in these actions but has a 
tendency to cause excessive excretion of sodium, 
potassium, and chloride.'’ 

Recently, we noted that in some patients un¬ 
explained joint pains could occur, especially in the 
feet, during the use of tliis drug. Investigations 
show no organic cause for this symptom, but the 


coronary thrombosis two and ono-half years ago. It was 
necessary for liim to take 3 mg. of reserpine or its equivalent 
in order to attain an adequate normotensive effeet. However, 
tlris large amount of drug resulted in considerable depression 
and an annoying sluggishness .which made it difficult fortlie 
patient to continue with his therapy. Accordingly, one year 
ago associated therapy with chlorothiazide was begun, with 
smaller doses of reserpine. He was given 500 mg. of chloro¬ 
thiazide twice daily with 0.25 mg. of reserpine twice daily. 
This resulted in an adequate control of blood pressure and a 
return of his mood to normal. 

Within three months after institution of this therapy, the 
patient began to note unusual fatigue and especially pain in 
the feet on walking and at rest. This was a generalized ach- 



Roentgenograms of both feet in case 2. Note, A, destruction of metatarsophalangeal joint space in right foot. 


uric acid levels in the blood were found to be 
elevated. Further investigation of a number of 
patients receiving tliis drug confirmed this obser¬ 
vation, tliough joint .and foot pain was by no 
means a uniform symptom. Indeed, some of the 
highest uric acid levels were associated with no 
joint pain whatever. 

Two significant cases are reported below. 

Report of Cases 

Case 1.—A 44-year-old man had been under treatment for 
essential hypertension for tliree years, at first with Rauwolfia, 
subsequently witli reserpine (Serpasil). He had suffered a 
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ing discomfort in both feet. Various attempts to relieve the 
pain were instituted, including contrast baths, strapping, an 
various types of shoes, all without much benefit. X-ra)S 
showed no evidence of arthritis, tophi, or other organic boM 
or joint disease. The blood uric acid level was 6,8 mg. 

(normal 3 to 5 mg. %). A few days thereafter the chloro 
tliiazide therapy was discontinued, and another uric aci 
determination 10 days after cessation of the therapy was • 
mg. %. The foot pains had disappeared a few days after t e 
discontinuation of chlorothiazide therapy. 

Because of the need to control the hypertension, chloro¬ 
thiazide therapy was again started on Feb. 1, 1958. nan 
two weeks the aching in the feet had recurred. A blood unc 
acid determination on June 2, 1958, was 6.6 mg. %• On June 
5, chlorothiazide therapy was discontinued. Anotlier deter 
mination of uric acid level was made on June 13, at wni 
time it had returned to the normal value of 4.3 mg. Agam 
the foot pains had disappeared. 
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Case 2.-A .fG-yt’or-old inmi was .acoii <m May G, 195-1, 
ivilli a history of imcxplaiiu-U hcmalcmc.sis and nudona rc- 
riiiirin!: transfusions in 19.50 and anotlicr episode of milder 
licmatcnicsis in April, 195-1. lie .seemed to Iw; in good general 
p!iy.sic.il eomlition. His Wood pressure was 100/110 mm. Ilg, 
iml he was somewhat overweiglit. Giistrointestinal studies 
howed a minimal deformity of the duodenal hull), and it 
ivas felt tlial prer ious episodes of l)emorrhage had been from 
hiodcnal )\lccr. The patient's blood pressure dropped to 
110/90 tmu. Hg on treatment witli Hauwolfia. He got along 
well on medical tlierap)’, but his blood pressure rose to 
170/115 mm. Ilg as he discontinued use of medicaments. 

On Jan. IG, 1958, he was started on chlorothiazide therapy, 
500 mg. twice daily, and reserpine, 0.25 mg. twice daily. The 
blood pressure thereupon promptly returned to 130/80 mm. 
Hg, .and his weight dropped during the next six months from 
197.5 to ICG lb. (S9.G to 75.3 kg.). He felt unusually well 
except that he began to note increasing pain in tlic riglit 
great toe with prominence at the base of the distal phalanx 
of the right inctat.arsal. When seen on Sept. 11, 1958, this 
h,ad the appearance of gout; the joint wax tender and swollen 
hut not hot. On questioning, the patient rcc.allcd that he had 
been told several years previously that be had slight arthritis 
in the right great toe xvith .sntall "pnnehed-oiit areas” ap¬ 
pearing on x-ray. Roentgenograms were taken showing de- 
stniction of the base of the metatarsophalangeal joint of the 
right great toe with osteophyte fonnation (see figure). It 
was felt that these changes were the result of gouty arthritis. 
The blood uric acid Icx'cl was 6.5 mg. 71. Chlorothiazide 
therapy was discontinued, and 12 days later the uric acid 
level had dropped to 5.-1 mg. The pain, sxvelling, and tender¬ 
ness in the joint bad disappeared, and the patient was a,s)’nip- 
tomatic. The blood pressure remained at 120/80 mm. Hg. 

Comment 

The use of clilorothiitzide is becoming increas¬ 
ingly prevalent as its hypotensive potentiating ef¬ 
fect becomes more clearly established. It seems 
that in addition to its effect in depleting sodium 
and potassium levels, this drug has still as yet an 
une.\plained apparent effect on the kidneys, caus¬ 
ing them to retain uric acid. Of course, another 
possible e.vplanation might be an increased catabo¬ 
lism of nucleic acids induced by the drug, but this 
does not seem likely. Further investigations will 
probably determine tlie e.xact mechanism of action. 

This side-effect has hitherto been alluded to only 
once, by Laragh and his 0550013165.““ They noted 
a significant elevation of serum uric acid level in 
six of eight patients studied, varj'ing from 7.6 mg. % 
to 11.5 mg. %. The effect could not be attributed 
to dehydration, since the blood urea level was not 
concurrently elevated. In all instances of hyper- 
uricacidemia the-patient was asymptomatic and 
the uric acid level returned promptly to normal 
values on cessation of tlierapy. 

Our observation confirms those of Laragh and 
others,'"’ but die uric acid level seems to be even 
more consistently elevated in patients taking chloro¬ 
thiazide for any length of time. AU 12 patients 
studied in our group revealed significant elevation 
of blood uric acid levels, ranging from 6.3 to 10 


mg. %. Only three of these patients had joint pains 
in the feet, and only one (case 2) had positive 
x-ray findings. 

We cannot be sure that true gout is actually 
caused by this elevation of uric acid level, but it 
appears that gout-like symptoms can be produced 
in certain individuals and that the,intensity of this 
effect is not necessarily in direct ratio to the height 
of the uric acid level in die blood. It is not unlikely 
that those patients who develop joint pain are 
potentially gouty individuals in xvhom symptoms 
have merely been precipitated. Certainly so valu¬ 
able an agent as chlorothiazide sliould-.not be dis¬ 
carded because of this or other side-effects de¬ 
scribed thus far. The purpose of this preliminary' 
communication is merely to call attention again to 
the prevalence of hyperuricacidemia widi its use 
and also to indicate that gout-like symptoms may 
occur in certain patients. Therefore, we feel that 
those patients who have a history of gout should 
be watched with especial care. Further study may 
clarify the mechanism of this side-effect. 

1431 N. Bayshore Dr. (36) (Dr. Oren). 
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Report to the Council 

The Council has authorized publication of the following report. Nonproprietary terminology 
is used for all drugs that are mentioned; when such terminology is not considered to be gen¬ 
erally well known, its initial appearance is supplemented by parenthetic insertion of names 
known to be applied to commercial preparations. H. D. Kautz, M.D., Secretary. 


CURRENT STATUS OF THE TREATMENT OF ADRENAL DISORDERS 


George W. Thom, M.D., Don H. Nelson, M.D. 
and 

Albert E. Renold, M.D., Boston 


The availability of larecise diagnostic techniques 
and the synthesis of several important adrenal 
cortical steroids provide the practicing physician . 
with an unusual opportunity for establishing a 
correct diagnosis and initiating appropriate therapy 
in patients with abnormalities of adrenal cortical 
function. The ever-widening horizon of the non¬ 
specific use of adrenal steroid therapy and the ex¬ 
ploration of the beneficial effect of hypophysectomy 
and adrenalectomy have increased greatly the num¬ 
bers of patients with evidence of altered adrenal 
cortical function. The development of accurate and 
clinically applicable measurements of catechol 
amine levels in blood and urine has enhanced the 
accuracy with which pheochromoc)'toma may be 
detected and has provided a new and important 
screening technique which should be applied to all 
patients with hypertension of undetermined origin. 

Hormone Preparations 

The structural formulas of the adrenal steroid 
compounds are represented in figure 1. 

Corficofropin.—Corticotropin (Acth, Lyophilized 
Acthar, Corticotropin, Lyophilized Corticoti'opin), 
also known as ACTH, adrenocorticotrophin, and 
corticotrophin, is available as a lyophilized powder, 
containing 10 to 40 U.S.P. units per vial for intra¬ 
venous infusion or for intramuscular injection when 
dissolved in saline solution. Corticotropin is also 
available as a solution in gelatin, containing 20 to 
100 “clinical units” per cubic centimeter, or in 
combination with zinc as corticoti'opin-zinc hydrox¬ 
ide (Cortrophin-Zinc) for intramuscular adminis¬ 
tration only. These preparations provide prolonged 
activity (18 to 36 hom-s) after a single intra¬ 
muscular injection. “Clinical units” are equivalent 
approximately to one-third U. S. P. units. A U. S. P. 
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unit equals 1 I. U., which, in turn, represents the 
biological activity of 1 mg. of corticotropin Inter¬ 
national Standard, as determined by measurement 
of the adrenal ascorbic secretion in the hj'pophy- 
sectomized rat. 

In diseases of adrenal origin the use of corticotro¬ 
pin is confined largely to diagnostic procedures and 
for stimulating the adrenal cortex after prolonged 
steroid therapy. The administration of corticotropin, 
given intramuscularly and particularly intravenous¬ 
ly, may precipitate a crisis in a patient \vith adrenal 
cortical unresponsiveness unless the patient is pro¬ 
tected by the simultaneous administration of a cor¬ 
tisone-like steroid. 

Cortisone-like Steroids.—The cortisone-like ster¬ 
oids, also known as 17-hydroxysteroids, are listed as 
follows. 

Hydrocortisone (Cortef, Cortisol, Cortril, Hy- 
cortole, Hydrocortone): Hy'drocortisone is available 
in solution in 50% ethyl alcohol, 100 mg. per 20 cc., 
and as hy'drocortisone sodium succinate (Solu- 
Cortex), 134 mg. of this compound being equiva¬ 
lent to 100 mg. of hydrocortisone for intravenous 
or intramuscular injection. It is also available as 
the acetate in saline suspension for intramuscular 
use (25 mg. per cubic centimeter) and as 20-mg. 
tablets for. oral use. Hydrocortisone, especially the 
succinate ester, is the only preparation a't'ailable 
for immediate and rapid intravenous use. Con¬ 
versely', the absorption of hydrocortisone acetate 
after intramuscular injection is much slower tlian 
cortisone and hence should be used only when a 
prolonged effect from a single injection is desired. 

Cortisone (Cortisone, Cortogen, Cortone): Corti¬ 
sone is available as the acetate in saline suspension 
(25 and 50 mg. per cubic centimeter) for 
muscular use and in tablets for oral use (5, 10, and 
25 mg.). For all practical purposes cortisone and 
hydrocortisone are equivalent milligram for milli¬ 
gram. 
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Prednisone (Deltasone, Dellvn, Melicorlen) and 
prednisolone (Della Corlcf, Hydellra, Mcticor- 
telone): Prcdni.sonc and prednisolone are available 
as 2.5-nig. and 5-ing. tablets for oral use. One milli¬ 
gram of prednisone or prednisolone is equivalent 
to 4 to 5 mg. of cortisone or hydrocortisone. Predni¬ 
sone and prednisolone exert much less sodium- 
retaining effect, milligram for milligram, than does 
cortisone or hydrocortisone. 

Triamcinolone (Aristocort, Kcnacort): Triamcin¬ 
olone is available as 4-mg. tablets for oral use. One 
milligram of triamcinolone is equal to approximate¬ 
ly 6 mg. of cortisone or hydrocortisone. This sub¬ 
stance, milligram for milligram, possesses even less 
sodium-retaining effect than does prednisone or 
prednisolone. 

Fludrocortisone (Alflorone, F-Cortef, Florinef): 
Fludrocortisone is available as the acetate in 0.1- 
mg. and 1.0-mg. tablets. This derivative of h,vdro- 
cortisone is approximately 25 times as active as 
cortisone, hydrocortisone, and deso.xycorticosterone 
( Cortate, Decortin, Decosterone, Doca, Percorten); 
hence, its sodium-retaining action is very great in 
relation to its cortisone-like action. 

Sodium-Retaining Adrenal S/eroids.—All adrenal 
steroids are “sodium-retaining” to some extent un¬ 
der normal conditions. However, unless very large 
doses of cortisone, hy'drocortisone, and prednisone 
are employed, this activity is not prominent. 

Fludrocortisone: Fludrocortisone, as noted previ¬ 
ously, is an e.xtremely active sodium-retaining hor¬ 
mone, 1 mg. by mouth being equivalent to 25 mg. 
of desoxycorticosterone given by injection, 

Desoxycorticosterone: Desoxycorticosterone is 
available for intramuscular injection as the acetate 
in sesame oil (5 mg. per cubic centimeter). For 
prolonged effect (15 to 30 days), it is available as 
a suspension of the trimethylacetate ester (25 mg. 
per cubic centimeter) and as the acetate in 2-mg. 
and 5-mg. buccal tablets for sublingual use. 

Aldosterone; Aldosterone, the naturally occurring 
sodium-retaining hormone in man, is not available 
commercially. 

Special Considerations—The high potency of 
fludrocortisone, in respect to both its cortisone-like 
effect and its sodium-retaining effect, makes the 
administration of this substance particularly ad¬ 
vantageous when adrenocorticotropin tests are being 
carried out. Patients with suspected Addison’s 
disease can be given 1 to 2 mg. of tliis substance 
daily while the tests are being conducted, without 
concern for the hormone derived from this sub¬ 
stance which may appear in the urine, since the 
quantity is so small. Furthermore, larger doses of 
this substance may be substituted in patients on 
prolonged cortisone therapy in whom it is desirable 
to test reserve adrenal capacity before hormone 
therapy is reduced or discontinued. Thus, 4 to 5 
mg. of fludrocortisone is equivalent to 100 mg. of 
cortisone or hydrocortisone. However, the dietary 


sodium should be rigidly restricted during the 
period of substitution to avoid excessive sodium 
retention. Supplementary potassium chloride (3 to 
6 Gm. daily) may also be given. 

Acute Adrenal Crisis 

Such an emergency may be precipitated in a pa¬ 
tient with chronic adrenal cortical insufficiency by 
the superimposition of shess, such as intercurrent 
infection, surgery, or trauma. It may also be pre¬ 
cipitated in patients on long-term, large-dosage 
cortisone therapy by the sudden withdrawal of 
hormone therapy or by the superimposition of stress 
without an accompanying increase in steroid ther¬ 
apy. Acute adrenal crisis may occur as a complica¬ 
tion of anticoagulant therapy (hemorrhage into tire 
adrenal gland) or may present itself as shock in 
conjunction with surgery, hemorrhage, or acute 
infection. It is nearly always impossible to establish 
with certainty tire diagnosis of acute adrenal crisis 
at the time a patient presents the picture of acute 
hj'potensive shock. 



Fig. 1.—Steroid hormone preparations. 


Blood is draxvn, if possible, for serum steroid 
determination, and 100 mg. of hydrocortisone 
sodium succinate, given intravenously, is admin¬ 
istered immediately. This procedure may be life¬ 
saving. Pressor amines should be used in conjunction 
with hydrocortisone in an effort to maintain blood 
pressure. The use of whole blood, plasma, or al¬ 
bumin and electrolyte solutions given intravenously 
will be dictated by the circumstances surrounding 
the circulatory collapse. 

If the diagnosis appears to be confirmed by the 
initial response of the patient to tlierapy, by the 
blood steroid values, or by history, then an intra¬ 
venous drip containing 1,000 cc. of 5% dextrose in 
isotonic sodium chloride solution, to which is added 
another 100 mg. of hydrocortisone sodium suc¬ 
cinate, is continued, and 100 mg. of cortisone ace¬ 
tate is injected intramuscularly. With the termina¬ 
tion of the intravenous infusion, the patient is given 
50 mg. of cortisone acetate intramuscularly , or 
orally every 8 hours for the subsequent 24 hours. 
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tien every 12 hours for the next 24 hours, and then 
a total of 50 to 75 mg. per day by mouth in two 
or three divided doses or intramuscularly by in¬ 
jection. During this period, in conjunction with the 
large doses of hydrocortisone and cortisone plus 
isotonic sodium chloride solution given intramus¬ 
cularly, no salt-retaining hormone is necessary. 
Mdien the dose of cortisone is reduced below 75 mg. 
daily, the use of supplementary saline solution or 
a salt-retaining hormone, either desoxycorticoster- 
one acetate intramuscularly or fludrocortisone oral¬ 
ly, may be required. 

Chronic Primary Adrenal Cortical Insufficiency, 
Including Addison’s Disease 

A definitive diagnosis of adrenal cortical insuffi¬ 
ciency should not be made until a lack of response 
to intravenously administered corticotropin has 
been demonstrated, since in the presence of certain 
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Fig. 2.—Response to intravenously given corticotropin in adrenal insufficiency. 


abnormal states, such as sarcoid and rheumatoid 
artliritis, intramuscularly administered corticotropin 
may not reach the adrenal cortex in adequate con¬ 
centration. One may follow the urinary steroids or 
the blood steroid values. The authors prefer the 
former as being, in general, a more reliable measure 
of adrenal cortical reserve. The response to cortico¬ 
tropin is also useful in differentiating primary 
adrenal insufficiency from that secondary to 
pituitary failure (fig. 2). Blood corticotropin values 
will be elevated in untreated patients with primary 
adrenal cortical insufficiency and low or absent in 
those with pituitary insufficiency. 

Hormone therapy is indicated in any patient with 
impaired adrenal cortical reserve who exhibits 
, weakness, weight loss, gastrointestinal symptoms, 
hyperpigmentation, fasting hypoglycemia, hypo¬ 
tension, abnormal electroencephalographic tracing, 
or in whom an abnormal response to a water load 


may be demonstrated. All patients ^vith chronic 
adrenal deficiency will exhibit'improved biochemi¬ 
cal and physiological response to stress when given 
cortisone or one of its derivatives. Whether supple¬ 
mentary sodium chloride or a salt-retaining hor¬ 
mone is required in addition, and how much, will 
be determined by the patient’s blood pressure, 
cardiac status, serum sodium and potassium levek, 
hematocrit value, and changes in body weight. The 
authors prefer to use a small dose of salt-retaining 
hormone in most patients with Addison’s disease 
unless increasing age, with a rise in blood pressure, 
or renal and cardiac changes contraindicate. 

Cortisone or hydrocortisone by mouth provides 
the basic maintenance therapy in a dosage of 25 to 
50 mg. daily. For most patients one-half to two- 
thirds of the daily dose is given on arising, the 
remainder , late in tlie . afternoon. Supplemental:)’ 
hormone (50 to 100 mg. daily) is given in the 
presence of infection or unusual stress. 
If nausea or vomiting occurs, cortisone 
may be given intramuscularly; in an 
acute crisis, the intravenous adminis¬ 
tration of hydrocortisone is manda¬ 
tory, as outlined in the foregoing 
section. The presence of healed or 
active tuberculosis is no contraindi¬ 
cation to cortisone therapy, although 
the authors limit the maintenance dose 
to 20 to 25 mg. per day in conjunction 
with chemotherapy. Under tire cir¬ 
cumstances, the usual maintenance 
dose is well tolerated and may even 
accelerate recovery of the patient. 

Adequate cortisone therapy should 
induce a regression of pigmentation 
and a gain in weight; hypoglycemic 
manifestations should be controlled; 
and a nornial diuresis after a water 
load should be evident. Abnormalities, 
in the electrocardiogram and elec¬ 
troencephalogram should disappear. Initially, 
chronically deficient patients may exhibit euphoria 
and an undesirable psychological response to cor¬ 
tisone, so that a dose not exceeding 12.5 mg- pc 
day may be all a patient can comfortably tolerate. 
Later the dose may be increased slowly to 25 mg., 
without untoward symptoms. Patients with pre¬ 
existing peptic ulcer may experience difficulty in 
tolerating 25 mg. daily of cortisone or its equivalent 
In the rare combination of diabetes mellitus and 
adrenal cortical insufficiency, it is preferable to use 
a normal maintenance dose of cortisone ^o 
37.5 mg; daily) and sufficient insulin to maintain 
normal glucose levels. It is desirable for these pa¬ 
tients to take part of their cortisone late at night 
or very early in the morning. 

Most patients with chronic adrenal cortical in¬ 
sufficiency will be on maintenance therapy 'vith 
cortisone or hydrocortisone. There is no advantage 
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n using a preparation wliich is less salt-retaining, 
. e., prednisone or triamcinolone. In fact, for a few 
latients, cortisone or hydrocortisone alone with a 
fcncsrous dietary sodium intake may a\'oid the 
leccssity of supplementary sodium-retaining hor- 
aonc. 

Most patients will do better on a small dose of 
sodium-retaining hormone. For this purpose, one 
has three choices: (1) fludrocortisone acetate by 
mouth in a single daily dose of 0.1 to 0.2 mg.; (2) 
desoxycorticosterone acetate in oil, the daily intra¬ 
muscular dose being 1 to 5 mg.; or (3) desoxy- 
corticosterone trimethylacetate, a monthlx' intra¬ 
muscular injection of ^ to 75 mg. At a dose level 
of 0.1 to 0.2 mg. dally, the cortisone equivalent of 
fludrocortisone can be disregarded, i. e., it will not 
amount to more than 5 mg. of cortisone equivalent 
or hydrocortisone equix’alent. If larger quantities of 
fudrocortisone are required, i. e., 0.5 mg. or more, 
then tire cortisone equivalent of this sodium-retain¬ 
ing compound must be considered. 

Tire majority of the authors’ patients are on 
maintenance therapy with cither 0.1 to 0.2 mg. of 
fludrocortisone administered orally daily or 25 to 
50 mg. of the long-acting deso.xycorticosterone 
ester given intramuscularly every two to four 
weeks. Because of the ease with which the oral 
administration of fludrocortisone can be manipu¬ 
lated, there is a growing tendency to substitute this 
therapeutic regimen for the monthly injections of 
long-acting desoxycorticosterone derivatives. Des¬ 
o.xycorticosterone acetate, with a duration of action 
of 12 to 24 hours, is a useful preparation for a 
patient who is experiencing nausea, vomiting, or 
diarrhea in which maximum sodium retention is 
desirable and in which oral medication may not be 
well tolerated. A dose of 5 to 10 mg. daily (1 to 2 
cc.) of the oil solution given intramuscularly will 
ensure adequate sodium-retention in the presence of 
normal kidney function. In all instances, it is de¬ 
sirable to establish the optimum dose of sodium- 
retaining hormone b)' carefully following changes 
in body weight, blood pressure, heart size, and 
serum sodium and potassium levels. 

In summarizing, the condition of the majority of 
patients with primary chronic adrenal cortical in¬ 
sufficiency will be well maintained on a program 
which includes 25 to 50 mg. daily of cortisone or 
hydrocortisone and 0.1 to 0.2 mg. of fludrocortisone 
by mouth.' In the presence of complications, the 
dose of cortisone should be increased immediately. 

Chronic Secondary Adrenal Cortical 
Insufficiency (Hypopituitarism) 

In the presence of anterior pituitary deficiency, 
adrenal cortical insufficienc)' is modified in three 
essential respects. First, pigmentation is unusual, 
due presumably to the fact that corticotropin and 
melanocyte-stimulating hormone are not present in 
increased quantities. Secondly, the manifestations 


of adrenal cortical insufficiency may be terhpered 
significantly by concomitant thyroid and gonadal 
deficiencies. And thirdly, since corticotropin does 
not e.xert the same primary control over aldosterone 
secretion as it does in the case of the adrenal 17- 
hydroxysteroids, sodium deficiency may be less 
pronounced or nonexistent, a fact consistent with 
relatively normal urinary aldosterone values in pa¬ 
tients with pituitary insufficiency. For practical pur¬ 
poses, one treats adrenal, tliyroid, and gonadal 
deficiencies simultaneously in chronic anterior 
pituitary deficiency. One could employ corticotro¬ 
pin in these patients, but the practical disad¬ 
vantages of a daily intramuscular injection of 
hormone favor the use of cortisone or hydrocorti¬ 
sone given orally. The doses of thyroid and corti-. 
sone are advantageously increased or decreased 
simultaneously, as the patient’s cortisone require- 
ment may increase with an increased dose of thy¬ 
roid. Sodium liothyronine (Cytomel), also known 
as sodium L-triiodothyronine, may have an advan¬ 
tage over thyroid extract or thyroxin in some pa¬ 
tients. The dose of, cortisone or hydrocortisone in 
patients witli chronic pituitary insufficiency is 
generally somewhat less than that for patients with 
Addison’s disease. However, in the presence of 
unusual stress, a large supplement of cortisone will 
be required. 

Iatrogenic Adrenal Insufficiency 

Patients who receive prolonged steroid therapy 
for diseases such as rheumatoid arthritis, dis¬ 
seminated lupus, pemphigus, and asthma may 
develop temporary or even permanent adrenal cor¬ 
tical inhibition. Presumably the action of the ster¬ 
oids is to depress the hypothalamic-pituitary 
system. Withdrawal of hormone therapy may 
precipitate a relapse of the underlying disease, or, 
if adrenal function is severely inhibited, it may 
precipitate an acute adrenal crisis. One of the 
problems encountered in reducing or terminating 
steroid therapy in such patients is the difficult)' of 
measuring reserve adrenal cortical function with¬ 
out discontinuing therapy. 

Today, with the availability of such highly active 
steroids as fludrocortisone, it is possible to substitute 
this compound for cortisone or prednisone (i. e., 

1 mg. of fludrocortisone for 25 mg. of cortisone or 
5 mg. of prednisone) and carry out an adrenocorti- 
cotropin test, using the urinary steroid response 
(17-hydroxysteroids and 17-ketosteroids) as the 
measure of responsiveness. In this test, corticotropin 
should be given intravenously (25 units over an 
eight-hour period is suggested) for at least three 
days. The small quantity of metabolites of fludro¬ 
cortisone will not affect the significance of the 
urinary values. However, when fludrocortisone is 
used, because of its intense sodium-retaining po¬ 
tency, dietary sodium chloride should be rigidly 
restricted, but 2 to 6 Gm. of potassium chloride 
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daily may be given. The period of trial should be 
kept as short as possible, and a mercurial diuretic 
or chlorothiazide (Diuril) may be given if exces¬ 
sive fluid retention occurs. 

Failure to observe an adequate response to intra¬ 
venously administered corticotropin, although not 
necessarily indicating permanent adrenal atrophy, 
certainly suggests that h 5 q)oadrenalism will com¬ 
plicate withdrawal of steroid therapy. Unfortunate¬ 
ly, an adequate response to corticotropin does not 
necessarily indicate that the patient’s own hypo¬ 
thalamic-pituitary system will secrete an adequate 
quantity of corticotropin when steroid therapy is 
discontinued. At present, there is no practical way 
of deciding this point without careful withdrawal 
of steroid therapy and an analysis of baseline 
urinary steroid values. 

This discussion naturally raises the problem of 
whether one should employ corticotropin therapy, 
intermittently throughout the course of prolonged 
steroid therapy, in order to prevent or minimize 
severe adrenal atrophy. It is true that the adrenal 
responsiveness may be maintained by such a tech¬ 
nique, but unfortunately such a procedure will in 
no way minimize the hypothalamic or pituitary 
inhibition which may be the more serious problem. 
Recent studies have indicated that in disease states, 
such as asthma, adrenal cortical inhibition may be 
significantly modified by alternating a high dose of 
steroids for one to two days with a respite of one 
to two days, without loss of clinical regulation. 
This technique has not been applied systematically, 
nor has the adrenal response been studied accurate¬ 
ly in other disease states. However, the program 
deserves further investigation. 

Cushing’s Syndrome 

The clinical manifestations of Cushing’s disease 
(pituitary basophilism) and those of Cushing’s syn¬ 
drome (adrenal cortical hyperfunction) are due to 
the production of an increased amount of adrenal 
steroids. The object of treatment is to decrease or 
eliminate the abnormal hormone secretion. This 
can be accomplished with certainty by complete 
removal of a tumor or of both adrenals if hyper¬ 
plasia is present, theoretically by chemical inhibi¬ 
tion of the pituitary-adrenal secretions or the 
blocking of the end-organ responsiveness to these 
hormones, and by ablation (surgery or radiation) 
of the pituitary when it is the primary site of the 
disorder. 

Cushing’s syndrome should be considered in 
every patient presenting hypertension, diabetes, 
osteoporosis, or skin manifestations characterized 
by ecchymoses and striae. Psychological manifesta¬ 
tions are also a prominent aspect of the disorder- 
Definitive diagnosis rests upon detecting a tumor 
of the pituitary, adrenal, or ovary and the demon¬ 
stration of an abnormal steroid excretion in the 


urine. The response to corticotropin and the char¬ 
acter of the steroid excretion pattern may prove 
helpful in suggesting a histological diagnosis, i, e., 
carcinoma vs. adenoma vs. hyperplasia. 

Cushing’s syndrome is a serious but usually 
remediable disorder. It is unfortunate that many 
patients are permitted to progress to the point that 
therapy designed to correct the adrenal hormone 
secretion may not restore the individual to health 
because of complicating factors such as osteoporo¬ 
sis and fractures, permanent diabetes, hypertension, 
or severe psychological changes. For this reason, an 
.early and a more radical approach to treatments 
to be encouraged. 

Tumor of the pituitary is demonstrated rarely. 
Radiation to the pituitary in such cases should be 
tried initially unless local pressure signs from the 
tumor (impairment of vision, headaches) indicate 
the need for immediate surgical intervention. If 
irradiation is carried out, there is no need for sup¬ 
plementary hormone therapy; if hypophysectomy.is 
done, the patient should be carried through the 
operation with substitution therapy, as outlined in 
tlie section on acute adrenal crisis. The postopera¬ 
tive care will be that of a pituitary-deficient patient. 
In the case of removal of a tumor of the adrenal or 
ovary, the same hormone substitution program is 
utilized during or after surgery, as outlined in the 
section on acute adrenal crisis. However, during 
the immediate postoperative period after removal 
of a tumor of one adrenal, corticotropin should be 
tried, with urinary steroid measurements, to de¬ 
termine whether the remaining adrenal cortical 
tissue will function adequately. 

In the presence of bilateral adrenal hyperplasia, 
the choice lies between an attempt to control the 
disease by pituitary irradiation, a subtotal adrenal¬ 
ectomy (usually removing one adrenal completely 
and tw'O-thirds to three-fourths of the second ad¬ 
renal), or complete bilateral adrenalectomy. The 
“cures” from irradiation of the pituitary alone Me 
relatively infrequent and unpredictable but can be 
spectacular. Since several months must elapse be¬ 
fore final evaluation of irradiation treatment can 
be made, it would seem wise to reserve irradiation 
for those patients-in whom the disease is relatively 
mild and in whom one can be almost certain that 
tumor exists. As regards the clioice of complete or 
subtotal adrenalectomy, the authors strongly foy®'^ 
the former, since recurrence, of The disease is Se¬ 


quent when any adrenal cortical tissue remains 


and 


since in practice one must be prepared for adrena 
insufiBciency,. at least in the presence of stress, ni 
the majority of patients with a small remnant o 
tissue. Experience alone and the seriousness or th® 
disease in the individual patient must weiglit the 
judgment of the physician and surgeon in determin¬ 
ing the risk of recurrence if any tissue is 
the certainty of adrenal cortical insufiBciency it ^ 
tissue is removed. 
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•j In recent year:;. the development of hyperpig- 
jment.ition, despite a level of cortisone adequate for 
Sail other needs, lias been observed in certain adren- 
^aleclomizcd patients. Tins may oceur in association 
nitli progressive enlargement of Ibc sella turcica. 
.Wliclher irradiation of the pituitary, carried out 
prior to or after adrenalectomy, will prevent or 
correct this evidence of excessive corticotropin or 
secretion of the melanocyte-stimulating hormone 
remains to be seen. 

After adrenalectomy in patients with Cushing’s 
simdronie, the dosage of cortisone or hydrocortisone 
must be followed carefully. Too rapid reduction 
may result in sympiloms of acute adrenal insufR- 
cienCy in a patient whose tissues have adjusted 
over tlie years to a relative excess of hormone. On 
tlie oflier hand, the prolonged administration of 
excessive doses of cortisone may accentuate the 
sriuptoms of Cushing’s s^mdrome. With a good 
urine output, patients should be given generous 
quantities of potassium during the immediate post- 
operative period, i. e., at least 40 to 80 mEq. per 
24 hours. In general, tire dose of cortisone will be 
300 mg. on tire day of operation, 200 mg. on the 
first postoperative day, 150 mg. on the next, tlren 
100 mg. for two to three days, 75 mg. for one week, 
and, finally, 50 to 62.5 mg. daily for an indefinite 
period. When the dose of cortisone is reduced be¬ 
low 75 mg. per day in the bilaterally adrenal- 
ectomized patient, addition.al salt or supplementary 
sodium-retaining Iromrone will be required, i. e., 
1 to 5 mg. of desoxycorticosterone acetate given 
-intramuscularly once daily or 0.1 to 0.2 mg. of 
fludrocortisone orally. Potassium supplementation, 
3 to 6 Gm. daily, if tolerated, and testosterone 
propionate (25 mg. weekly for female patients) 
should be continued indefinitely if tolerated. 

Adrenal Virilism and the Adrenogenital Syndrome 

The clinical manifestations of excessive adrenal 
androgen secretion may be caused by a tumor or 
hyperplasia of the adrenal cortex. Steroid analysis 
of the urine, particularly the 17-ketosteroids, and 
fractionation of the 17-ketosteroids into those de¬ 
rived from hydrocortisone and those derived from 
adrenal androgens xvill be of specific diagnostic aid. 
Studies on' the inhibition of adrenal androgen by 
cortisone or its derivatives, preferably prednisone or 
fludrocortisone, xvill be of additional help in dif¬ 
ferentiating tumor from hyperplasia and indicating 
whether medical therapy, i. e., long-continued 
cortisone therapy, is therapeutically feasible or 
whether surgery must be resorted to if the disorder 
is to be cured. 'The use of the most potent cortisone¬ 
like substances in the suppression test is to be en¬ 
couraged, since the small quantity of ketosteroids 
derived from the exogenously administered ■ hor¬ 
mone will not interfere significantly with the evalua¬ 
tion of the test. It is helpful to note that prednisone 


is not excreted as 17-ketosteroid material and hence 
can be advantageously used. This substance does, of 
course, give rise to increased 17-hydroxysteroid 
material in the urine. 

Patients with virilism or the adrenogenital syn¬ 
drome may display evidence of deficiency of 
sodium-retaining hormone. Under these cucum- 
stances, the clinical picture may be complicated by 
the presence of hypotension, weakness, small heart 
size, azotemia, hyponatremia, and hyperkalemia. 
The use of fludrocortisone (0.1 to 0.2 mg. daily by 
month) or a biweekly or monthly injection of the 
long-acting desoxycorticosterone trimethylacetate 
given intramuscularly (25 to 50 mg.) should pro¬ 
vide satisfactory regulation. 'Tlie dosage will, of 
course, be adjusted to maintain a normal blood 
pressure and electrolyte balance. 

If a tumor is suspected in a patient with virilism 
or adrenogenital syndrome, surgery is advised; the 
care of the patient is similar to tliat outlined under 
Cushing’s syndrome, with the exception that tlie 
cortisone dosage may be reduced much more rapid¬ 
ly postoperatively since hypercorticism was not 
present initially, A trial with corticotropin is essen¬ 
tial, however, to test the adequacy of the remaining 
adrenal tissue before supplementary hormone is 
withdraum completely. There is usually no need for 
potassium medication, testosterone, or sodium- 
retaining adrenal steroid therapy. 

The problem is more difficult when virilization or 
adrenogenital syndrome is due to bilateral adrenal 
hyperplasia. If adequate suppression can be ob¬ 
tained xvith a dose of cortisone or cortisone-like 
steroid which will not induce the undesirable 
side-effects of Cushing’s sjTidrome, medical man¬ 
agement is feasible. Cortisone or hydrocortisone 
given intramuscularly is recommended for the ini¬ 
tiation of treatment, i. e., 100 mg, daily for adults 
and older children; 25 mg. daily' will suffice for 
infants. The minimum dosage required subsequently 
xvill be determined on the basis of the 24-hour 
urinary ketosteroid excretion. An effort should be 
made to maintain tlie level of 17-ketosteroids below 
2 mg. in infants, below 7 mg. in older children, 
and below 10 mg. in adults. Infants will require 
25 to 37.5 mg. of cortisone intramuscularly every 
three or four days; older children will require 50 
to 100 mg. every tliree or four days. The dosage of 
hormone given orally will be-two to three times 
that employed intramuscularly. The excreted 
products (17-ketosteroids) from the administered 
hormone will complicate the interpretation of the 
suppressive action,of the therapy unless substances 
such as prednisone are used. 

, It is.desirable to use supplementary potassium 
medication, i. e., 3 to 6 Gm. of potassium chloride 
daily, in an effort to minimize the hypochloremic, 
hypokalemic alkalosis which is so characteristically 
induced by long-term steroid therapy. The return 
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of normal menstrual periods, the disappearance of 
acne, the regression of body hair, and the attain¬ 
ment of a normal female configuration comprise the, 
criteria of success. Unfortunately, the inhibition of 
excessive hair growth may be very difiicult to attain 
\wth steroid therapy. 

In the event that suppression of androgen secre¬ 
tion cannot be obtained with a dose of cortisone¬ 
like steroid, which in turn does not induce Cush¬ 
ing’s syndrome, one is faced with a difficult decision. 
Should one proceed with adrenal resection? In 
contrast to the approach to a patient with Cushing’s 
syndrome, which is in itself life-threatening from 
a clinical vieu'point, mild virilism or the adreno¬ 
genital syndrome is not life-threatening, except in 
its serious psychological implications. If surgery is 
undertaken, the following steps are suggested: 

1. Unless the adrenals are approached by an 
abdominal incision which permits the exploration 
of the ovaries, a pelvic e.xploratory operation or a 
culdoscopy with visualization of the ovaries must 
be undertaken before adrenal surgery. Such an 
initial step will permit the physician to evaluate 
ovarian function and the possibility of ovarian dis¬ 
ease and to exclude the ovary as a source of 
androgen-secreting tissue. 

2. In contrast to the approach to a patient with 
Cushing’s syndrome in which radical bilateral com¬ 
plete adrenalectomy is to be encouraged, the pa¬ 
tient with adrenal hyperplasia and the adrenogeni¬ 
tal syndrome would do well to have one adrenal 
removed and only a portion of the second, in the 
hope that control of the syndrome might be ac¬ 
complished by a more conservative procedure. No 
great difficulty should be encountered if a second, 
complete adrenalectomy is ultimately deemed 
necessary. The operative and postoperative needs 
for hormone tlierapy will be similar to those noted 
previously. Again, if a subtotal adrenalectomy is 
performed, a response to corticotropin should be 
undertaken prior to discontinuing supplementary 
hormone therapy. Of course, if sodium-retaining 
hormone had been required preoperatively, it will 
be necessary to continue this therapy. In addition, 
patients \vith unilateral adrenal removal and partial 
resection of the second gland may require supple¬ 
mentary sodium chloride or sodium-retaining hor¬ 
mone (fludrocortisone) by mouth once daily, 
desoxycorticosterone trimethylacetate given intra¬ 
muscularly once monthly, or desoxycorticosterone 
acetate in oil, intramuscularly for daily use. 

Finally, no patient xvith menstrual irregularities 
and a virilizing sj'ndrorne should have her adrenal 
explored (in the absence of a securely documented, 
rmilateral adrenal mass) until ovarian exploration 
has been carried out. A deficiency of mineralocorti- 
coids should also be e.xcluded in all adrenogenital 
cases. 


J.A.M.A., Dec. 20,: 

Primary Hyperaldosteronism (Conn’s Syndrome) 

All patients with hypertension, witli unexplained 
episodes of weakness, with unexplained hjpo- 
chloremic, hypokalemic' alkalosis, and with un¬ 
explained polyuria and polydipsia should h 
screened for primary hyperaldosteronism. The ma 
jority of patients with primary hyperaldosteronisn 
do not exhibit edema. The latter finding is charac 
teristic of secondary hyperaldosteronism. A defini 
tive diagnosis of primary hyperaldosteronism ma' 
be difficult to establish, because urinary aldosteroni 
determinations are difficult to carry out, and norma 
values have been encountered in well-documente 
cases. It was hoped that a determination of th 
salivary sodium .-potassium ratio, which can b 
easily measured, might provide a readily avaikbl 
screen for cases of primary hyperaldosteronisn 
since aldosterone is known to affect the sodium cot 
centration'of saliva. At . present it can be state 
that a value of more than 0.5 in salivary sodiun 
potassium ratio is strong evidence against excessiv 
aldosterone secretion at that time. (The test 
carried out in the morning, with care being take 
that no dentifrice or other sodium-containing med 
cation has been used; the analysis is made on tl 
second 10-minute specimen wiffi paraffin chewin; 
the first 10-minute specimen having been di 
carded.) Values of less than 0.5 are frequent 
found in secondary hyperaldosteronism and prol 
ably in other conditions. Vffiether the salivai 
sodium rpotassium ratio will assist in excluding tl 
many' patients who do not need definitive.hormor 
studies remains to be seen. Of course, every' patiei 
witli une.xplained hypertension should have pyeli 
grams, which may prove helpful in detecting 
large tumor. Unfortunately, small tumors i 
bilateral adrenal hyperplasia are not likely to be 
detected by this means’. 

The diagnosis of primary hyperuldosteronism 
should be considered seriously in tlie presence o 
hy'pertension and hyperchloremic, hypokalemic 
alkalosis with a normal potassium content of the 
urine, i. e., 40 to 50 mEq. or more per 24 hours. 
Sodium restriction and potassium medication 
should ameliorate the symptoms, whereas unre 
stricted sodium and low-potassium intake shou 
aggravate tire disorder. Changes in the 
cardiogram, suggesting hy'pokalemia, may imti^ e 
the search for the disorder in patients with hyper 
tension and cardiac abnormalities. 

Since priihary hy'peraldosteronism is a ‘ 
threatening disorder, an active and aggressive a 
tude should be taken toward the diagnosis an 
treatment of the syndrome. Tire removal of a tumo^ 
presents no unusual therapeutic problems eiw 
that a generous potassium supplement shou 
provided preoperatively and postoperativelv. 
aldosterone-secreting tumor will inhibit the proc u 
tion of aldosterone by' the opposite adrenal but "n 
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:i)Ot inliibit the iulrciial secretion of 17-hydroxy- 
jsteroids and androgenic steroids. Postoperatively, 
one must watch for excessive sodium loss and be 
prepared for the administration of supplementary 
sodium salts or salt-retaining hormone as needed. 
In the absence of a tumor, a complete bilateral 
adrenalectomy may be necessary in a patient with 
hypertension and unexplained hypokalemia. His¬ 
tological examination of the adrenals, certainly 
frozen sections, may not prove helpful in guiding 
the surgeon. 

The operative and postoperative care of such 
■ patients, as far as adrenal hormone replacement is 
; concerned, is identical with that previously de¬ 
scribed. Howes’er, since hypercorticism did not 
exist preoperativeh’, one may attain normal corti¬ 
sone-replacement levels relatively rapidly after 
operation. Again, lufirokalemia is probably the most 
serious immediate postoperative complication. One 
note of caution should be mentioned. Since patients 
with this condition may lose sodium rapidly and in 
large quantities postoperatively, if unsupervised, 
the patient may develop hyperkalemia as a conse¬ 
quence of excessive sodium loss and supplementary 
potassium medication at a time when his body 
tissues are markedly depleted of potassium. Daily 
serum sodium and potassium determinations are 
essential in the immediate postoperatix'e manage¬ 
ment of these patients. 

Secondary Hypcraldosteronism 

Tire syndrome of edema, associated xxdtli in¬ 
creased urinary values for aldosterone, implies a 
causal relationship between secondary hyperaldos¬ 
teronism and the edematous state. Four points 
deserve consideration. 1. An increase in urinary 
aldosterone excretion does not necessarily, but in 
all probability does, imply increased aldosterone 
production. 2. It has been shown tliat patients xvitli 
heart failure and generalized edema may have 
normal aldosterone values until treatment is insti¬ 
tuted. 3. A decrease in aldosterone excretion has 
been attained witlr adrenal inhibition, without a 
concomitant increase in sodium excretion, suggest¬ 
ing that, in such cases', secondary hyperaldostero¬ 
nism was not at that particular time the determining 
factor in tlie production or maintenance of tire 
edematous state. 4. A decrease in aldosterone excre¬ 
tion produced by inhibition of adrenal secretion or 
the administration of a competitive substance has 
resulted in a sodium diuresis in certain patients 
with edema and elevated urinary aldosterone val¬ 
ues. In tlrese patients it is presumed tliat secondarj' 
hj'peraldosteronism has been an important factor 
in the genesis or maintenance of the edematous 
state. Finally, adrenalectomy in certain patients 
xvith edema has been followed by a sodium diure¬ 
sis and marked clinical improvement in patients 
with hypertensive cardiovascular disease, the 
nephrotic syndrome, and cirrhosis xvith ascites. 


From tlrese considerations there is little doubt 
that secondary hyperaldosteronism is a frequent 
concomitant of the edematous state. There is con¬ 
siderable uncertainty as to its importance at any 
given stage in a patient’s decompensation. Medical 
inhibition of aldosterone production or competition 
with the action of aldosterone on renal tubular 
mechanisms would appear to be the most promising 
approach to the clinical problem. Bilateral complete 
adrenalectomy for secondary hyperaldosteronism 
should be reserved for those patients in whom a 
direct relationship between sodium retention and 
hypersecretion of aldosterone can be demonstrated, 
and in whom the risk of major surgery may be 
justified by an important degree of or prolonged 
clinical benefit. The specific hormone requirements 
for the management of such patients will be similar 
to those employed in other cases of bilateral adren¬ 
alectomy, with the exception that cortisone-like 
steroids of less sodium-retaining capacity', i. e., 
prednisone and triamcinolone, will, in general, be 
preferred during tbe postoperative period. 

Pheochromocytoma 

Recent advances in the chemical determination 
of catechol amines in the blood and urine have 
provided definitive techniques for detecting the 
presence of pheochromocytoma in patients present¬ 
ing paroxysmal or sustained hypertension, particu¬ 
larly when associated with anxiety, dizziness, pal¬ 
pitation, nausea, vomiting, sweating, precordial 
pain, and peripheral vasoconsh-iction. 

After the demonstration of a tumor or elevated 
levels of urinary or blood catechol amines, surgical 
exploration should be undertaken. The use of intra¬ 
venously administered phentolamine (Regitine) 
methanesulfonate prior to and during operation 
may be lifesaxung in preventing an excessive rise of 
blood pressure. A solution of this substance should 
be available throughout the operation. Later with 
the ligation of.adrenal vessels and tbe removal of a 
tumor, one must be prepared for a sudden and 
. precipitous fall in blood pressure. This may be cor¬ 
rected by the use of levarterenol (Levophed) bi¬ 
tartrate given intravenously (never subcutaneously 
or intramuscularly). Phenylephrine (Neo-Syneph- 
rine) hydrochloride may be given subcutaneously 
to correct mild h}'potensive episodes. Perhaps the 
most important postoperative maneuver is to keep 
tile patient undisturbed for several hours on die 
operating-room table, as a' sudden change in pos¬ 
ture may precipitate collapse. Postoperatively, 
adrenal steroid dierapy is not required unless a 
bilateral adrenalectomy has been performed. Post¬ 
operatively, the blood pressure can be controlled 
with phenylephrine. In the more severe cases it 
may require 48 to 72 hours before supportive medi¬ 
cation can be withdrawn. 

This study was supported, in part, bj' grants from tlie 
Eugene Higgins Trust, Harv'ard Medical School, and the 
John A. Hartford Foundation, New York. 
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VANDERBILT COOPERATIVE STUDY OF MATERNAL AND INFANT NUTRITION 

XII. EFFECT OF REPRODUCTIVE CYCLE ON NUTRITIONAL STATUS AND REQUIREMENTS 
William J. McGanity, M.D., F.R.C,S.(C), Edwin B. Bridgforth, A.B. 

and 

William J, Darby, M.D., Ph.D., Nashville, Tenn. 


Numerous reports concerning the influence of 
maternal nutrition upon tlie course of pregnancy or 
the health of the infant have appeared during the 
past 20 years. These have led to the concept that 
the increased physiological nutritional requirements 
dining pregnancy and lactation enhance the likeli¬ 
hood of nutritional deficiencies occurring during the 
reproductive interlude. Metabolic adjustments dur¬ 
ing this period may so alter the metabolism in some 
patients that a conditioned deficiency state may 
develop in spite of what would otherwise be con¬ 
sidered an adequate dietary intake. The expectation 
of these alterations in nutrient requirement is re¬ 
flected in estimates of nutrient allowances such as 
the Recommended Dietary Allowances of the Food 
and Nutrition Board.’ 

It has been hypothesized that a number of 
maternal and fetal complications peculiar to the 
reproductive interlude may be related to the nu¬ 
tritional level of the mother’s diet.“ From studies, 
such as Warkany’s, on a variety of species of ex¬ 
perimental animals, it is clear that the maternal 
nutritional level can influence fetal development, 
viability, birth weight, and other physiological 
attributes of the newborn animal. However, extra¬ 
polation from laboratory findings to situations 
commonly encountered in obstetric practice lias 
resulted in inconsistencies and confusion of claims. 
Some of these have arisen as a result of the physi¬ 
cian’s failure to distinguish between conditions of 
obvious nutritional origin and conditions in which 
the etiology may possibly have a nutritional com¬ 
ponent. 

Prior to any consideration of the effects of repro¬ 
duction on maternal nutrition, it is-desirable to 
recognize and to identify tlie present-day expectant 
mother in America. To base our premise on her 
pre-World War II status would be a gross injustice. 

From the Department of Obstetrics and Gynecologj' and Preven**'’® 
Medicine and the Division of Nutrition of the Department of Bioch®*”’ 
istry, Vanderbilt University School of Medicine. 


Although obesity remains a national nutritional 
problem, the young mother of today is no longer 
willing to accept obesity as her price for having 
children, and she is doing something about it even 
prior to conception. Recent reports “ have indicated 
that the average caloric consumption by nonpreg¬ 
nant, nonlactating women is 400 to 500 calories 
below the National Research Council’s dietary al¬ 
lowance. This should be anticipated when one com¬ 
pares the modern woman’s conservation of energ)', 
resulting from our present-day centrally heated, 
motorized, and mechanized culture, witli the energ)' 
e.xpended by women in the past. 

The metabolic and physiological changes during 
the reproductive interlude are manifest in ever)' 
organ and system of the maternal body. We do not 
always take cognizance of the fact that the 40 weeb 
of gestation is tlie period of the most rapid growth 
and development known to medicine, that preg¬ 
nancy is the most potent anabolic force we have, or 
that there is a placental barrier. It is also necessary 
to recall that alterations such as increased basa 
metabolism and blood volume, and decreased gas 
trie acidity, gastrointestinal motility, and reM 
threshold do occur and may influence signincan ) 
one’s interpretation of maternal nutriture. 

It is the unquestioned aim of maternal nutriture 
to provide adequate amounts of the essential nu 
trients from conception through parturition an^ 
lactation. These nutrients provide for the mot ers 
maintenance and the growth and developmen o 
the fetus and protect each from complications ur 
ing or after the reproductive cycle. 

Dietary, Biochemical, and Clinical Assessment 

We have had the opportunity of maldng nutri 
tional observations on a total obstetric clinic 
lation over a period of years at Vanderbilt, 
sample consisted of 2,338 pregnant white 
who presented themselves for prenatal care a 
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outpatient clinic. Economically, these patients fell 
into the lower income brackets ($1,200 to $3,000 
per annum). From this study m’o obtained an ob¬ 
jective quantitative description of changes that 
occur in nutritional physiology during the reproduc- 

Table l.-Aiwipe Dnihj Nutrient Intukrs for Each Trimexter 
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tive interlude. Our results were based on obstetric 
and pediatric performance and dietary, biochemical, 
and clinical assessment obtained prior to the recog¬ 
nition or development of any abnormalit>'. The 
several observations were repeated during each tri¬ 
mester and at the postpartum examination. From the 
data amassed, the effect of pregnancy and lactation 
on maternal nutritional status was determined, and 
a yardstick was provided for nutritional require¬ 
ments in pregnancy. A great effort was made to 
prevent revealing the results of the nutritional esti¬ 
mates to the physician or patient. This avoided in¬ 
fluencing management of the diet. 

Nutrient Zjifnkes.—The average daily nutrient in¬ 
takes of this group of patients are indicated in 
table 1. We did not (and do not) routinely pre¬ 
scribe pharmaceutical supplements in our clinic. 
Seventy-three per cent of our patients received no 
dietar)' supplement. In the remaining 27%, the t)'pe 
and period of supplementation varied, but it was 
■seldom extended throughout the whole period of 
gestation. In calculating nutrient intakes, the con¬ 
tribution made by pharmaceutical supplements is 
not included. Aldiough these average nutrient intake 
levels are not all equal to tliose of the recommended 
allowances from the Food and Nutrition Board, they 
are not disturbingly low. There is a somewhat sur¬ 
prising decrease of approximately 200 calories in 
intake between the second and the third trimester. 
This is associated udth a similar decrease in the 
consumption of most of the other individual nutri¬ 
ents. As will be seen subsequently, considerable 
variation occurred around these average figures. 
Tire food patterns of these women were gratifyingly 
varied and revealed no widespread disturbing food 
prejudices or fads associated with pregnancy. Their 
diets showed frequent consumption of die necessarx' 
basic nutrients supplied by milk and eggs, green 
and yellow vegetables, and citrus and other fruits. 


Individuals revealed a remarkable degree of con¬ 
stancy of nutrient intake between successix'e trimes¬ 
ters and cx'cn successive pregnancies. 

Why did the decrease in caloric consumption 
between the second and the third trimester occur? 
Is it a reflection of maternal design or of the physi¬ 
cian’s advice? We know that the physician's advice 
was responsible, in a large part, for the decline in 
caloric intake of patients who were obese, who 
gained weight rapidly, or who were preeclamptic. 
However, the decreased intake was not limited to 
these categories. It appears that the recommended 
standards of caloric intake during pregnancy are 
too high for today’s expectant mother. It is reason¬ 
able to postulate that the reduced intake during tl}e 
latter months of pregnancy reflects lessened activitx- 
on the part of the mother. 

Changes in Boihj Fluids.—The biochemical meas¬ 
urement of body fluids revealed nutrient levels con¬ 
sistent with values that one expects in healthy 
populations. In both the blood and the urine sex'eral 
alterations in nutrient levels were found. These 
reflected gestational lactational influences and re¬ 
vealed significant differences in nutrient concentra¬ 
tions when compared with nonpregnant values. 
These alterations fell into the following categories; 
1. Tlie mean liematological values (but not the 
indexes), total serum protein, and serum vitamin A, 
and the urinarj' excretion of thiamine and riboflavin 
showed a decline in concentration during the first 
32 to 34 weeks of gestation and a postpartum rise, 
mirroring the changes in circulating blood volume. 
Figure 1 illustrates this patteim for serum protein 
determinations. The dietary intake of these nu¬ 
trients does not account for this obserx-ed bio¬ 
chemical change. 2. For the mean levels of serum 



Fij*. 1.—Serum protein determinations by weeks of Kesto- 
tion as percentage of S-to-8-week values. 


carotene and tocopherol and the urinaiw excretion of 
N'-methylnicotinamide, a progressive increase in 
concentration during pregnancy and a postpartum 
decline were found. Figure 2 shqu's this for serum 
vitamin A and carotene levels. For the two fat- 
soluble wtamins, the pattern suggests that the lipid¬ 
transporting ability of the serum is increased during 
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pregnancy, paralleling the known increase in serum 
cholesterol value. Again, this alteration was not 
related to the intake levels of any of the nutrients. 
3. The mean serum ascorbic acid concentration de¬ 
creased slightly during gestation (fig. 3). However, 
when the dietary intake of vitamin C was above 80 



-1-i-,-1-,-i-,-i-p 

Owk lOwk. 20«k 30v(k. 40«k 5wk. lOwk. 


Weeks Geslolton Poatportum 

Fig. 2.—Serum vitamin A and carotene determinations by 
weeks of gestation as percentage of 5-to-8-week values. 

mg. per day, this decline during the prenatal phase 
did not take place. A further sharp decline occurred 
post partum in the group of women (71%) who 
breast-fed their infants. Mothers who fed their in¬ 
fants artifically did not e.xhibit this postpartum 
drop-off. This evidence of lactational change ap¬ 
peared at all levels of intake of vitamin C."* 4. There 
was a progressive increase in the absorption and 
utilization of iron as pregnancy advanced (fig. 4). 
During the last 10 weeks of pregnancy, the uptake 
of iron was three times that of the first trimester 
level.® 


J.A.M.A., Dec. 20, 1958 . 

Obstetric Complications.—The obstetric and pedi- 1' 
atric details of our study have been reported." Suf- '? 
fice it to say that the age and parity relationship of j ' 
the group reflected a normal pattern. Table 2 dem- j 



Fig. 4.—Relationship between median amount uptake ol 
iron and dose level during three periods of pregnancy. 

onstrates that this population may be considered as 
an average, or slightly better tlian average, obstetric 
population encountered in the United States. This 
supports the validity of the generalization of our 
results. 

The mean height of the women included in the 
study was 64 inches. The median weight increased 
from 122 lb. (55.3 kg.) in the first trimester to 139 
lb. (63.0 kg.) in tbe tlrird trimester and- then 
dropped back to 126 lb. (57.1 kg.) at the time of 
the e.Kamination six weeks post partum. Obesit)' was 



Fig. G.—Median serum vitamin C levels in consistent in¬ 
take groups, February to June. 


All tliese alterations reflect metabolic changes of 
apparently nonnal physiological origin. To assay 
biochemical measurements during the reproductive 
interlude against normal nonpregnant, honlactating 
values reveals a Jack of understanding of tlie funda¬ 
mental adjustments occurring in the pregnant and 
lactating mother. 


Table 2.,—Percentage Incidence of 
Some Obstetric Complications 

National Vanderltilt 
yj-tiinates, Sturdy, 


Anemia . W 

Preecl amp sift . C-7 

Eclampsia . 0.7 

Placenta previa .. O.S-l.O 

Premature separation of placenta. O-S-l.O 

Abortions, spontaneous. 20 

Prematurity . 0*12 

Ttt'ins . 1-2 

Breech presentation .. 3.0 

Cesarean section . 2.0 

Postpartum beinorrhage .. I’O 

Puerperal inoibidity ... 

Congenital malformations... 2.3-3.0 

Stiilblrths/lOO total birthst. 1.&1 

Neonatal deaths /100 total birtlisf .. 2.12 

•Widely accepted national or textbook figures. 

f Average rate in United States for whites, 191G to 1050. 

recorded for 15.7% of the women and varied from 
11.5% during the first trimester to 19.3% during tb® 
tliird trimester of pregnancy. Undernutrition was 
least frequently seen during the last trimester. 

As would be expected, the occurrence of depend" 
ent edema and varicosities was greater in tlie lav 
ter half of gestation, reaching a peak in the tlik 
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trinu'Slcr and iolinninj>; lo intirc usual levels post 
partum. No inslanees of clinically recognizable de¬ 
ficiency disease were enconnlerod during Uie repro- 
(liiclivo interlude. 



Mothers’ Postporlum Weishls, in percenloge of 
"standard Weight" 

Fig. 5.—Rcl.itionship between average birth weiglit of live- 
bom singletons and nintbers’ postpartnm weights. 

Although the average findings revealed a satis- 
factorv' status for the group as determined by die- 
tar)’, biocbeinical, and clinical assessment and by 
obstetric and pediatric performance, some women 
were underweight or overweight, some ate poorly, 
some ate excessively, some had low blood and uri- 
nar)' levels of nutrients, and some had obstetric and 
pediatric difiiculties. Further e.xamination of these . 
factors ma)’ point out weaknesses in maternal nu- 
triture and provide a basis for establishing nutrient 
requirements during the reproductive interlude. 

Weight Statiis.~The mean lieigbt and weight data 
by trimester revealed an average woman with an 
acceptable weiglit gain for her pregnancy. The 
underweight group (less than 85% standard vveight) 
recorded the highest dietaiy’ intakes and was con¬ 
centrated in the lovver paritj' groups, for as parity 
went up, die incidence of underweight declined. In 
this group, diere was an increased frequency of 
mothers who artificially fed their infants and an 
increased incidence of jirematurity. Hovvever, the 
latter should be anticipated because of the linear 
relationship between the mother’s usual percentage 
of standard vveiglit and the birth weight of the in¬ 
fant (fig. 5). On the odier hand, the underweight 
group had fewer neonatal deaths and congenitally 
malformed,infants. 

The overweight group (greater than or equal to 
120% of standard weight) increased as age and 
parity advanced. Among primigravidas who were 
under 30 years of age, obesity was observed in 15% 
of the group, whereas among w'omen over 30 years 
of age and/or para IV or more 36% were over¬ 
weight. The overweight group had the lowest re¬ 
corded dietary’ intakes. There were significantly' 


Jiiglicr mean hematological and serum protein and 
vitamin A values, a threefold increase in preeclamp¬ 
sia, more stillborn children, and a lowered fre¬ 
quency' of puerperal morbidity. 

Regardless of weight status, tliere vvere high 
weight gainers in all groups—underweight, normal, 
and overweight—and witli all ages of women. These 
liigh gainers ate more, particularly during the sec¬ 
ond trimester, and had more toxemia. It is clear 
from our data that the physician clamped down on 
the nutrient intake of both the overweight and high 
weight gainers. In the obese women with high 
weight gains, the caloric intake u'as reduced an 
average of 900 calories from tlie first to the third 
trimester. 

Lorn Hemoglobin Group.—Consideration of ma¬ 
ternal and fetal iron needs, iron absorption and 
utilization, and normal gestational alterations in 
hematological values is necessary prior to dis¬ 
cussing the problem of anemia. In a normal 
pregnancy, the expectant mother will require the 
absorption and utilization of 700 to 1,000 mg. of 
elemental iron for her own needs and tliose of the 
fetus. If bleeding is absent during gestation, she is 
able to conserve about 240 mg. of elemental iron 
as a result of the cessation of the menstrual loss. 
In addition, her ability to absorb and utilize iron 
is enhanced at least threefold during tlie third tri¬ 
mester when her own and the fetal demands are 
greatest. Coincident with the changes in circulating 
blood volume (plasma and red blood cell volume) 
and increased hemoglobin mass, tliere is a progres¬ 
sive fall in the mean hematological values until tlie 
32nd to 34th week of gestation and then a significant 
rise prior to delivery that continues upward during 
the puerperium. In the case of the hemoglobin, tliis 



Fig. 6.—Hematologic.il determinations by weeks of gesta¬ 
tion as percentage of 5-to-8-week values. 


rise amounts to. 0.8 Cm. per 100 ml. during the last 
six to eight weeks of gestation (fig. 6) and is inde¬ 
pendent of eidier nutrient iron intake or iron sup¬ 
plementation. An alternative manner of presenting 
this rise is slimvn in figure 7. Here the hematological 
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values at delivery are considered the 100% line 
(not all women delivered at 40 weeks of gestation). 
It is apparent that the average hemoglobin value at 
18-to-20-week gestation is tire same as it will be at 



Fig. 7.—Hematological determinations by weeks of gesta¬ 
tion as percentage of delivery values. 


the time of delivery. These alterations in hemato¬ 
logical values were associated with minimal depres¬ 
sion of the blood inde.xes (fig. 8). The decrease in 
mean cell hemoglobin concentration (MCHC) in 
the third trimester seems to reflect the increased 
need for iron by the mother during the latter por¬ 
tion of her pregnancy, a need which was apparent 
in the pattern of absorption and utilization of tliis 
element. The more pronounced decrease apparent 
in ihe puerperium is, in all likelihood, the result of 
blood loss occurring during or after delivery. 

The ‘low hemoglobin group” consisted of women 
who had a hemoglobin level of less than 10 Gm. 
per 100 ml. On this basis, 232 (11.3%) were so clas¬ 
sified—10.5% during the prenatal phase and 0.8% 



Fig. 8.—Blood indexes by weeks of gestation as percentage 
of 5-to-8-week values. 


in the puerperium. Of tlie 196 women who had 
hemoglobin values below 10 Gm. per 100.ml. in the 
third trimester, not more than 27% had blood in- 
de.xes indicative of iron deficiency anemia (table 3). 
In tlie total study group of 1,974 there were only 


J.A.M.A., Dec. 20, 195S 

4% who had either a mean cell volume (MCV) or 
a mean cell hemoglobin concentration (klCHC) in- i‘ 
dicative of iron insufficiency. Two hundred sixteen !- 
of the women developed tlieir low hemoglobin *• 
values during the prenatal period (148 in the third • 
trimester), 209 of them having hemoglobin levels i 
abox'e 10 Gm. p)er 100 ml. at tlie time of their post- ,1 
partum examination. The remaining 7 women, plus i 
an additional 16, revealed low hemoglobin values ) 
(less than 10 Gm. per 100 ml.) at the time of post- i 
partum examination. From tlie observations indi¬ 
cating excessive blood loss during the latter half of 
pregnaney, delivery, or p)uerperium, it is evident 
that this group had a conditioned iron deficiency. 

The iron and vitamin C intakes of the low hemo¬ 
globin group tended to be lower throughout the 
whole of prregnancy. when compared with the in¬ 
takes of these nutrients by the other groups. How¬ 
ever, it is difficult to accept mean intakes of 12 mg. 
of iron and 46 mg. of vitamin C as deficient values. 

In the group with hemoglobin levels beloxv 10 Gm, 
per 100 ml., there was a general lowering of the 


Table 3 _ Distribution of Hemoglobin Values 


Patients, no. 

Patients, SS . 

Patients wjtli packed cell 
volnrne, <30%, % . 


Third Trimester Hemoglobin, 
Gm./lOO Ml. 

-- -- -^ 

<10.0 30.0-10.0 32.0-31.0 ^ 12.0 Total 
. 190 3:>1 569 S.)8 1,9T* 

, 10 18 29 43 200 

. 32 1 0 0 3 


Paftenfs idth mean cell volume 

<75 cu. %. 30 r» 

Patients with mean cell homo- 
irlohin concentration <307c» % -7 0 


Patients with mean cell volume 
<75 cu. M and mean cell hemo- 

{^lobin concentration <S0So, % 9 0 0 


otlier blood and serum detenninations and an in¬ 
creased incidence of dependent edema in keeping 
with an increased circulating plasma volume. 

Only 35% of the low hemoglobin group received 
prescriptions for supplemental iron, and there were 
no differences in the recorded dietary intakes of 
iron between women who were supplemented and 
those who were not. During the third trimester the 
MGV and MGHG of the group receiving supple¬ 
ments remained significantly lower than in the 
group not receiving supplements. It xvas not unti 
the postpartum e.xamination tliat these hematolog¬ 
ical differences between the supplemented and the 
unsupplemented group disappeared. This xx'as par¬ 
ticularly noteworthy for patients xx'ho had excessive 
loss of blood during tire prenatal period,- at delivery', 
or during the puerperium due to factors such as 
placenta previa, premature separation of the plO" 
centa, postpartum hemorrhage, and, possibly, abor¬ 
tion. At the time of postpartum examination, those 
patients with e.xcessive blood loss had hemoglobin 
levels as much as 1.8 Gm. below the values for the 
total study group. In spite of what was considere 
unit-for-unit blood replacement and some supple- 
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mentation witli iron (hiring liospilalizntion, {here 
was failure to replace the patient's- hlood loss by 
approximately 500 ml. This is conditioned iron de¬ 
ficiency. The need for iron supplementation in sncli 
iiistancc.s i.s evident. 

Strauss’ has demonstrated that the children of 
mothers who have severe iron deficiency anemia at 
term are lhcmsel\-es anemic at one year of age. Onr 
data' on the molher.s with low hemoglobin levels 
at delii’cr)’ (fig. 9) rex'oal no differences in the 
infants’ hemoglobin levels during the first year of 
life when compared with those of infants delivered 
of mothers in the high liemoglobin group. Althoiigli 
the mothers in onr study did not exhibit a major 
degree of iron deficiency, it is evident that, even if 
the infant’s iron stores at delivery were inadequate, 
proper infant feeding during the first year of life 
was correctix’e and preventative. 

Laclatioii.—The period of maternal lactation has 
been less well studied than the gestational phase. 
The obstetrician, pediatrician, and general practi- 



Fig. 9;—Infant hemoglobin detenninations. 


tioner alike hat'e tended to overlook, in terms of 
maternal nutrient needs, the demands of lactation 
and associated maternal factors. 

Certainly the mother’s actmties are increased. In 
addition, she must provide large amounts of pro¬ 
tein, carbohydrates, minerals, and xdtamins, as well 
as calories, for her suckling infant. These demands 
must be met by the motlier’s food sources or body 
stores. If her dietary intake is not adequate, it is to 
he expected that some weight loss will occur. Here 
is a period that requires a great deal more attention 
by nutritionally minded pliysicians—general practi¬ 
tioner, obstetrician, and pediatrician. 

At the time of discharge from the hospital, 71% 
of the mothers in our studies were breast-feeding 
their infants as compared with the national estimate, 
of 65 to 80% of the'mothers. Insufficient milk was 
the commonest cause given for complete or partial 
supplementation. Nursing increased with parity and 
decreased among primiparas over 25 years of age 
and among mothers less than 85% of standard 
weight. There was more nursing among women wdtli 


higher levels of intake of calcium, phosphorus, and 
riboflavin and more artificial feeding among moth¬ 
ers who had receix’ed calcium supplementation. 
These groups reflected differences in milk consump¬ 
tion between those who nursed and those who did 
not nurse their infants, since mothers who stated 
they drank fewer than three glasses of milk per day 
had a higher frequency of calcium supplementation. 

Clear biochemical ex'idence of lactational demand 
was shown by the lowered postpartum serum vita¬ 
min C lex'els among the, mothers who nursed their 
offspring (fig. 3). This was not dependent on the 
nutrient intake of ascorbic acid, since it occurred 
with all intake levels. When the nutrient intake was 
above 80 mg. per day, the postpartum serum levels 
could be maintained at appro.ximately 0.3 mg. per 
100 ml. This is in contrast to the serum wtamin C 
levels of 0.6 to 0.8 Cm. during gestation, with the 
same level of dietary intake. 

Detailed analyses of the relationship of various 
obstetric and pediatric complications to var)'ing 
levels of nutrient intake and biochemical measure¬ 
ments on maternal nutriture have been recorded 
prevdously.' In summary, we can .say that for our 
patients nutritional deficiency does not emerge as a 
primary causative factor in any of the metabolic 
diseases of pregnancy that are of unclear etiology. 
The obstetrician who assures his patient freedom 
from such complications as toxemia and prematurity 
by advocating an abundant nutrient intake must 
e.xpect disappointment. However, we do not wish 
to be interpreted as concluding that nutrition is 
unimportant in pregnancy. The necessity of insuring 
an adequate dietarx' during pregnancy is unques¬ 
tioned. 

Nutrient Requirements in Reproduction 

The target level of nutrient intake during the re¬ 
productive interlude may not be defined within a 
narrow range, since it is dependent upon factors 
such as activity demands, initial weight status, and 
stage of gestation. It xvould be unrealistic to allow 
three women, each 5 ft. 4 in. tall but weighing 
100,122, and 180 lb. (45.4, 55.3, and 81.6 kg.), re- 
spectivety, to gain the same amount of weight dur¬ 
ing pregnancy and to recommend the same nutrient 
intake. In the following discussion, we shall direct 
our attention to the mean patient from our study— 
the woman xvho is neither underweight nor over¬ 
weight for her height and body build. 

Is there eridence that improved nutrition could 
be e.xpected to prevent the occurrence of gestational 
complications? In an effort to answer this question, 
we have examined tlie groups at the extremes of 
dietary intake (table 4). The limits of high and 
loxv extremes of nutrient intakes were chosen as 
greater than one or two standard deviations above 
of below the mean or median values. Two general 
deductions are pertinent. 1. A more abundant nu- 
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trient intake as estimated by caloric level was not 
associated with a decrease or increase in fetal or 
obstetric complications, with diflFerences in birth 
weight or length of the infant, or with physical or 


Table 4.—Approximated Nutrient Intakes, Means or 
Medians, and Ranges, of Any Trmester” 


Nutrientt 

—2 S.D. 

—1 S.D. 

Mean 

+1 S.D. 

-f-2 S.D. 

Total calories.. 

.,. 1,000 

1,500 

2,100 

2,750 

3,250 

Protein, Gm. 

40 

50 

72 

90 

HO 

Calcium, Gm. 

0.25 

0.75 

1.10 

1.50 

2.00 

Iron, mg. 

G 

10 

13.5 

38 

22 

Thiamine, mg. 

0.7 

1.0 

1.4 

1.9 

2.2 

Riboflavin, mg. 

0.5 

1.5 

2.5 

3.5 

4.5 

Niacin, mg. 

4,0 

8.0 

12.0 

16.0 

20.0 



16% 

Median 

81% 

tSiW/c 

Vitamin A, I.U. 

... 1,000 

3,000 

6,000 

11,000 

19.000 

Vitamin C, mg. 

... 20 

40 

60 

100 

160 


* Ranges are 1 or 2 standard deviations above or below mean or 
median equivalents, 

t Values are rounded to fit Interval groupings of coded material. 


biochemical changes (table 5). Similar^ findings 
were obtained when the intake estimates were 
grouped on a basis of protein. 2. When the moth¬ 
er’s intake was less than 1,500 calories or less than 
50 Gm. of protein, positive correlations were found 
between certain obstetric and fetal complications 
and dietary intake during the third trimester. How¬ 
ever, the observed increase in incidence of these 
obstetric and fetal conditions appeared to be re¬ 
sponsible for the lowered intakes and not vice 
versa."* 

Keeping in mind tlie modern woman’s desire to 
remain trim, her living pattern, the apparent re¬ 
duced activity of the e.xpectant mother during the 


benefits during pregnancy. A dietar)' that will pro- 
vide the recommended levels of nutrients is rcadilv 
attainable from food sources in all sections of tlie 
country without the need of supplementation. Dur¬ 
ing lactation, on the other hand, less e.xtensivc 
evidence clearly indicates an enhanced caloric ex¬ 
penditure or loss of nutrients for the nursing mother. 

We realize that prophylactic broad-spectrum sup¬ 
plementation is commonly prescribed for both pri¬ 
vate and clinical obstetric patients throughout the 
country. We use the word “supplement” meaning 
“to add to, to bring up to adequate levels,” rather 
than “therapeutic.” An examination of the label oi 
reputable prenatal preparations shows that the 
manufacturer’s suggested daily dosage wilt proride 
from two to five times the National Research Coun¬ 
cil’s recommended allowance for the indiridual 
minerals and vitamins. The general routine use of 
such dosages is extravagant, needless medication. 
When the obstetrician is concerned that his patient 
is not obtaining from food sources amounts of min¬ 
erals and/or vitamins equal to the National Re¬ 
search Council’s recommended allowances, simple 
dietary instruction will usually be corrective. Fail¬ 
ing this, supplementation should be aimed at a level 
that will bring the individual up to the recom¬ 
mended allowances. 

Except among women \rith iron deficienc)’ 
anemia, we have been unable to find any significant 
difference in the incidence of maternal or fetal ab¬ 
normalities or in the clinical nutritional assessment 
of the groups who received supplements (iron, cal- 


Table 5.—Comparison of Third Trimester Caloric 


Intakes With Third Trimester Laboratory Letels" 


Cases with diet records, no.t 


Hemoglobin, Gm./lOO ml. 

Red blood cells, million/cu. mm. 

Packed cell volume, %. 

5IeaQ cell volume, cu. ii . 

Mean cell hemoglobin, inicromicrogram 
Mean cell hemoglobin concentration, Vo 

Total serum protein, Gm./lOO ml.. 

Serum albumin, Gra./lOO ml.. 

Serum vitamin A, I.U./lOO ml.. 

Scrum carotene, mcg./lOO ml. 


Serum vitamin C, rag./lOO ml. 

Thiamine excretion, ing./2 hr. 

Riboflavin excretion, mg./2 hr. 

N'-methylnicotinamide excretion, mg./2 hr. 


Daily Calorie Intake 


<1.500 

330 

•l,.500-l,99y 

555 

2,000-2,499 2,500-2,990 

443 - 221 

Means 

>3,00) 

110 

Total 

__ 

11.71 

11.77 

11.62 

11.67 

11.70 

11.70 

3.90 

3.95 

3.9S 

3.95 

3.91 

3.93 


35.6 


35.2 

35.9 

33.5 

90,4 

90.1 

90.3 

89,7 

90,7 

90.2 

S0.1 

30,2 

30.1 

30.1 

30.1 

30,2 

33.6 

33.ri 

33.4 

33.0 

33.5 

33..! 

0.33 

4.03 

100.6 

101.2 

6.31 

6.31 

6.30 

C.30 

0.31 

3.93 

4.05 

4.04 

4.01 

4.09 

101.0 

102.0 

100.0 

93.0 

102.0 

159.0 

159.0 

109.0 

Medians 

150.0 

1G2.0 

0.3.51 

0.314 

0.3C8 

0.371 

_ 0.300 

0350 

o.oai 

0.740 

9.74 

0.037 

0.039 

0.091 

0.09S 

' 0.091 

0.703 

0.733 

0.7S1 

0.099 

0.700 

10.0 

9,5 

9.9 

9.4 

10.4 


* Laboratory levels for given caloric groupings, 
t Laboratory values missing in approximately 2% of cases. 


diird trimester, the physician’s desire to limit weight 
gain, and the nutritional demands of both mother 
and infant, this study does not provide evidence to 
indicate that dietarj' intakes greater than the aver¬ 
age reported or greater than the allowances of the 
National Research Council will bestow protective 


cium, or vitamin B complex) jand the groups ® 
did not receive supplements. In this instance, as 

would be true with any nutritional,deficiency >s 
ease of demonstrable etiology, supplementation is 
of undisputed value. A less clear situation is presen 
with ascorbic acid nutriture. Although it is apparen 
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' that one can maintain sennn vitamin C levels during 
the prenatal period with intakes above 80 mg. per 
iliy, .some postpartum decline occurring as a result 
of lactation cannot be proA’cnted. If it is protective 
to keep scrum levels up and if food sources do not 
proncle SO to 100 ing. of \’itaniin C, it may be de¬ 
sirable to pros’idc supplements. 

Summary 

Observations on a total obstetric clinical popula¬ 
tion have been made. believe that tbe findings 
of this study arc widely applicable. Alterations in 
tlie patterns of dietary intake and biochemical val¬ 
ues during tlic reprodnctis’c interlude revealed 
fundamental physiological changes in the pregnant 
and lactating mother. There was a decrease of ap¬ 
proximately 200 calories in the average intake be¬ 
tween the second and the third trimester. This was 
associated with a similar decrease in the consump¬ 
tion of most of the individual nuti'ients. 

The change in blood constituents fell into four 
patterns: (1) a decline during tbe first 32 to 34 
iveeks of gestation followed by a postpartum rise; 
ibis was present for the mean hematological values, 
lotal serum protein, and serum \4tamin A, and the 
irinary excretion of thiamine and riboflavin; (2) a 
progressive increase during pregnanes' follou'ed by 
a postpartum decline; this pattern was e.xhibited by 
serum carotene, tocopherol, and the urinary excre¬ 
tion of N'-methylnicotinamide; (3) a slight decrease 
in the mean serum vitamin C levels during gestation 
followed by a further sharp decline post partum 
among lactating mothers; and (4) a progressive 
increase in the absorption and utilization of iron as 
pregnancy advances. 

The eSects of underweight and overweight, ma¬ 
ternal low hemoglobin levels, and lactation on 
maternal nutriture are described in relation to ob¬ 
stetric and pediatric performance. From conception 
through parturition and lactation, maternal nutrition 
should provide adequate amounts of those nutrients 
that are essential for the mother’s maintenance and 
the growth and development of the fetus. From the 
present study, it is clear that dietary' intakes, greater 
than the Recommended Dietary Allowances of the 
Food and Nutrition Board, will not bestow protec¬ 
tive benefits during pregnancy. It appears that tlie 
recommended standards for calories are too high 
for the e.xpectant mother of today. A dietary tliat 
will provide the essential nutrients is readily attain¬ 
able from food sources. The common obstetric rou¬ 
tine of broad-spectrum nutritional supplementation 
is questioned, both as to need and as to dosage 
level. It is apparent that, for the efiective use of 
supplements, the physician must understand the 
normal physiological changes associated xvith the 
reproductive interlude. 


This study was supported by grants from tbe Nutrition 
Foundation, Inc., tbe International Health Division of tlie 
Rockefeller Foundation, the U. S. Public Healtli Service, the 
Tennessee Department of Public Health, and Distillation 
Products, Inc. 

Tables 1 and 2 and figure 5 are reproduced with permis¬ 
sion from Obstetrics and Gynecoiogy.’" Table 4 is repro¬ 
duced with permission from American Journal of Obstetrics 
and G\inccologyJ"' Table 5 is reproduced witli permission 
from Journal of the American Dietetic Association.'’^ Figure 
4 is reproduced with permission from American Journal of 
Obstetrics and Gtjnecologij.^ Figure 9 is reproduced with 
permission from Pediatrics.^ 
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PREVENTIVE MEDICINE 

H T ONE TIME, pi'eventive medicine was 
synonymous ndth public health. Nowa¬ 
days it is an integral part of total medical 
care. Not so long ago, preventive medi¬ 
cine was thought to be limited to sanitation and 
other forms of environmental and regulator)’ con¬ 
trol. Today the term prevention in medicine applies 
not only to immunizations but to the avoidance of 
sequelae and recurrence as well as the prevention 
of communicabilit)'. 

Communicability is not limited to contagion. The 
personal physician must prevent the spread of 
symptom-complexes to otlier members of the fam¬ 
ily. He must prevent seemingly unrelated ill-effects 
on persons associated with tlie patient. Tliese ill- 
effects may arise merely because of the cultural 
and environmental changes associated with having 
a sick person around, although they have no direct 
connection to the specific illness. Lastly, the phy¬ 
sician must be interested in adverse effects—eco¬ 
nomic, social, and especially emotional—that can 
arise as side-effects of being sick. 

How much time can a physician spend doing 
preventive medicine, when his patients demand so 
many of his curative skills? The answer to such a 
question might be as much as the immediate care 
of the sick V'ill alloiv. But, if the factor ‘of bealtli 
promotion is considered rightfully as part of die 
prevention of disease, the average practitioner 
spends a great deal more time and effort than the 
public, or even he himself, supposes. 


J.A.M.A., Dec. 20, ISaJ 

I 

There are many concepts to consider in thepra^ 
tice of preventive medicine. Primarily, tliere is (he 
aspect of patient acceptance. Secondarily there h 
the matter of what diseases or illnesses can be pre¬ 
vented. In the first instance, how many people, in 
apparent good health, seek out their family phy¬ 
sician strictly for the purpose of maintaining tljcir 
“well” state of being? A survey conducted seven 
years ago implied that only 5 out of every 100 
patients seeking medical care or advice were pri¬ 
marily interested in preventing future disease. The 
remainder had acute (to the patient) medical prob¬ 
lems requiring immediate and specific care. After 
such care the patient usually declines to continue 
having medical attention. 

As to the matter of which diseases offer appli¬ 
cable preventive techniques, it might be said that 
wherever the etiology is known, or even suspected, 
tlrere eventually will be a means of avoidance. Other 
than communicable (micro-organism) diseases, such 
generalizations include nutritional illnesses, aller¬ 
gic manifestations, occupational conditions, acci¬ 
dents, and certain psychiatric syndromes, to name 
but a few. 

Many physicians have tried to entice well pa¬ 
tients to have their eyes examined for glaucoma, to 
has’e their urine tested for diabetes, or in the past, 
before x-rays became secondary to tuberculin test¬ 
ing as a case-finding procedure, to have a "free 
chest examination. IVho takes advantage of such 
preventive techniques? Too often, not die man who 
is coughing. Nor the person whose mother had 
diabetes. Nor the woman who is having difficulf)' 
seeing. These people, like so many others, seem to 
be more afraid of learning something is wong than 
they are of preventing serious consequences. They 
have been taught, through publicized advances of 
medical science, that there would be a cure should 
the disease ever really take hold. Fear of finding 
out is greater than the publicized fear of actual!}' 
having a malady. 

A physician cannot force any form of medical 
care on the public. While some legislative acts re¬ 
quire utilizing various preventive practices, such 
acts do not project their over-all value in terms the 
average person can understand. The recent lav't) 
in poliomyelitis immunizations seems to confirm 
this point of vierv. Perhaps a future job will h® 
promote the idea of total medical care on a per 
sonal basis, to include seeking preventive medica 
care from the physician’s office. Every’ disease or 
illness that is prevented allows that much luore 
time to devote to the sick. 
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the general PRACTITIONER’S AWARD 

Tlie House of Dclcgiilcs of the American Medical 
Association at the 12th Annual Clinical Meeting in 
Minneapolis on Dcccmhcr 2 named Dr. Lonnie A. 
Coffin of Farmington, Iowa, the general practitioner 
of the year. He was presented with a gold medal 
and citation by Dr. Gunnar Gundersen, President 
of tlie American Medical Association. Dr. Coffin, 
who is the first Iowan to receive this honor, was 
born on a farm in Clark County, Missouri, in 
1S90 and mos'cd to Iowa at the age of 5. He was a 
member of tire last medical class to ho graduated 
from Drake University in 
Des Moines. After a year 
of internship at Iowa 
Methodist Hospital in Des 
Moines he established a 
general practice in Farm¬ 
ington. Except for two 
years of military’ seiwicc in 
World War I he has sers'ed 
his community’ continuous¬ 
ly for 44 years. Mrs. Coffin 
died last year, but he is 
fortunate in having two 
married daughters, botli 
living in Farmington, and 
four grandchildren. 

Although his practice 
keeps him busy, he has 
taken time' for civic affairs, 
serving on the school board 
for 15 years, serving two 
terms on the city council, 
and taking an active part 
in the local post of the 
American Legion of which 
he was the first command¬ 
er. In addition to being a 
member of the county and 
state medical societies and 
the American Medical Association, he is a member 
of the local Chamber of Commerce and the Iowa 
Academy of General Practice. He has served on 
the board of trustees of the Iowa State Medical 
Society and was its president in 1956. Although 
he calls himself just an ordinary country doctor 
his patients refuse to accept this designation. 
Their esteem for him was summed up by one who 
said, “There might be doctors who have done 
just as good and just as much—but none has done 
more any better.” 


LET US PUT AMEF “OVER THE TOP” 

It is gratifying to learn tliat during 1957 the 
medical profession contributed more than four mil¬ 
lion dollars to medical education. Nearly one million 
dollars was contributed through the American 
Medical Education Foundation, witlr tlie balance 
consisting of direct grants or gifts to the schools or 
through their alumni organizations. In recent years 
there has been a steady increase in the number of 
physicians giving such financial assistance to the 
schools as well as in the total amounts made avail¬ 
able through the American Medical Education 
Foundation or by direct 
gifts. 

This is the time of year 
when final' decisions must 
be made by all in regard 
to tax deductible contribu¬ 
tions for 1958. There are 
only a few days left in 
which it is possible to make 
a gift in support of medical 
education through AMEF 
that will aid in bringing 
the contributions from the 
profession for 1958 to a 
new record. In order to 
achieve this new goal in 
support of the medical 
schools and for your con¬ 
venience, The Journal has 
bound an envelope in the 
advertising pages in the 
back of this issue. 

Please write out a check 
for your gift to medical ed¬ 
ucation through the Amer¬ 
ican Medical Education 
Foundation and forward it 
today in tliis envelope. Let 
us complete 1958 xvith a 
record support of medical 
education by the medical profession, a matter of pro¬ 
fessional pride, and a genuine challenge to others. 

CHANGE OF ADDRESS 
If you change your address please notify The 
Journal at least six weeks before tlie change is 
made. Include the address label clipped from your 
latest copy of The Journal, being sure to clearly 
state both your old and new address. If your cit)’ 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 



✓ 


Lonnie A. Coffin, M.D. 
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HIGHLIGHTS OF I2TH CLINICAL MEETING 

Bold approach and action to bring improved 
medical care within the reach of more and more 
older persons highlighted House of Delegates ac¬ 
tions early this month at the American Medical 
Association’s 12th Clinical Meeting. The A. M. A. 
policy-making body of 198 Delegates made its stand 
clear through reports and resolutions (among 19 
considered) covering aspects of low family income, 
indigent care, prepaid health insurance, “relative 
value schedules,” and medical care plans. While all 
of these points reflect the medical profession’s con¬ 
cern for personal health generally, the House ac¬ 
tions in Minneapolis Dec. 4 showed a distinct em¬ 
phasis on the health needs of a growing population 
of aged persons. 

In other significant fields, the Delegates ex¬ 
pressed their views on federal medical services, 
disaster preparedness, osteopathy, the “free choice 
of physician” principle, expansion of medical edu¬ 
cation facilities, and a re-examination of A. M. A. 
objectives and basic programs. Dr. Gunnar Gun- 
dersen of LaCrosse, Wis., President of the 
A. M. A., sounded the keynote for the meeting in 
his opening address Dec. 2 when he said: 

While we fight hard to preserve basic principles and objec¬ 
tives which are essential to good medical care, we also must be 
alert and adaptable to the changing times in which we live. 
. . . The time has passed for policies based on generalities, 
platitudes and flag-waving. The time has passed for medical 
crankiness, complaint, arrogance and pigheadedness—wher¬ 
ever they might e.xist. Tlie time has passed when we can fight 
our battles simply by quoting George Washington, Tliomas 
Jefferson and the rest of the founding fathers. . . . 

Following Dr. Gundersen on the rostrum, Minne¬ 
sota Governor Orville L. Freeman told the Dele¬ 
gates; 

You certainly have the right to oppose [Forand-type] legis¬ 
lation if you believe it would be harmful to your profession. 
You have the duty to oppose it if you believe it would be 
harmful to the public. But if you do oppose it you also have 
the responsibility of helping to work out an alternative pro¬ 
gram to meet the need that we all know e.\ists and becomes 
more serious every day. . . . Senior citizens need better care. 

Scope of Meeting 

The year-end Clinical Meeting is designed to 
help tlie family physician meet his daily practice 
problems. This was aceomplished in the Minneap¬ 
olis Auditorium through reports from nearly 200 
e.xperts in various fields of medicine who brought 
him up to date on rapidly changing developments— 
and tluough 100 scientific exliibits, 130 technical 
exlribits, closed-circuit medical television (on a 
9 by 12 ft. color screen), motion pictures, lectures, 
and panel discussions (including a conference via 


under-sea telephone cable with physicians in South¬ 
ampton, England). The A. M. A. met previously in 
Minneapolis in 1928. 

Registration included 2,658 physicians and 2,561 
medical students, nurses, technicians, and guests- 
for a total official attendance of 5,219. 

Tlie General Practitioner of the Year award was 
presented to Dr. Lonnie A. Coffin, aged 68, of 
Farmington, Iowa.- Except for two years of mili¬ 
tary service during World War I, he has been a 
key figure in his community for 44 years—deliver¬ 
ing 2,500 babies (including 2,000 in the home), 
leading in civic and recreational-activities, serving 
on the city council and the local school board, and 
playing vigorous roles in religious, veteran, and 
medical society affairs. 

Earlier issues of The Joubnal carried some ad¬ 
vance reports of the Clinical Meeting as well as 
brief stateinents of Trustees and ofiBcers., Future 
issues will contain an abstract of. the proceedings, 
which eventually will be presented fully in pam¬ 
phlet form. Following are summary high points of 
House of Delegates actions: 

Oldsters, Fees, Insurance 

The House adopted a report from its Council 
on Medical Service, urging that: 

. . . physicians everywhere e.xpedite the development of an 
effective voluntary health insurance or prepayment program 
for the group over 63 with modest resources or low family in¬ 
come; that physicians agree to accept a level of compensation 
as full payment for medical service rendered to this group, 
which will permit tire development of such insurance and pre¬ 
payment plans at a reduced premium rate. This recommenda¬ 
tion has been studied and restudied by tlie Board of Tnistees, 
and has received its wholehearted endorsement. 

In a related action, the House decided to face 
the “very important problem” of relative value stud¬ 
ies. Relative value, studies are not fee schedules. 
Rather, they are attempts to show (by unit or point 
designation) the relationship between time, compe¬ 
tence, effort, e.xperience, and other factors required 
to perform one professional service as compared 
with those required for other professional services. 
In accepting a Committee on Medical Practices 
report calling for relative value studies, the House 
of Delegates agreed that: 

Unless medicine does undertake this activity, it may be done 
by others who are less qualified. . . . The House of Delegates 
approves in principle the conducting of relative v.alue studies 
by each constituent medical association rather than a nation 
wide study or series of regional studies.... The nomenclature, 
descriptions and code numbers of the California Belatue 
Value Study (almost identical with those of Kansas and 
can well be accepted as a national format. ... No unit vatu 
and/or dollar values are to be used or suggested. 
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The Dclcgale.s adoplod a resolution authorizing 
tlic Council on Medical Service to sponsor "at the 
earliest practicable date" a Congress on Prepaid 
Health Insurance where plans may be formulated 
for “offering sound and constantly improving volun- 
tar)' health insurance to the citizens of our nation.” 
Tlie House also approved a set of "Suggested 
Guides for Medical Society Sponsored Voluntary 
Prepayment Medical Benefit Plans.” 

On the matter of prepaid health insurance for 
elderly persons, the Delegates accepted a reference 
committee report which noted that Blue Shield 
Medical Care Plans "presently have a special com¬ 
mittee studying seven distinct approaches to this 
problem. Nlany private insurance companies are 
also removing the 65-ycar age limit for benefits.” 

The House also recommended that Congress 
amend the Social Security Act to permit states to 
combine the present four public assistance medical 
programs into a single one. 

Medical Care Plans Report 

The long-awaited report of the 15-member Com¬ 
mission on Medical Care Plans was received with¬ 
out discussion on the floor of the House, although 
discussion at a reference committee hearing lasted 
for hvo hours. In deciding to defer action on the 
three and onedialf year study until the Annual 
Meeting in Atlantic City next June, the Delegates 
noted tliat “the weight of testimony” in reference 
committee hearings “indicated that many members 
had not had an opportunity to study tlie report 
and, therefore, were unable to render an opinion 
at the present time.” The House directed that, 
meanwhile, the Board of Trustees invite state medi¬ 
cal associations to reply (by April 8 to Executive 
Vice-President F. J. L. Blasingame at A. M.. A. 
headquarters in Chicago) to tlie following questions: 

1. Acknowledging the importance of free choice of physi¬ 
cian, is this concept to be considered a fundamental principle, 
incontrovertible, unalterable, and essential to good medical 
care without qualification? 

2. What is or will be your attitude regarding physician par¬ 
ticipation in those systems of medical care which restrict free 
choice of physician? 

The Comrnission suggested a definition of “free¬ 
dom of choice” as “the right of the individual to 
exercise, without restraint, selection among alterna¬ 
tives.” The Commission report adds; “The medical 
profession subscribes to, supports, and strives to 
attain complete acceptance and application of this 
principle of freedom of choice.” The Commission’s 
suggested definition of third parties was “mecha¬ 
nisms which, for any reason, enter into the rela¬ 
tionship between the patient and his physician.” 

In its long study, the Commission on Medical 
Care Plans has explored the operation of various 
types of plans through which persons receive the 
services of physicians, tlie effect of these plans on 
quality and quantity of medical care, and the legal 
and ethical status of arrangements used by various 
plans. 


Alcson Committee Report 

The House accepted two recommendations, dis¬ 
approved a third, and modified a fourth recom¬ 
mendation of its Committee to Study A. M. A. Ob¬ 
jectives and Basic Programs. The Delegates also 
agreed with the special Committee, headed by Dr. 
Lewis Alcson of Los Angeles, that it should be 
disbanded. The Committee was appointed a year 
ago to modify recommendations which had their 
origin in the findings of a management consultant 
firm. Recommendations adopted this month in Min¬ 
neapolis were that the Board of Trustees “give seri¬ 
ous consideration to opening the publications of the 
Association to a free and open discussion of socio¬ 
economic problems applicable to medicine” and 
that consideration be given to amending Article II 
of the A. M. A. constitution with the following sub¬ 
stitution: 

The objectives of tlie Association are to promote the science 
and art of medicine and the betterment of public health and an 
understanding of the socioeconomic conditions which will fa¬ 
cilitate the attainment of these objectives. 

The Aleson Committee recommendation which 
was disapproved dealt with the proposed creation 
of a Council or Committee on Socioeconomics for 
a three-year period. The House decided this would 
not be necessary in the light of plans already under 
way to develop such a division based at A. M. A. 
headquarters. 

Although the House accepted an Aleson Com¬ 
mittee recommendation that the Board of Trustees 
“establish a mechanism which will assume the re¬ 
sponsibility for promoting active liaison-with each 
national medical society,” a subsequent sentence 
was modified to read: 

In the scientific fields the role of the A. M. A. should he 
primarily that of leadership, but every endeavor should be 
made to bring about coordination of the special fields of scien¬ 
tific interest of the other national medical organizations. 

Other House Decisions 

The House of Delegates also made decisions on 
the following topics: 

Ftincl Solicitations—Adopted a resolution request¬ 
ing the Board of Trustees to arrange a “top-level 
conference” with voluntary health agencies, the 
United Funds, and other parties interested in the 
"^raising of funds for health causes—with the view of 
resolving “misinterpretations and other difficulties 
in this area.” 

Administrative Reorganization—Accepted and 
praised a Board of Trustees report which detailed a 
reorganization of the Headquarters staff into seven 
divisions and which noted that “extra effort is being 
made to coordinate the activities in the Washington 
and Chicago offices, and the over-all direction will 
come from Chicago.” 

Licensure of Paramedical Groups—Went on rec¬ 
ord as encouraging the voluntary registration of 
persons in fields allied to medicine who assist physi¬ 
cians, and opposed tlie e.xtension of governmental 
licensure and governmental registration. 
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Osfeo;jfll/it/—Disapproved a resolution which 
would establish the sovereignty of relationships be¬ 
tween medical societies and the osteopathic pro¬ 
fession in their respective states. At the same time, 
the Delegates asked the Judicial Council to report 
next June, if possible, on past pronouncements of 
the House with respect to osteopaths and applicable 
state laws. 

Amphetamines and At/iZefes—Authorized the 
Board of Trustees to allow continuation of a Com¬ 
mittee study of this subject “in view of the com¬ 
plexity of the problem” and to submit a final report 
at the Atlantic City meeting. 

Civil Defense—Adopted a resolution urging that: 

—The A. M. A. recommend that discussions “be 
started with the view to developing a plan whereby 
reserve units and individuals can be used to sup¬ 
plement civil defense operations.” 

—Consideration be given “for the rapid training 
of civilians” to fill the places of medical reservists. 

—A plan be explored for the recruitment, train¬ 
ing, and use of former medical personnel who have 
no further military obligation “so that their services 
may be utilized for civil defense purposes.” 

Service Membership—Adopted a resolution of the 
Council on Constitution and Bylaws, urging that all 
county medical societies “make every effort” to pro¬ 
vide a type of membership for armed forces. Public 
Health Service, and Veterans Administration physi¬ 
cians which will enable tliem to become active 
members of state medical associations and the 
A. M. A. 

Social Security for Physicians—Recognized a reso¬ 
lution indicating that 45.7% of the membership of 
the Ohio State Medical Association replied “yes” 
last October to a survey question, “Should physi¬ 
cians be included in the federal social security pro¬ 
gram?” The House voted tliat detailed results of 
the poll be transmitted to the A. M. A. Board of 
Trustees “for its information and for the informa¬ 
tion of any of the Councils or Committees of the 
Association concerned with this matter.” 

Medicare—Noted curtailment of this federal pro¬ 
gram and recommended that “the A. M. A. en¬ 
courage the re-establishment of semces under the 
free choice principle to accomplish the original in¬ 
tent of the Medicare Act.” 

Poliomyelitis—Endorsed a Board of Trustees re¬ 
port called for renewed public education efforts to 
secure the minimum of three poliomyelitis vaccine 
injections. 

Korean Children in V. S.—Urged that the Public 
Health Service, the State Department, and Con¬ 
gress be alerted that some Korean children adopted 
in the United States are suffering from communi¬ 
cable diseases which are antibiotic resistant and 
“increase the seriousness of this public health threat.” 

International Medical Tear-Expressed support 
for a proposed International Medical Year, similar 
in purpose to the International Geophysical Year. 


J.A.M.A., Dec. 20, 195S 

Commendation of Dr. Austin Smith-Heard Dr. 
John Galbraith of New York introduce the follow¬ 
ing resolution: 

Whereas, The House of Delegates of the Americ.in Medical 
Association has learned with great regret of tire resignation o! 
Dr. Austin Smith as Editor of The Journal of the American 
Medical Association; and 

Whereas, Dr. Smith has rendered outstanding sen'iceboth 
to the American Medical Association and to the American 
public, in his former capacities as Secretary of the Council on 
Pharmacy and Chemistry, as Director of the Division of Re¬ 
search and more recently as Editor; and 

Whereas, the scientific activities of the American Medical 
Association are its most important functions; and 

Whereas, a scientist of the caliber of Dr. Smitli will be most 
difficult to replace, tlierefore be it , 

Resolved, by the House of Delegates of the American Med¬ 
ical Association assembled in Minneapolis December 2 to 4, 
1958, that it e.\presses to Dr. Smith, first its sincere regret at 
his resignation; second, its gratitude and appreciation for his 
long years of devoted, loyal and efficient service; and third its 
best wishes to him for long life, health and happiness; and be 
it further 

Resolved, that this resolution be spread upon tire minutes of 
the meeting, published in The Journal of the American Med¬ 
ical Association and a copy be sent to Dr. Smith. 

Other Meeting Highlights 

The Board of Trustees appointed Dr. W. Lin- 
wood Ball of Richmond, Va., as a Trustee for six 
months, to temporarily fill the.vacancy created by 
the death last Nov. 19 of Dr. Warren W. Furey of 
Chicago. Dr. Ball will also continue to serve as 
A. M. A. Vice-President. 

A conference on Federal Medical Services Dec. 1 
covered such topics as medicare, education and 
research in veterans’ medical care, and the future of 
Hometown Care Programs for veterans. 

In a brief ceremony' before the opening session 
of the House of Delegates, the American Medical 
Education Foundation received checks totafing 
$248,659. Later, the A. M. A. added its contribu¬ 
tion of $100,000. 


DR. AUSTIN SMITH RESIGNS 

Dr. Austin Smith, Editor of The Journal since 
Dec. 1, 1949, has tendered his resignation and it 
was accepted by, the Board of Trustees, effective 
Dec. 15th. Dr. Smith had served also as director 
of editorial policies for the A. M. A.’s nine monm y 
specialty journals. He joined the American Medira 
Association in February, 1940, as a medical consult¬ 
ant. In September, 1942, he \vas made secretary o 
the Council on Drugs and in 1946 was named, also, 
director of the Division of Therapy and Researc . 

Dr. F. J. L. Blasingame, the Executive Vice-Presi¬ 
dent, said, “The American Medical Association ac¬ 
cepts Dr. Smith’s resignation with regret and is 
grateful to hini for his many years of service. Ev^ 
good wish is extended to him in the years ahea 
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MEDICAL CARE FOR THE INDIGENT IN 1958 


On June 15, 1957, ihc Committee on Indigent 
Care of the Council on Medical Service published ^ 
in The Journal a scric.s of 52 question.s and an- 
swen concerning current legi.slation governing med¬ 
ical care programs for recipients of public assist¬ 
ance (old age assistance, aid to the blind, aid to the 
permanently and totally disabled, aid to dependent 
children). In October, 1957, and May, 1958, the 
Committee published Supplementary Reports 1 and 
2 to tliat study, bringing the material up to date in 
the light of the 1956 and 1957 Social Security 
Amendments, effective JuIyT, 1957. 

On Aug. 29, 1958, the President approved the 
1958 Social Securit)’ Amendments (H. R. 13549), 
which again change the methods of financing and 
administering public assistance medical care, effec¬ 
tive Oct. 1, 1958. The following report is therefore 
issued to inform the medical profession concerning 
he federal laws now governing public assistance 
Tiedical care programs. 

Background of Program 

1. How teas medical care provided for public as¬ 
sistance clients prior to July 1, 1957? 

Tire state was free to choose its owm method. 

It could pay for public assistance medical care 
from public assistance funds, witli limited fed¬ 
eral participation in the cost, either as part of 
tlie money payment to the assistance recipient 
or, since 1950, tlirough payments to the pro¬ 
viders of medical services—“vendor payments.” 
(“Medical services” is interpreted to include 
physicians and hospitals, nursing homes, phar¬ 
macists, dentists, and other auxiliary health 
services.) The state could also, if it so desired, 
provide medical services for its indigent en¬ 
tirely from state and local funds, using all the 
federally matched public assistance funds for 
money payments to the assistance recipients for 
their other basic needs. 

2. How did the 1956-1957 amendments, effective 
July 1, 1957, change this situation? 

The 1956 amendments established a separate 
matching formula for vendor medical care pay¬ 
ments, under which the federal government 

Members of the Committee on Indigent Care are Drs. John Flack 
iurton. Chairman, Oklahoma Cit>-; A. J. Bowles, Seattle; I. Jay Bright¬ 
on, Albany, N, Y.; E. P. Coleman, Canton, III.; Wesley W. Hall, 
teno, Nev.; E. A, Ockuly, Toledo, Ohio; Dean W. Roberts, Chicago; 

'U. B. M Hilliard, Consultant, Chicago; and Mr. Nelson ,B. Neff, 
'Onsultant, Reno, Nev. Staff members are Mr. George W. Cooley, 
ecretary, and Mr. James H. Fleming, Research Assistant. 


would reimburse half the states expenditures, 
up to a maximum state expenditure of $6 per 
adult and $3 per child per month (average). All 
public assistance e.xpenditures for medical care 
not included within these limits were subject to 
federal reimbursement only if spent as money 
payments to the assistance recipients. 

The 1957 amendments allowed the states to 
choose between this formula and the one in 
effect prior to July 1, 1957 (the effective date of 
the change). 

3. What were the results of these amendments? 

Almost all states benefited financially from the 
separate matching formula. However, some 
states which had established relativ'ely compre¬ 
hensive medical care programs on a vendor 
payment basis found that, because of the $6 and 
$3 limitation, tliey would have to curtail the 
vendor portion of their programs to obtain 
maximum federal participations. 

Other states, in order to obtain the additional 
federal funds “earmarked” for public assistance 
vendor payments, found it necessary to revise 
their administrative operations. 

These amendments and the federal funds 
authorized did, however, encourage sortie states 
having no statewide public assistance medical 
care program to initiate a formal program for 
public assistance recipients with encouragement 
of these federal funds. 

A. M. A. Policy 

4. Did the American Medical Association take a 
position on these amendments? 

In December, 1956, the House of Delegates of 
the A. M. A. adopted the “Guides for Medical 
Societies in Developing Plans for Tax-Supported 
Personal Health Services for the Needy.” Tliis 
policy statement included the recommendation 
that the methods and amounts of payment for 
personal health services in such programs should 
be determined in conference betu'een the re¬ 
sponsible state and local government agencies 
and representatives of the providers. The new 
formula, by placing restrictions on federal funds 
for vendor medical care payments and requiring 
that all other public assistance funds be spent 
as money payments, in effect limited the states 
freedom of decision as to the method of pay¬ 
ment. In June, 1958, the A. M. A. House of 
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Delegates reaffirmed its 1956 position and ad¬ 
vocated the return to the states of all the de¬ 
cisions as to methods of payment. 

5. Are the 1958 amendments in accordance with 
this A. M. A. policy? 

Yes, insofar as they return to the individual 
state the decision as to the method of payment 
of public assistance funds for medical services. 

Changes in Law 

6. Do the 1958 amendments merely cancel out the 
1956 and 1957 changes in the law? 

No. There are changes in the maximum 
amounts eligible for federal matching, the 
method by which the total state expenditure 
eligible for matching is calculated, and the pro¬ 
portion. of the cost to be met by the federal 
government. Several new items have also been 
added: Extension of the public assistance pro¬ 
grams to Guam (not previously included), the 
authorization of payments to legal representa¬ 
tives of assistance recipients, and the establish¬ 
ment of a special Advisory Council on Public 
Assistance comprising representatives of em¬ 
ployers, employees, program administrators, 
specially qualified persons, and the public. 
(These last two changes will not be discussed 
here, since information concerning them is in¬ 
sufficient to discuss their medical significance.) 

7. Will any of these changes directly affect indi¬ 
gent medical care programs? 

As the law now stands pending the issuance 
of any regulation changes by the Bureau of Pub¬ 
lic Assistance, Social Security Administration, 
Department of Health, Education, and Welfare, 
it appears that the medical care situation has 
been returned to its pre-1957 status. Each state 
can set up its program to use public assistance 
funds entirely for money payments, or for both 
money and vendor payments, with no financial 
advantage attached to either arrangement in¬ 
fluencing its decision. However, since matching 
changes will probably bring more federal money 
into the programs in most states, there is a po¬ 
tential increase in the total state expenditures 
for public assistance which may lead to aug¬ 
mented medical services as well as increases in 
the basic maintenance budget. 

8. May expenditures still he made for medical care 
only? 

Yes. The federal law and regulations provide 
for participation in medical payments for per¬ 
sons who are in the categories covered by these 

" programs and do not need a money payment, 
but who are eligible for public assistance be¬ 
cause of inability to pay for medical care. 


J.A.M.A., Dec. 20, 195S 
Matching Amounts 

9. What changes have been made in the (Ictctmi- 
■ nation of expenditures eligible for federal re¬ 
imbursement? 

The maximum amount matchable per person 
has been changed in all four programs, and it is 
now based on average expenditures rather than 
on the actual amount expended for each indi¬ 
vidual. 

10. Is the “maximum amount matchable” the sonic 
as the amount of the federal share? 

No. The “maximum amount matchable” refers 
to the amount of state expenditures to which the 
matching formulas are applied. The federal gov¬ 
ernment reimburses a portion of this cost; what¬ 
ever is spent by the state over this limit receives 
no federal reimbursement. . . 

11. What is the maximum amount matchable per 
person under the new legislation? 

The federal government may participate in 
state expenditures up to a limit of $65 per per¬ 
son per month for recipients of aid to the aged, 
blind, and disabled, and up to $30 per person 
per month for recipients of aid to dependent 
children. 

12. How does this differ from the previous maxi- 
mums? 

Prior to Oct. 1, 1958, there were actually two 
matching formulas. Under the basic formula, 
tire federal government shared in the states 
monthly expenditures up to a limit of $60 per 
person in the aid to the aged, blind, and dis¬ 
abled programs and up to a limit of $32 each 
for one dependent child and the adult respon¬ 
sible for his care and of $23 for each additional 
dependent child in the same home. Under the 
vendor medical care payment matching formula, 
tire federal government shared in state expendi¬ 
tures up to a limit of $6 per adult and $3 per 
child. 

If the state chose to utilize both formulas, the 
basic formula applied to money payments only 
and the $6-and-$3 formula to vendor payments 
only; if it did not utilize the $6-and-$3 fontiula, 
the basic formula applied to the combined 
money and vendor payments. 

Averaging Provisions 

13. Are the new matching maximums applied to 
state expenditures in the same way as prior to 
Oct. 1, 1958? 

No. Prior to Oct. 1, "the maximum in the basic 
formula was applied to each individuals mone) 
payment while the $6-and-$3 formula was base 
on the average vendor payment per person on 
the assistance rolls. Under the new amendments, 
all public assistance expenditures in a given 
program are averaged monthly against the tota 
number of recipients in that program. 
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For e.xainplc, under the earlier system, if one 
old age assistance reeipient had a money pay¬ 
ment of $40 and a vendor payment of $4 and 
another had a money payment of $80 and a ven¬ 
dor payment of $8, the money payments could 
not be averaged, hut the vendor payments could 
if the $6-and-$3 formula were used. Thus, if 
both formulas were in use, $40 and $60 of the 
money payments would he eligible for federal 
matching under the basic formula and $6 and 
$6 (average of $4 and $8) under the vendor pay¬ 
ment formula. If only the basic formula was in 
use in the state, the amounts eligible for federal 
matching would be $44 and $60. 

Under the current law, all payments would 
be averaged ($44 plus $88 divided by 2 = $66) 
and $65 of this average pajTuent would be eli- 
gible for matching. 

14. Horn toiU this affect the operation of “pooled 
funds” for medical seroiccs? 

For some years, a number of states have oper¬ 
ated "pooled funds” set up to distribute medical 
expenses among all assistance recipients. In this 
system, a set amount from each recipient’s grant 
is paid into a special fund for medical costs, 
while payments out of the fund are made in 
proportion to care prowded. Thus, a recipient 
might receive a money payment of $55 and have 
$5 paid into tlie fund in his behalf, so that all 
expenditures in his behalf would come within 
tlie individual $60 maximum—and yet tlie re¬ 
cipient might have an amount much larger tlian 
$5 paid out of the fund for medical services he 
received. 

Since the $6-and-$3 formula for vendor medi¬ 
cal care payments was itself based on an averag¬ 
ing of medical expenditures against the total 
number of assistance recipients in a program, 
- there was less reason for a “pooled fund” in 
most states utilizing this new formula. 

Under the current law, since all public assist¬ 
ance expenditures, both money and vendor pay¬ 
ments, are averaged for federal matching, there 
would appear to be' few states which would 
gain any financial advantage by maintaining a 
"pooled fund.” However, it may possibly pro¬ 
vide administrative advantages in some states 
insofar as it would enable them to separate 
medical expenditures from other basic mainte¬ 
nance items and, perhaps, maintain a reserve to 
meet commitments xviA providers of services. 
There appears to be no legal obstacle to such a 
fund and a number of states are planning to 
coiitinue using this mechanism. 

15. May expenditures under all four programs be 
combined and~ax>eraged against the total public 
askance caseload? 

No. The four public assistance programs re¬ 
main distinct entities, which may even be ad¬ 
ministered by different state agencies, and sepa¬ 


rate accounts must be maintained for each. A 
separate average expenditure must be calcu¬ 
lated for each program. 

Federal Participation 

16. Does the federal share of public assistance ex¬ 
penditures remain the same as under prior for¬ 
mulas? 

Only in those states which have a per capita 
income above tlie national average; in otlier 
states, the federal share will increase. 

Yl.What was the federal share of expenditures 
prior to Oct. I, 1958? 

Under previous formulas for aid to the aged, 
blind, and disabled, the federal government re¬ 
imbursed % of the first $30 expended per recip¬ 
ient by the state under the basic formula and % 
the remainder up to tlie individual matching 
maximum of $60. If the state also utilized the 
$6-and-$3 formula, the federal government re¬ 
imbursed the average vendor payment up to 
a state expenditure of $6 and participated in 
only so much of the basic $60 maximum as was 
made in the form of money payments. 

For dependent children, the federal share was 
14/17 of the first $17 per recipient plus half the 
remainder up to the maximums of $32 each for 
the first child and the caretaker in a home and 
$23 for each,additional child. If the state also 
utilized the $6-and-$3 formula, the federal share 
was y^ the vendor medical care payments up to' 
a state expenditure of $3 times the number of 
children and $6 times the number of adults on 
the ADC rolls. The basic formula would then 
apply only to money payments. 

18. How has the federal reimbursement been calcu¬ 
lated since Oct. 1,1958? 

The expenditures in each public assistance 
program, including botli money and vendor pay¬ 
ments, are totaled monthly and averaged against 
. tliose receiving money payments plus those in 
whose behalf only vendor payments are made 
during that montli. The first part of the formula 
for determining the federal share remains the 
same as prior to Oct. 1, 1958: The federal gov¬ 
ernment repays state expenditures at % of the 
first $30 per recipient per month (average) in the 
. aid to the aged, blind, and disabled programs, 
and at 14/17 of the first $17 per recipient of aid 
. to dependent children. The second part of the 
formula, covering the federal share of average 
expenditures between $30 and $65 and between 
$17 and $30, the new maximums, is, however, 
no longer 50% for each state, but may vary froiri 
50% to 65% of the state expenditure. This .vary¬ 
ing share is related to each state's per capita 
income, so that the poorer states receive a pro¬ 
portionately larger federal reimbursement. 
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19. l»i how many states will the federal share he 
increased by this system? 

The federal government will pay more than 
the previous 50% in 33 states. In 19 states, it will 
pay the maximum percentage under the act, 65%. 


Percentage of Federal Expenditure, Inj States, 1958-1961 
Period (Promulgated by Secretary of Health, 
Education, and Welfare) 


Alabama .(lo.Oo 

Arizona .03.23 

Arkansas .65.00 

California .50.00 

Colorado .53.42 

Connecticut .50.00 

Delaware .50.00 

District of Columbia.50.00 

Florida .50.68 

Georgia .65.00 

Idaho .65.00 

Illinois .50.00 

Indiana .50.(K) 

Iowa .63.23 

Kansas .60.78 

Kentucky .65.00 

Louisiana .65.00 

Maine .65.oo 

Maryland .50.00 

Massachusetts .oO.oo 

Michigan .oO.On 

Minnesota .58.57 

Mississippi .65.00 

Missouri .53.42 

Montana . .54.07 


Xebraska ......63.41 

Nevada . .50.00 

New Hampshire.....57.9* 

New Jersc.v.50.00 

New Mexico.6.5.00 

New York.7)0.00 

North Carolina .65.00 

North Dakota .6.5.00 

Ohio .50.00 

Oklahoma .6.5.00 

Oregon ..52..5S 

Pennsylvania .50.00 

Rhode Island .r>0.00 

South Carolina .65.00 

South Dakota . 65.00 

Tennessee . 05.00 

Texas .61.36 

Utah .6.5.00 

Vermont .6.5.00 

Virginia . (»5.0o 

Washington ..50.00 

West Virginia. 6.5.00 

Wisconsin ..54.60 

Wyoming ..50.92 


20. How is federal participation determined outside 
the continental United States and in Alaska? 

The law specifies that the federal percentage 
in Alaska and Hawaii shall be 50%, without re¬ 
gard to the per capita income. 

In the Virgin Islands, Puerto Rico, and Guam 
(included in the program for the first time), fed¬ 
eral participation is set at a flat 50% of monthly 
expenditures up to $35 times the number of 
recipients of aid to the aged, blind, and dis¬ 
abled, and $18 times the number of aid to de¬ 
pendent children recipients. Tlie law also sets 
an annual limit on federal reimbursements for 
these three areas of $8,500,000 to Puerto Rico, 
$300,000 to the Virgin Islands, and $400,000 to 
Guam. 

Effect on State Financing 

21. How will these new formulas affect the propor¬ 
tion of federal support for state programs? 

It seems probable that the combination of 
averaging expenditures and increasing federal 
participation for low income states will mean 
an increase in federal reimbursement in almost 
every state. The Bureau of Public Assistance 
estimates that, if state expenditures continue at 
their present levels, the increased federal share 
will amount to about 198 million dollars per 
year. 

22; Are any states likely to receive less federal re¬ 
imbursement under the new formula? 

It would be possible, but appears unlikely in 
most states, since this loss could occur only in 
high income states which had been making 
maximum payments to each individual on the 
rolls. 


J.A.M.A., Dec. 20, IKJ 

Future Developments 

23, Has the medical profession taken any stum] on 
increased federal participation in this program? 

No. As previously noted (question 4) the 
American Medical Association has stated that 
the method and amount of payment for medical 
services for the needy should he determined at 
the state or local level, and in conference with 
representatives of the providers of such sen- 
ices. In accordance with this policy, the A. M. A. 
has not found it appropriate to specify any level 
of funding as necessary or adequate either for 
indigent medical services or for the entire pub¬ 
lic assistance program. Such decisions should he 
made by local authorities on the basis of the 
local situation. 

24. \yhat is the probable effect of these amend- 
meats on indigent medical care programs? 

Two factors may influence the development 
of such programs: Tire restored freedom of 
decision as to allocation of funds for the states, 
and the increased federal share in the costs in 
most states. The first factor will allow.the indi¬ 
vidual states to increase or decrease their ven¬ 
dor payment programs as they will, without be¬ 
ing influenced by concomitant increases and 
decreases in federal aid. This may result in the 
restoration of some vendor payment programs 
curtailed during the past year. It js unlikely 
that this freedom will cause the discontinuance 
of many programs unless there is continued 
strong local opposition, since few such programs 
are eliminated once begun. 

The second factor, the increase in federal sup¬ 
port, may lead to increase in public assistance 
programs, particularly among the low income 
states. It is difficult to predict which direction 
such increases may take, since there is pressure 
\on some of these states to provide a more ade¬ 
quate payment to meet basic nonmedical costs. 
However, the greatly' increased interest in med¬ 
ical care programs among state and local gov- 
emment officials generally, and among welfare 
officials in particular, may mean sonae increase 
in this type of service to the indigent. 

Further Information 

Since the Social Security' Amendments of 1958 
did not become law until Aug. 29, 1958, to becorne 
effective Oct. 1, 1958, there has, as yet, been little 
time for program planning by the various states. 
The Committee on Indigent Care of the Council on 
Medical Service will continue to report on signih- 
cant changes as they' occur; those desiring fnrm^^ 
information should svrite to the Council office, o3o 
North Dearborn Street, Chicago 10, Illinois. 

Note: The 1958 amendments also affect the 
OASDI and Maternal and Child Welfare programs; 
changes in these programs are not included in this 
report. 
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ARKANSAS 

Dr. Riggin Wins Award.-Dr. John T. Riggin, asso¬ 
ciate dean of tlic Uni\’crsity of Arkansas School of 
Medicine, Little Rock, has been given the first an¬ 
nual award of the Arkansas Conference of Tuber¬ 
culosis Workers “for outstanding work in the con¬ 
trol of tuberculosis in the state.” He was given a 
plaque signifying his achievements and those of 
his colleagues in the establishment and operation 
of a chest clinic at the University Medical Center 
and for other statewide activities in the manage¬ 
ment of tuberculosis. The clinic, organized in July, 
1956, provides a means for diagnosing and evaluat¬ 
ing patients with suspected tuberculosis and gives 
outpatient clinic treatment to those not hospitalized 
in sanatoriums. The clinic provides follow-up care 
of patients released from sanatoriums and provides 
the mechanism for training medical students in the 
diagnosis and ti'eatment of tuberculosis. Dr. Rig- 
gin reported that the clinic treated 876 patients 
in the first two years of its operation. Of these, 99 
were referred and/or admitted to either the Bonne¬ 
ville or McRae State Tuberculosis Sanatoriums. 
Another estimated 100 patients were gi\'en outpa¬ 
tient therapy at the Medical Center. The clinic sees 
only indigent patients e.vcept in those instances 
when private physicians refer patients to the Medi¬ 
cal Center for specific diagnosis or treatment. 

CALIFORNIA 

Dr. Rytand Named Bloomfield Professor.—Dr. 
David A. Rytand was named the first Bloomfield 
Professor of Medicine at Stanford Medical School. 
The appointment was revealed at a Big Game 
reunion luncheon for medical alumni marking the 
school’s 100th anniversary. The professorship hon¬ 
ors Dr. Artliur L. Bloomfield, emeritus professor of 
medicine, who • retired in -1954 and who is now 
engaged primarily in adding to his writings on 
internal medicine. 

School of Medicine Consolidates in San Francisco'. 
—For the first time since die earthquake and fire 
of 1906, the whole University of California School 
of Medicine is located at the University of Cali¬ 
fornia Medical Center, San Francisco. The fresh¬ 
man medical students who enrolled were the first 
to receive their basic instruction in anatomy, bio¬ 
chemistry, and physiology in the new, 14-story 
second unit of the Medical Sciences Building on 

Physicians are invited to send to this "department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, edacation, and public health. Programs should be received 
at least three weeks before the date of meeting. 


the San Francisco campus. The first-year courses 
previously were given on the Berkeley campus, and 
the departments that teach them completed their 
move to San Francisco during the summer. This 
move permits tire entire medical curriculum to be 
offered on a single campus and has made possible 
an increase from 78 to 100 in the first-year class. It 
also provides teaching and research space for 
other Medical Center departments, and it houses 
the Medical Center Library, and auditorium, and 
an animal tower. The new unit also provides addi¬ 
tional teaching and research space for the School 
of Pliarmacy, the division of oral biology of the 
School of Dentistrj', tlje Cancer Research Institute, 
and the departments of medicine, microbiology, 
parasitology, pathology, pharmacology, and radi¬ 
ology in the School of Medicine. About 176,000 
square feet of floor space are housed in the new 
Medical Sciences unit, which cost $5,773,649. Con¬ 
struction began in 1955. Anotlier major teaching 
and research building is scheduled for construction 
beginning in 1960. To be called the Healtli Sciences 
Instruction and Research Building, it will extend 
toward Mt. Sutro from the rear of the Medical 
Sciences Building. The 10-million-dollar structure 
is designed to help many Medical Center de¬ 
partments. 

COLORADO 

Emergency Hospital Unit for Civil Defense.—A 
200-bed civil defense emergency hospital was re¬ 
ceived by the University of Colorado Medical Cen¬ 
ter, Denver, from the federal government to expand 
facilities in the e\'ent of a civilian disaster and to 
serv'e training and educational purposes. Robert L. 
Denholm, Colorado University Medical Center ad¬ 
ministrator, said the unit weighs 13 tons and con¬ 
sists of more than 400 separate items. Delivered 
Nov. 17, the unit will be stored at tlie Medical 
Center and will be used to familiarize medical, 
nursing, and other personnel with its use. In the 
event of a civilian disaster, the hospital will be set 
up at the Medical Center and used on a temporary 
basis. The equipment received includes: a 15-kilo¬ 
watt generator, a 1500-gallon nylon water storage 
tank and pump, tliree operating rooms, a clinical 
laboratory, x-ray facilities, a sterilizing unit, pharm¬ 
acy, and central supply room. 

CONNECTICUT 

University-News.—Dr. Kenneth D. Keele, consult¬ 
ant physician at the Ashford Hospital, Middlesex, 
England, was appointed visiting professor of the 
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histoty of medicine at the Yale School of Medicine,. 
New Haven, and will be at Yale from October 
through December. He will work with Dr, John F. 
Fulton, Sterling Professor of the History of Medi¬ 
cine, in teaching medical and other university 
students in history of medical research. Dr. Keele 
is honorary secretary of the section on the history 
of medicine of the Royal Society of Medicine of 
London. 

ILLINOIS 

Hospital Lecture.—The fourth lecture in the ninth 
annual North Shore Hospital lecture series on “Emo¬ 
tional Forces in tlie Family” will be held at the hos¬ 
pital, 225 Sheridan Road, Winnetka, Jan. 7, 8:00 
p. m. “The Role of Children in the Family” will be 
discussed by Dr. Sidney Berman, assistant clinical 
professor of psychiatry, George Washington School 
of Medicine, Washington, D. C. The Commission 
on Education of the American Academy of General 
Practice has approved these lectures for category 
II credit. All physicians and allied professional per¬ 
sonnel are cordially invited to attend. 

Personal.—The Illinois State Medical Society has 
announced tliat it has selected Dr. Mark Greer, of 
Vandalia, as the “Outstanding General Practitioner 
for 1959” and that a plaque emblematical of the 
honor will be presented to Dr. Greer at the annual 
meeting of the societ)' in Chicago next May.—Dr. 
Arthur G. Baker, Pittsburgh, has been appointed 
director of Lake County Health Department. Pre¬ 
viously Dr. Baker was director of tlie Allegheny 
County Health Department, served for two years 
as deputy director of the Pittsburgh Department 
of Health, and for five years was chief of the sec¬ 
tion of local healtli service in the Michigan Depart¬ 
ment of Public Health. 

Chicago 

New Building for Medical Center.—An addition to 
Chicago’s West Side Medical Center has begun and 
Dr. John J. Sheinin, president of Chicago Medical 
School, has announced that the 10-story, block 
long, 110,000-square-foot building will be erected 
at a cost of 4 million dollars. It will have complete 
facilities for intensive research in biophysics, be¬ 
havioral science, infectious disease, allergy ar- 
tliritis, experimental surgery, experimental medicine, 
metabolism, endocrinology, biochemistry, hema¬ 
tology, cardiology, and oncology. Completion of this 
new building, the first of the Chicago Medical 
School’s 10-acre campus of buildings, is scheduled 
for the fall of 1960. The new campus is being 
developed to include a College of Physicians and 
Surgeons, a research hospital, nurses’ residence, 
student quarters, and faculty housing. When the 
new institute is completed it xvill provide research 
facilities for over 400 scientists, doctors, technicians. 


and postgraduate students. The new building u-iU 
be air conditioned, wth special climate control in 
the animal quarters, and is being provided rvitli 
pneumatic tube systems and closed circuit T\'. 
Large seminar rooms and exhibit halls will be on the 
first floor. 

INDIANA 

Annual Lecture Series.—The Alpha Tau Chapter ol 
the Phi Delta Epsilon Fraternity will hold its 
annual lectureship series Jan. 30 in the Indiana 
University School of Medicine Auditorium, In¬ 
dianapolis. The guest speaker wll he Dr. Thomas 
Gucker, HI, medical supervisor of the Behahilita- 
tion Center of the Orthopaedic Hospital of Los 
Angeles and associated wth the faculty of the 
University of Southern California. His subject is 
“Rehabilitation—Points of Emphasis.” 

MAINE 

Laboratory Dedicated to Hospital Pathologist.- 
The Maine Medical Center honored Maine General 
Hospital’s first pathologist, Mortimer Warren, by 
dedicating its remodeled and enlarged laboratory 
in his name. Dr. Warren became the first full-time 
pathologist at the hospital in 1922 and was still 
active at tlie time of his death in 1944. The medical 
staff in donating money to help remodel the labora¬ 
tory voted to name it in his honor “for his outstand¬ 
ing service to the hospital, his profession and the 
people of Maine.” 

MASSACHUSETTS 

Medical History Meeting.—The Benjamin Water- 
house Medical History Society will meet at the 
Massachusetts Memorial Hospital, Boston, Jan. 5, 
when Donald H. Fleming, Ph.D., visiting professor 
of history. Harvard University, and professor ol 
the history of science, Yale University, will speaK 
on “Inoculation Controversy of 1721.” Reservation 
for dinner may be made by calling KE 6-8600. All 
interested are invited to attend the medical history 
session. 

New Building for Mental Patients.—Medfield State 
Hospital played host on a tour of the new George 
O. Clark Reception Building. Built at a cost of 
$2,250,000, tire four-story building is designed fOT 
tire care of mental patients. The main feature is 
that it centralizes tire admission department, the 
medical and surgical unit, social service, and con¬ 
tinued treatment. The new structure will house 1? 
patients. This is Medfield State Hospital’s first new 
building since 1914. The Clark Building has two 
complete operating rooms; a physiotherapy labora¬ 
tory; ear, nose, and throat, eye . and foot clinics, 
cy'stoscopic room; pharmacy; x-ray laboratory; an 
electroshock ancl insulin treatment suites, t 
building is named for Dr. George 0. Clark, w o 
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served 36 ycar.s as Irvislcc and as chairman of Med- 
ficld State Hospital’s board of Iruslees from 1939 
to 1948. 

Anniversary for Psychoannlylic Society.—The 25th 
anniversary of the founding of the Boston Psycho¬ 
analytic Society and Institute was held Nov. 30 in 
Boston. The creative role played by Boston psycho¬ 
analysts in the development in the United States of 
tlieir specialty was featured in an afternoon and 
evening program, and the relations of the society 
and institute to the Harr'ard Medical School and 
the Boston Unir’crsitj' School of Medicine, to 
mental and general hospitals in the Boston area, to 
child psychiatry, social work, and to the social 
sciences generally were discussed. 

MICHIGAN 

Pkiu: Announcei] Sor licscard) Bvjhimg.—ConsirDC- 
tion of a $2,500,000 Research Building which will 
be owned jointly by University Hospitals and 
Western Reser^'e University School of Medicine is 
tentatively set for next summer. This will be the first 
major expansion of research facilities in more than 
30 years. The building was made possible through 
grants from the U. S. Public Health Service, tlie 
Hanna Fund, and Republic Steel. Containing about 
100,000 square feet, it will be used principally by 
the departments of medicine and preventive med¬ 
icine. Tlie L-shaped building will extend east from 
Lakeside Hospital. Tlie entire building will have 
two floors underground, and the main stem will be 
three stories high and tlie wing will be four stories. 
The Public Health Service grant amounted to 
$1,253,686 and was equaled by private gifts. Re¬ 
public Steel contributed $40,000 and the Hanna 
Fund pledged the balance. A second grant of $376,- 
245 is to be used for the remodeling of the School 
of Medicine. This includes air conditioning tlie 
entire building and modernizing research labora¬ 
tories of the basic science departments. Dr. Joseph 
T. Weam, dean of Western Reserve University 
School of Medicine, said that funds are needed to 
match this sum. 

Kenny Hospital and Rehabilitation Institute Affili¬ 
ate.—The Elizabeth Kenny Foundation has moved 
its in-patient facilities to the recently completed 
$3,500,000 Rehabilitation Institute of Metropolitan 
Detroit, 261 Brady Street, adjacent to Harper 
Hospital, according to a joint announcement by 
E- J. Rollings, executive vice-president of the foun¬ 
dation’s Michigan chapter, and Dr. Joseph N. 
Schaeffer, director of RIMD. The move climaxes an 
expanding, rehabilitation program which the Kenny 
Foundation has supported, both nationally and 
locally, for the past several years. In addition to 
pelio, a growing emphasis has been placed on help¬ 


ing victims of other crippling and degenerative 
diseases. Rehabilitation of tlie chronically ill "and 
disabled, which number 57,000 in the Detroit area, 
will be a unified objective of both RIMD and the 
Elizabeth Kenny Foundation. Services include Re¬ 
habilitation Nursing, Physical Therapy, Occupation¬ 
al Therapy, Speech and Hearing, Activities of Daily 
Living, Medical Social Services, Vocational Coun¬ 
seling, and Psychological Services. Associated with 
Wayne State University College of Medicine, RIMD 
will also serve as a training center for doctors, 
nurses, therapists, psychologists, social workers, and 
other rehabilitation personnel. The Elizabeth Kenny 
Hospital has been located in Farmington since 
1953. All in-patients and necessary hospital equip¬ 
ment were transferred to the new quarters of 
RIMD on September 11. The Kenny Foundation, 
which is supported by the United Foundation and 
the Michigan United Fund^ will continue to operate 
its new out-patient facility in Ferndale, Mich. 

MINNESOTA 

Dr. Magath Honored by Clinical Pathologists.— 
Dr. Thomas B. Magath, head of tlie section of 
clinical pathology of the Mayo Clinic from 1946 to 
1958, and professor of pathology in the Mayo Foun¬ 
dation, was honored Nov. 4 in Chicago at a dinner 
meeting of the American Society of Clinical Pathol- 
olgists and the College of American Pathologists. 
Dr. Magath received the Ward Burdick award of 
the American Society of Clinical Patliologists, de¬ 
scribed as “a gold medal which shall be presented 
to that Fellow who, in the opinion of the Research 
Committee, has presented the most meritorious con¬ 
tributions to the science of clinical patliology.” Dr. 
Magath has served as president of the society, the 
Minnesota State Board of Health, and the Min¬ 
nesota Academy of Science. 

NEBRASKA 

Meeting on Indian Health.—Indian health was dis¬ 
cussed when Creighton University medical and 
dental faculty members met widr Indian medical, 
dental, and pharmacy officers from a sLx-state area 
Nov. 13-14. Present were Dr. Joseph H. Gerber, 
medical officer for the Aberdeen Area, Division of 
Indian Health, U. S. Public Health Service, and 
members of the Aberdeen Area Medical, Dental 
and Pharmacy Officers Association, including Dr. 
Emery A. Johnson, Winnebago, association presi¬ 
dent. The Aberdeen area includes Nebraska, North 
Dakota, South Dakota, Minnesota, Iowa, and Wis¬ 
consin. The program featured Benjamin L. Lynch, 
D.D.S., dean of the Creighton University School of 
Dentistry; Dr. Benedict R. Walske, professor of 
surgery, Creighton School of Medicine; Dr. Robert 
P. Heaney, assistant professor of medicine; Dr. Har¬ 
old Ladwig, assistant professor of neurology; Dr. 
Robert J. Luby, instructor in obstetrics and gynecol- 
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og}'; and Dr. John R. Mitchell, assistant professor , 
of pediatrics. Dr. Richard L. Egen, assistant dean. 
School of Medicine, spohe at die group’s banquet in 
Sioux City Nov. 13. The two-day continuing educa¬ 
tion program for health officers was related to the 
referral system behveen die Winnebago Indian 
Hospital, which is diagnostic center for the Aber¬ 
deen Area, and Creighton University School of 
Medicine, Omaha. Tliis system, in conjunction widi 
the United States Public Health Service, helps care 
for indigent Indians in the area. 

NEW YORK 

Dr. Duthie Comes to Rochester.—Dr. Robert B. 
Dudiie, of the Institute of Orthopedics, Royal Na¬ 
tional Orthopedic Hospital, in London, England, 
has been appointed professor of orthopedic surgery 
and head of the division at the University of 
Rochester School of Medicine and Dentistry. 
Dr. Dudiie, who began his new duties on Oct. 1, 
has had clinical, teaching, and research ex-perience 
in England, Scotland, and Malaya, where he was on 
active militar)' sendee from 1949-51 as a captain in 
the Royal Army Medical Corps. He received the 
advanced degree of Master of Surgery with distinc¬ 
tion from the University of Edinburgh in 1956, 
when he was awarded the gold medal for his diesis, 
“Tlie Histochemistry of die Organic Phase of Post- 
foetal Osteogenesis.” Last year he received the 
President’s Prize of die Societe Internationale de 
Chirurgie for his ex-perimental work on osteogene¬ 
sis. Dr. Frederick N. Zuck, associate professor of 
orthopedic surgery, acting head of the division since 
the retirement of Dr. Russell P. Schwartz last year, 
continues as vice-chairman. 

New York City 

Orchestras for Doctors.—Physicians, dentists, and 
members of allied professions are invited to become 
members of two orchestras in New York City. Non¬ 
medical musicians may also join. The Doctors’ 
Orchestral Society of New York rehearses Tliursday 
ei'enings in the auditorium of the Stuyvesant High 
School, 13th Street and First Avenue, New York 
City, at 8:30 p. m. The Brooklyn Doctors’ Sym¬ 
phony meets Wednesday evenings in the auditorium 
of the Brookljm High School of Home Making at 
901 Classon Ave., comer of Washington Avenue, 
Brookljm, at the same time. For information wTite 
Dr. Benjamin A. Rosenberg, 909 President St, 
Brookljm 15: NEvins 8-2370. 

Invite Exhibits for Health Exposition.—Manufac¬ 
turers of drag and medical products, sanitary aids, 
foods, and other health-related products and serv¬ 
ices are being invited to participate in the second 
annual Health Exposition, a health education proj¬ 
ect of the New York City Department of Health, to 
be held in the New York Coliseum Aug. 5-15,1959. 


J.A.M.A., Dec. 20, 1958 

Tire Advisory Council is headed by Morey F. 
Fields, Ed.D., director of Public Health Education 
■for die New York City Department of Health. An 
attendance survey at the 1958 show revealed that 
visitors enjoyed unusual and dramatic exhibits 
which told an important story. Many of the people 
interviewed said they would like to see more dem¬ 
onstrations and tests, and more action with either 
animals or humans participating. For information 
write the City of New York Department of Health 
125 Worth St., New York 13. 

Study of Gastric Cancer.—The New York City De¬ 
partment of Health, five hospitals, and a medical 
group are conducting a study of gastric cancer in¬ 
volving more dian 6,000 persons. Tlie department, 
hospitals, and group have already examined more 
than 6,000 selected persons for gastric acidity and 
found that more than 1,000 of those examined had 
little or no acid in their gastric juice. Prem'ous 
studies showed that persons with little or no gastric 
acidity are three to four times more likely to de¬ 
velop gastric cancer than are persons xvith normal 
levels of acidity.' Die investigators will follow up 
each of those persons who were found to have 
little or no gastric acidity to determine whether 
they will develop cancer. This follow up will take 
three to five years. The study is being directed by 
the Bureau of Adult Hygiene of the Department 
of Health, of which Dr. Abraham Opjienheim is 
director. Those participating in the investigation are 
Betli El, Beth Israel, Brooklyn Jewish, Mt. Sinai, 
and Polyclinic hospitals, the Pack Medical Group, 
and tlie New York City Health Department’s East 
Harlem Cancer Prevention-Detection Center. The 
Pack Medical Group is an organization of private 
physicians who specialize in cancer. 

Dedicate General Hospital.—Die new 9-million- 
dollar Misericordia General Hospital at 600 E. 
233rd Street, Bron.x, was dedicated Sept. 7, 3:00 
p. m. Francis Cardinal Spellman, Mayor Robert F. 
Wagner, and Bronx Borough President, James J. 
Lyons, participated in the ceremonies. The new 
plant wall serve the Bronx and lower Westchester. 
It replaces the original Misericordia Hospital at 
531 E. S6th Street, Manhattan, founded by tte 
Sisters of Misericorde 70 years ago. The hospital 
includes a seven-stoty general hospital building ot 
210 beds, a six-story nursing school and residence 
for 150 nurses, and a three-story shelter for un¬ 
married mothers. On the ground floor of the mam 
building are services ' facilities. Administrative 
offices, intern quarters, admitting office, and medi¬ 
cal records library occupy the first floor. OeP 
patient departments, laboratories, and x-ray an 
emergency departments are located on fhe secona 
floor. The third floor contains fhe air-conditione 
surgical suite with 74 beds and equipment for al 
specialized types of surgery. Die department o 



Vol. 16S, No. 16 


MEDICM. NEWS 


2159 


surgery will Imvc a leaching alTiliation with Uie 
Bronx Municipal Hospital and the Albert Einstein 
College of Nicdicinc. The obstetrical suite occnpic.s 
tlic south wing and central area of the fourth floor, 
and the north wing provides 40 beds for gyne¬ 
cological patients. On the fifth floor are 43 patient 
beds and an 18-bcd pediatrics department, to- 
gelber with the department of Tncdicine, research 
laborator)', and the central sterile supply section 
for the entire hospital. Tire sixth and seventh floors 
contain the chapel and convent. Misericordia Hos¬ 
pital is one of 15 general hospitals of the archdio¬ 
cese affiliated with the Department of Health and 
Hospitals of New York Catholic Charities. 

NORTH CAROLINA 

Fatalities from Fires in 1957.—One-hundred and 
ninety-seven Nortir Carolinians lost their lives in 
Bres in 1957. Bums and other deaths associated 
with fire are the second most important cause of 
accidental death in the home, outranked only by 
falls. Normally, deaths due to bums in North Caro¬ 
lina as well as nationally occur most frequently 
among persons 65 years of age and older, but, in 
tlie state in 1957 more tlian .33% of the fatal fire 
accidents involved children under 15 years of age, 
and most of tliese were in tlie preschool age group. 

OREGON 

New Trudeau Society.—Tire Oregon Trudeau So¬ 
ciety was organized on May 14 as the medical sec¬ 
tion of the Oregon Tuberculosis and Healtli Asso¬ 
ciation. Tire following officers were elected: 
president, Dr. William Cohen, Portland; president¬ 
elect, Dr. Donald E. Olson, Portland; secretary- 
treasurer, Dr. Walter A. Noehren, Sandy. This 
brings the number of state Trudeau societies to 38. 

VIRGINIA 

Dr. Leavell Named Assistant Dean.—Dr. Byrd S, 
Leavell was named assistant dean of tlie University 
of Virginia School of Medicine, Charlottesville. He 
ivill succeed Dr. Henry B. Mulholland, who retired 
at the age of 65. Dr. Mulliolland will continue his 
medical practice and teaching duties as professor 
of internal medicine. 

GENERAL 

Poison Control Centers.—The American Association 
of Poison Control Centers was formed in Chicago 
Oct. 21. Officers elected were as follows: president. 
Dr. Robert J. Grayson,- organizer of the poison 
control center, Jackson Memorial Hospital, Univer¬ 
sity of Miami School of Medicine; vice-president. 
Dr, William C. Adams, University of Louisville 
School of Medicine; and secretary-treasurer, Harry 
W. Raybin, New York City Department of Health. 
Membership in the organization is open to persons 
and organizations interested in poison control pro¬ 


grams. The group will have as its aims the stimula¬ 
tion of scientific research and education on toxic 
substances, assistance to state and local officials and 
to voluntary agencies in tlie field of poison control, 
setting up standards for operation of poison control 
centers, the provision of information to the public, 
and the development of information services, in¬ 
surance liability programs in this area, and warning 
leaflets. 

Child Growth.—Today’s children are taller and 
heavier than those of a generation ago, according 
to statisticians of the Metropolitan Life Insurance 
Company. Comparison of measurements for Michi¬ 
gan children made recently with those in 1937- 
1939 shows consistently hi^ier figures for today’s 
children. Among boys under 9, average heights 
were greater by a fraction of an inch, and at ages 
9 and over by an inch or more. Among girls the 
difference was an inch as early as age 8. 'Tlie in¬ 
crease in average weight ranged from more than 
2 pounds at age 7 to as much as 13 pounds at age 
14. According to statisticians, moreover, tlie ulti¬ 
mate adult height has increased gradually. Evi¬ 
dence for this is available from data on adults in 
successive age groups, from father-son and modier- 
daughter comparisons of college entrants, from 
Selective Serx'ice data for the two World Wars, and 
from comparative figures on conscripts in various 
European countries. 

Tliree Researchers Win Nobel Prize in Medicine.— 
Tlie 1958 Nobel Prize in Medicine has been pre¬ 
sented to George Wells Beadle, D.Sc., Pasadena, 
Calif, and Edward Lawrie Tatum, Ph.D., New York 
City (jointly), and Dr. Joshua Lederberg, Ph.D., 
Madison, Wis. Half of tlie $41,250 award was given 
to Dr. Beadle, of the California Institute of Tech¬ 
nology, and Dr. Tatum, of the Rockefeller Institute, 
who until last year was at Stanford University, 
San Francisco. The other half of the prize went to 
Dr. Lederberg, chairman of the department of 
medical genetics. University of Wisconsin School 
of Medicine. Next April he will head a new depart¬ 
ment of genetics at Stanford University School of 
Medicine. Drs. Beadle and Tatum reportedly estab¬ 
lished tlie new field of biochemical genetics. Dr. 
Lederberg is known for his discovery that certain 
types of bacteria reproduce by fusing together. In 
1946 Drs. Tatum and Lederberg together received 
acclaim for their discovery of bi-parental inherit¬ 
ance and sexual reproduction in bacteria strains. 

Society News.—The officers of the American Society 
for the. Study of Arteriosclerosis are as follows: 
president. Dr. James G. Paterson, London, Ontario, 
Canada; vice-president, Forrest E. Kendall, Ph.D., 
Welfare Island, New York City; secretary-treasurer. 
Dr. Otakar J. Poliak, P. O. Box 228, Dover, Del.—‘ 
Tlie new officers of the American Association for 
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the Surgery of Trauma are Drs. Truman G. Blocker 
Jr., Galveston, Texas, president; James K. Stack, 
Chicago, president-elect; Harrison L. McLaughlin, 
New York City, vice-president; William T. Fitts Jr., 
Philadelphia, secretary; Raymond Householder, 
Chicago, treasurer; and Preston A. Wade, New 
York City, recorder.—The new slate of officers for 
the Western Industrial Medical Association, Inc., 
for 1958-1959 is; president. Dr. Edward J. Zaik, Los 
Angeles; vice-president. Dr. Verne G. Ghormley, 
Fresno, Calif.; secretary, Dr. Avon C. Remington, 
Los Angeles; treasurer. Dr. Clarence L. Lloyd, Los 
Angeles; assistant secretary. Miss Esther Klings- 
heim, Los Angeles; and assistant treasurer, Mrs. 
Olga V^olf, Los Angeles. 

Wanted by the FBI.—The Federal Bureau of In¬ 
vestigation requests the -cooperation of all physi¬ 
cians in the United States in locating Martin L. 
Manson, who was indicted by the Federal Grand 



Martin L. Manson. 


Jury at Los Angeles Feb. 25, 1953, for violation of 
the National Bankruptcy Act, and who may be 
under treatment for a tumor. For years Manson 
operated a tailor shop in Santa Barbara under the 
firm name of “Martin’s.” He also established several 
dry cleaning shops and either abandoned or closed 
tliem after a few months, moving to new locations. 

Manson, according to the FBI, is white, 69 years 
old, 5 ft. 7% in. tall, weighs about 170 lbs., is portly, 
has light blue eyes, mixed grey and brown hair, 
tliin on top. He lists his occupation as a tailor, and 
is proud, boastful, and self-assertive. He is married 
and has a daughter. 

Manson is known to have used the following 
aliases: Martin Luther Manson, Martin Leonard 
Manson, Bill Billinger, Martin Martinez, Rue Max 
Adams, Rue Leonard Adams, L. Martin, M. Leon¬ 
ard, Martin Leonard, Leo Leonard. 
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Any person having information which might 
assist in locating this fugitive is requested to imme¬ 
diately notify the Director of the Federal Bureau 
of Investigation, U. S. Department of Justice, Wash¬ 
ington 25, D. C., or the Special Agent in Charge of 
the nearest FBI Division, the telephone number of 
which is on the first page of local telephone direc¬ 
tories. 

Award Honors Elizabeth Blackwell.-Mrs. William 
Larimer Mellon Jr., of Deschapelles, Haiti, re¬ 
ceived the first Elizabeth Blackwell award of Hobart 
and William Smith Colleges, Geneva, N. Y., for 
“outstanding service to mankind.” The award was 
made by the Rev. Dr. Louis M. Hirshson, president 
of the colleges, at a special convocation to celebrate 
the 50th anniversary of the founding of William 
Smith College for women. It is named to commem¬ 
orate the life and works of Elizabeth Blackwell, 
reportedly the first woman doctor in the world, who 
received her M.D. degree from the medical depart¬ 
ment of Hobart (then Geneva) College in 1849. 
The award is a simple gold medal, somewhat 
larger than a silver dollar. Gwen Grant Mellon, 
witli her husband. Dr. William L. Mellon Jr.,- 
established the 75-bed Hospital Albert Schweitzer 
at Deschapelles, Haiti, in 1956 to serve the hundreds 
of thousands of people in the 600 square miles of 
the valley of the Artibonite River. Cost of the hos¬ 
pital, in excess of 2 million dollars, and an annual 
operating deficit in excess of $250,000 are paid for 
by the Grant Foundation,-a Pennsylvania non¬ 
profit corporation established by Dr. Mellon in 
honor of his wife, whose maiden name was Grant. 
Additional gifts to the foundation and its work are 
received from people all over the world, but its 
principal source of income has been Dr. and Mrs. 
Mellon. 


Psychiatrists Dedicate Office Building.—The dedi¬ 
cation of a new central office building in Washing¬ 
ton, D. C., for the American Psychiatric Association 
was held Oct. 31. Secretarjf of Health, Education 
and Welfare Arthur S. Flemming gave the dedica¬ 
tory address. The American Psychiatric Association 
was founded in 1844 by 13 physicians under the 
title Association of Medical Superintendents of 
American Institutions for the Insane. In 1892, by 
which time it had about 250 members, tlie name 
was changed to the American Medico-Psychological 
Association. In 1921, when it had 1,000 members, it 
assumed its present title. By 1950 the associations 
membership had grown to 6,000; this year it passed 
the 10,000 mark. The new $300,000 headquarters is 
a converted town house, owned outrightly by the 
American Psychiatric Association and made possible 
by voluntary contributions from its members. 1 
houses a staff of 35. The association provides a 
wide range of information and consultation services 
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to slate govcrnnicnls on mental health and ho.spital 
problems; it inspects', rates, and sets standards for 
mental hospitals; it publishes the American Journal 
of Psijcbiatry, the magazine. Menial Hospitals, and 
other professional books, reports, and proceedings; 
it issues the ofTicial Nomenclature for Mental Dis¬ 
orders; it administrates special research and con¬ 
ference 2 )rojccts; it fumished information to tire 
publie about psychiatry. It is a nonprofit association. 
The medical director. Dr. Mathew Ross, is the 
senior staff emi5lo)’ee of tire association. He took 
office in September this year, succeeding Dr. Dan¬ 
iel Blain. 

CORRECTION 

Licensed Foreign-Trained Physicians,—Table 29 
entitled “Foreign-Trained Physicians Licensed by 
State Boards, 1952-1957,” published in the State 
Board Number of The Jquuna.l, May 31, 1958, 
page 6'22, reported incorrect figures for the year 
1956. The total for the fiftlr column entitled “Exam¬ 
ination” for the year 1956 should have been 1,012. 
This likewise changes the total column in tliis 
section to 5,786 and the grand total to 6,738. The 
figures given for each state are incorrect and any¬ 
one referring to this table should consult the Coun¬ 
cil on Medical Education and Hospitals for the 
correct figures for each state. 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

AstEBiCAN Board of Anesthesiology: Oral. Phoenix, April 

5- 10. All applications already on file. Sec., Dr. Forrest E. 
Leffingwell, 217 Farmington Ave., Hartford 5, Conn. 

American Board of Dermatology: Written. Several Cities, 
Oct. 5. Oral. OUahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1,1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 
American Board of Internal Medicine: 1959 Schedule— 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates in the South and Southwest, New Or¬ 
leans, Feb. 3-6. Final date for filing application is Jan. 1. 
Oral. For candidates in the Midwest. Chicago, April 15-18. 
Final date for filing application is Jan. 1. Oral. For candi¬ 
dates on the West Coast. Final date for filing application 
is March 1. Oral. For candidates on the East Coast, Nov. 

6- 7, 9-10. Final date for filing application is March 1. 
Examination in the Subspecialties. Gastroenterology. 
Philadelphia, April 17-18. Final date for Sling application 
is Feb. 1. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 


American Board of Obstetrics and Gynecology: Part I. 
Various parts of the United States and Canada, January 16. 
Candidates notified of their eligibility to participate in 
Part I must submit their case abstracts within thirty days 
of notification of eligibility. No candidate may take the 
written examination unless the case abstracts have been 
received in tlie office of the Secretary. Oral and Clinical. 
Chicago, May 8-19. Formal notice of tlie e.xact time of each 
candidate’s examination will be sent him in advance of the 
examination dates. Candidates who participated in the 
Part I examinations will be notified of their eligibility for 
the Part II examinations as soon as possible. Sec., Dr. 
Robert L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

American Board of Ophthalmology: Written, qualifying 
test (Part I), Various Cities, Jan. 26. Oral. Philadelphia, 
June 2; St. Louis, Oct. 6-10. Sec., Dr. Merrill J. King, 22 
White St., Rockland, Maine. 

American Board of Orthopaedic Surgery: Part I. Wash¬ 
ington, D. C., Denver, Colorado and Rochester, Minn., 
Mar. 26-27. Deadline for filing application was Nov. 30. 
Part 11. Chicago, Jan. 21-23, 1959. Deadline for receipt of 
applications was Aug. 15. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chieago 3. 

American Board of Otolaryngology: Oral. Chicago, Oct. 
S-9. Final date for filing application is February. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

Ameiucan Board of Pathology: Boston, April 16-19. Final 
date for filing application is Feb. 28. Sec.; Dr. Edward B. 
Smitli, 1100 W. Michigan St., Indianapolis 7. 

AMEmcAN Board of Physical Medicine and Rehabilita¬ 
tion: Written, Part 1, and Oral, Part 11. Philadelphia, 
June 12-13. Final date for filing application is February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

American Board of Plastic Surgery: Oral and Written. 
Boston, May 9-11. Final date for submitting case reports is 
Jan. 1. Corresponding Secretary, Miss Estelle E. Hillerich, 
4647 Pershing Ave., St. Louis 8, Mo. 

American Board of Preventive Medicine: Written. Public 
Health. Regional, Apr. 9-11. Occupational Medicine. Chi¬ 
cago, Apr. 17-19. Aviation Medicine. Los Angeles, Apr. 
24-26. Final date for filing application for all three e.x- 
aminations is Jan. 15. Sec., Dr. Tom F. Whayne, 3438 
Walnut St., Philadelphia 4. / 

American Board of Proctology: Oral and Written. Phila¬ 
delphia, September. Final date for filing application is 
March. Sec., Dr. Stuart T. Ross, 520 Franlin Ave., Garden 
City, N. Y. 

Ameiucan Board of Psychiatry and Neurology: New 
York City, Dec. 15-16; New Orleans, Mar. 16-17. Training 
credit lor full time psychiatric and/or neurologic assign¬ 
ment in unapproved military programs or services between 
the dates of Jan. 1, 1950 and Jan. 1, 1954 will be termi¬ 
nated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Special Examination. Cin¬ 
cinnati, Mar. 16-19, 1959. Final date for filing application 
was Nov. 1. Candidates completing training June 30, 1959 
are not ebgible for the Spring 1959 examinations. Sec., Dr. 
H. Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Part 11. Houston, Tex., Jan. 
12-13; New Haven, Conn., Feb. 9-10; Durham, No. Car.; 
March 9-10; San Francisco, April 13-14; Indianapolis, May 
11-12; Columbus, Ohio, May 14-15. Sec., Dr. John Flick, 
1617 Pennsylvania Blvd., Philadelphia 3. 

Board of Thoracic Surgery: Oral. Los Angeles, April. 
Final date for filing application is Dec. 1. Sec., Dr. Wil¬ 
liam M. Tuttle, 1151 Taylor Ave,, Detroit 2. 

American Board of Urology: The oral xvill be given in 
Chicago in February 1959. Sec., Dr. William Niles Wi- 
shard, Jr., 30 Westwood Road, Minneapoh's 26. 
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Andes, T. Eugene, Gardner, Mass.; Temple Univer¬ 
sity School of Medicine, Philadelphia, 1940; mem¬ 
ber of the Massachusetts Medical Society and the 
American Psychiatric Association; certified by the 
National Board of Medical Examiners; veteran of 
World War II; served on staffs of hospitals in Harris¬ 
burg, Pa., Martinsburg, W. Va., Morganton, N. C., 
and Lakeland, Ky.; served as assistant superintend¬ 
ent of Gardner (Mass.) State Hospital; died in the 
Temple University Hospital, Philadelphia, Oct. 10, 
aged 44, of pulmonary emphysema. 

Aszuk, Joseph Charles ® Wilkes-Barre, Pa.; Temple 
University School of Medicine, Philadelphia, 1926; 
veteran of World War I; from 1928 to 1951 on.-the 
staff of Mercy Hospital and since 1951 on the staff 
of the Veterans Administration Hospital, where he 
died Oct. 18, aged 62, of carcinoma of the bladder. 

Bachmann, George William, Smith River, Calif.; 
University of Buffalo School of Medicine, 1906; 
veteran of the Spanish-American War; died Sept. 
20, aged 79, of a heart attack. 

Bernard, Louis Emile ® Croton-on-Hudson, N. Y.; 
born in 1898; University of Montreal Faculty of 
Medicine, Montreal, Que., Canada, 1925; Long 
Island College Hospital, Brooklyn, 1931; fellow of 
the American Psychiatric Association; served an 
internship at the Kings Park (N. Y.) State Hospital 
and a residency at the Rockland State Hospital in 
Orangeburg; member of the Association for tire 
Advancement of Psychotherapy, New York Society 
for Clinical Psychiatry, the Bronx Society of Neu¬ 
rology and Psychiatry, the Westchester Academy of 
Medicine, and New Jersey Neuropsychiatric So¬ 
ciety; served on the staff of the Croton Manor Sani¬ 
tarium; owner and director of the Stony Lodge in 
Ossining; consulting psychiatrist at Phelps Memo¬ 
rial Hospital in North Tarrytown, where he died 
Oct. 23, aged 60. 

Beyer, John Andrew H ® Madison, Wis.; born in 
Dover, N. J., March 11, 1921; Columbia University 
College of Physicians and Surgeons, New York City, 
1945; interned at the New York Post-Graduate 
Medical School in New York City and served a 
fellowslrip in internal medicine at the New York 
Hospital; certified by the National Board of Medi¬ 
cal Examiners and the American Board of Internal 
Medicine; instructor of pharmacology at his alma 
mater from 1946 to 1948; an associate of the 
American College of Physicians; member of the 


American Federation for Clinical Research and the 
Wisconsin Heart Association; member of the Kiddie 
Camp Convalescent Home for Rheumatic Heart 
Disease; member of the mobile clinics, Wisconsin 
Heart Association; member of the board and house 
physician, Oakwood Lutheran Home; consulting 
cardiologist. Visiting Nurse Service; member of the 
staff and chairman of the records committee, Madi¬ 
son General Hospital; director, rheumatic fever 
clinic, St. Mary’s Hospital; chief, cardiovascular 
section, and captain, U. S. Army Medical Corps, 
Percy Jones Army Hospital, Battle Creek, Mich., 
from 1951 to 1953; died in Sioux Falls, S. D., Oct. 
18, aged 37, of injuries received in an automobile 
accident. 


Blaine, Edward Smith ® Los Angeles; Milwaukee 
Medical College, 1911; served on the faculty of 
Marquette University School of'Medicine in Mil¬ 
waukee, Northwestern University Medical School 
in Chicago, and the College of Medical Evangelists 
in Loma Linda and Los Angeles; specialist certified 
by the American Board of Radiology; veteran of 
World War I; died at his home in San Marino, 
Calif., Oct. 8, aged 75. 


Boericke, Oscar Eugene, Philadelphia; Haliueniann 
Medical College and Hospital of Philadelphia, 
1898; an associate member of the American Medi¬ 
cal Association; served on the faculty of his alma 
mater; died Oct. 16, aged 86. 


Brosvn, Joseph Nichols, Campti, La.; Hospital Col¬ 
lege of Medicine, Louisville, Ky., 1906; member of 
the Louisiana State Medical Society; past-president 
of the Natchitoches Parish Medical Association; 
died in Shreveport Oct. 10, aged 81. 


Burch, Newnan Burgess, Hot Springs National Park, 
Ark.; University of Tennessee College of Medicine, 
Memphis, 1917; for many ymars associated with the 
YPade Clinic; owner of the Burch Clinic; died in the 
Ochsner Foundation Clinic in New Orleans, Oct. 
13, aged 71. 


Burke, Joseph Peter, Scranton, Pa.; Georgetown 
University School of .Medicine, Washington, D. C., 
1913; veteran of World War I; on the staffs of State, 
Mercy, and St. Mary’s hospitals; died in the Vet¬ 
erans Administration Hospital in V'ilkes-Baire 
Oct. 18, aged 75, of asthma. 

Burleson, William Bro-wn ® Plumtree, N. C.; Uni¬ 
versity of Maryland School of Medicine and 
of Physicians and Surgeons, Baltimore, 1915; die 
Oct. 2, aged 76. 


Indicates Member o£ the American Medical Association. 
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Butler, Harry M., Hutchinson, Kan.; Ensworth 
Medical College, St. Joseph, Mo., 1905; .served on 
the staffs of the Hadley Memorial and St. Anthony’s 
hospitals in Hays; died in the Grace Hospital Oct. 
10, aged 81, of pneumonia. 

Carman, John Thomas, Franklin, Ky.; University 
of Tennessee Medical Department, Nashville, 1898; 
an associate member of the American Medical 
Association; died in the Carter Moore Hospital Oct. 
1, aged 88, of heart disea.se and a fractured hip as 
the result of a fall. 

Charles, Thomas Goodell @ lleardstown. Ill.; North¬ 
western University Medical School, Chicago, 1909; 
chairman of the lleardstowm Board of Health; 
\eteran of ^^^orld M'ar I; died in St. Luke’s Hospital, 
St. Louis, Oct. 10, aged 71. 

Clienowetii, Laurence Benjamin @ Cincinnati; 
Johns Hopkins University School of Medicine, 
Baltimore, 1919; served on the faculty of the Cor¬ 
nell University in Ithaca, N. Y., and as director of 
the department of hygiene and student health serv¬ 
ice, University of Cincinnati; past-president of the 
American College Health Associatiom for three 
years president of the Phi Epsilon I^ppa; joint 
author of “School Problems,” "Personal Hygiene,” 
and other books on hygiene and health; died Oct. 
17, aged 67, of coronary occlusion and arterioscle¬ 
rotic heart disease. 

Close, John Harry ® Minersville, Pa.; University 
of Pennsylvania School of Medicine, Philadelphia, 
19.35; interned at the Harrisburg (Pa.) Hospital; 
died in the A. C. Milliken Hospital in Pottsville 
Sept. 24, aged 51, of hypertensive heart disease. 

Coffee, John Young Jr. ® Huntsville, Ala.; Medical 
College of Georgia, Augusta, 1947; served in the 
Korean War and World War II; interned at Jeffer- 
son-Hilhnan University Hospital in Birmingham; 
formerly resident in pediatrics at the Employees 
Hospital of the Tennessee Coal, Iron and Railroad 
Company in Fairfield; served as vice-president of 
the Madison County Medical Society; died in the 
Brookhaven National Laboratories in Upton, L. I., 
Oct. 5, aged 36, of brain tumor. 

Council, Melton Downie, Vero Beach, Fla.; Johns 
Hopkins University School of Medicine, Baltimore, 
1911; an associate member of the American Medical 
Association; veteran of World War I; died in the 
Veterans Administration Hospital, Richmond, Va., 
Oct. 5, aged 74. 

Creighton, Matthew Eugene ® Chicago; Loyola 
University School of Medicine, Chicago, 1925; 
fellow of the International College of Surgeons; 
served on the faculty of his ahna mater; member 
and past-president of the medical staff, St. Bernard 
Hospital; died Oct. 21, aged 59, of coronary occlu¬ 
sion. 


Cronin, Herbert Joseph, Cambridge, Mass.; Har¬ 
vard Medical School, Boston, 1911; member of the 
Massachusetts Medical Society; died in Boston Oct. 
3, aged 69, of bronchopneumonia. 

Daniel, Samuel Greene ® Marshall, Ark.; Univer¬ 
sity of Louisville (Ky.) School of Medicine, 1895; 
died Oct. 1, aged 90. 

Danskin, Melville George, Billings, Mont.; born in 
Colo, Iowa, Oct. 9, 1883; Nortliwestern University 
Medical School, Chicago, 1909; an associate mem¬ 
ber of the American Medical Association; a past- 
vice-president of the Montana Medical Association; 
for many years practiced in Glendive and eastern 
Montana; appointed county health officer for Daw¬ 
son County in 1916, serving in this capacity for 
many years; from 1923 to 1927 mayor of Glendive 
and served as president of the state public health 
association and as the first president of the local 
Kiwanis Club; in 1916 named physician in charge 
of the Dawson County Hospital, holding that post 
for many years; died Oct. 11, aged 74. 

Davis, James Matheson ® Wadesboro, N. C.; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City', 1913; veteran of World 
War I; on the staff of the Anson County Hospital; 
died in Denton, Oct. 12, aged 69, of acute coronary 
occlusion. 

Delbaum, Harry, Brooklyn; Long Island College 
Hospital, Brooklyn, 1935; member of the Medical. 
Society of the State of New York; on the staff of 
the Unity Hospital; died Oct. 12, aged 49, of coro¬ 
nary disease. 

Di Rienzo, George Michael ® Napa, Calif.; New 
York Medical College, Flower and Fifth Avenue 
Hospitals, New York City, 1948; member of the 
American Academy of General Practice; captain, 
U. S. Air Force from July 1, 1949, to Sept. 3, 1951; 
on the staff of the Queen of the Valley Hospital; 
died Oct. 14, aged 32, of coronary arteriosclerosis. 

Dudley, Augustus William ® Cambridge, Mass.; 
Harvard Medical School, Boston, 1895; veteran of 
World War I; fellow of the American College of 
Surgeons; for many years on the staff of the Mount 
Auburn Hospital; died in die Westboro (Mass.) 
State Hospital Oct. 7, aged 90, of carcinoma of the 
colon. 

Dunn, James ® Davenport, Iowa; Rush Medical 
College, Chicago, 1904; specialist certified by the 
American Board of Pediatrics; member of the 
American Acadfemy of Pediatrics; honorary life 
member and secretary of tiie Iowa and Illinois 
Central District Medical Society, and served as 
editor of its bulletin; at one time a medical officer 
in the U. S. Public Health Service; on the staffs of 
Mercy and St. Luke’s hospitals; died in Muscatine 
Oct. 11, aged 79. 
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Dusthimer, Oren Isaiah ® Zanesville, Ohio; Ohio 
Medical University, Columbus, 1906; honored in 
June, 1956, when the Muskingum County Academy 
of Medicine presented him with a SO-year pin; re¬ 
ceived a certificate of distinction from the Ohio 
State Medical Association; on the staffs of the Good 
Samaritan Hospital and the Bethesda Hospital, 
where he died Oct. 13, aged 82, of rheumatic heart 
disease and pneumonia. 

Ebeling, Wilh'am Bruno, Brooklyn; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1914; speciahst certified by the Amer¬ 
ican Board of Ophthalmology; fellow of the Amer¬ 
ican College of Surgeons; on the staff of the Brook¬ 
lyn Eye and Ear Hospital; died in the General 
Hospital of Monroe County, East Stroudsburg, 
Sept. 13, aged 67, of mesenteric thrombosis. 

Farrar, William Charles, Birmingham, Ala.; Bir¬ 
mingham Medical College, 1908; died Oct. 11, aged 
79, of uremia and cardiovascular disease. 

Field, Thomas Sullivan ® Green Cove Springs, Fla.; 
Dartmouth Medical School, Hanover, N. H., 1910; 
fellow of the American College of Surgeons; vet¬ 
eran of World War I; on the staffs of Duval County 
Medical Center, St. Luke’s Hospital, and St. Vin¬ 
cent's Hospital in Jacksonville, where he died Oct. 
10, aged 72, of bronchiectasis. 

Fitzporter, Alonzo Leo ® Muskogee, Okla.; St. 
Louis University School of Medicine, 1910; service 
member of the American Medical Association; re¬ 
tired from the Veterans Administration regional 
office, in 1954; served most of his career in various 
veterans hospitals throughout the country; veteran 
of World Wars I and II; died in Tucson, Ariz., Oct. 
13, aged 74, of coronary occlusion. 

Frey, Robert David, Allentown, Pa.; Jefferson Medi¬ 
cal College of Philadelphia, 1890; died in the Allen- 
to\vn Hospital Oct. 10, aged 90, of uremia and 
generalized arteriosclerosis. 

Friedman, Joseph ® Baltimore; University of Mary¬ 
land School of Medicine and College of Physicians 
and Surgeons, Baltimore, 1931; member of the 
American Academy of General Practice; veteran of 
World War II; died Oct. 4, aged 56. 

Frymire, Ewett Waverly ® Frankfort, Ky.; Univer¬ 
sity of Louisville Medical Department, 1905; died 
in the Norton Memorial Infirmary Oct. 9, aged 77, 
of arteriosclerotic heart disease. 

Gallagher, James Franeis ® Freeland, Pa.; Temple 
University School of Medicine, Philadelphia, 1925; 
on the staffs of the Hazleton State and St. Joseph’s 
hospitals; member of the board of directors of the 
Harieton Heart Association; died Oct. 7, aged 58, 
of coronary disease. 
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Gallivan, Thomas Humphrey ® Santa Ana, Calif.; 
Yale University School of Medicine, New Haven 
Conn., 1909; specialist certified by the American 
Board of Otolaryngology; served on the slaSs ot 
St. Francis Hospital in Hartford, Conn., Commu¬ 
nity and Doctors hospitals in Santa Ana, and St. 
Joseph Hospital in Orange, where he died Oct 14, 
aged 73. • 


Gibbons, Charles Kimball, Kearney, Neb.; North¬ 
western University Medical School, Chicago, 1902; 
past-president of the Buffalo County Medical So¬ 
ciety; veteran of World War I; on die staff, of the 
Good Samaritan Hospital; member of the Chamber 
of Commerce and the Rotary Club; died Oct. 3, 
aged 81, of gastrointestinal bleeding and shock. 


Gleason, Ralph Sidney, Deer Island, Maine; Tufts 
College Medical School, Boston, 1929; interned at 
Eastern Maine General Hospital, Bangor; member 
of the Massachusetts Medical Society; for many 
years practiced in Wellesley Hills, Mass.; served on 
the staff of the Nevvton-Wellesley Hospital in New¬ 
ton, Mass,; veteran of World War II; died Oct. 13, 
aged 53, of pulmonary hemorrhage. 

Goudelock, John Jefferies," Monroe, N. C.; Medical 
College of South Carolina, Charleston, 1923; mem¬ 
ber of the Medical Society of the State of North 
Carolina; associated with the Ellen Fitzgerald 
Annex of the Union Memorial Hospital; was found 
dead in bed Oct. IS, aged 58, of a heart attack. 


Grant, Wilh’am Lee ® St. Paul, Minn.; Marquette 
University School of Medicine, Milwaukee, 1953; 
service member of the American Medical Associa¬ 
tion; interned at the Illinois Central Hospital in 
Chicago; served as a captain in the U. S. Army Re¬ 
serve and as head of the .outpatient clinic at Fort- 
Leonard Wood, Mo.; died Oct. 18, aged 29. 
coronary occlusion. 

Gray, Robert Hollingsworth, Slireveport, La.; Belle¬ 
vue Hospital Medical College, New York City, 
1895; for many years on the staff of the Schumpert 
Sanitarium, where he , died Oct. 5, aged 87, of in¬ 
juries received when struck by an automobile on 
. Sept. 27. 


Hargrove, Henry C., Beckley, W. Va.; Howard Uni¬ 
versity College of Medicine, Washington, D. C., 
1908; died Oct. 1, aged 78. 


Henry, John Robert, Winston-Salem, N. C.; Leonar 
Medical School, Raleigh, 1908; medical director o 
the Winston Mutual Life Insurance Company, n 
post he held for 39 years; medical director of Sa e 
Bus Company; attending physician at the Kate 
Bitting Reymolds Memorial Hospital, where he die 
Oct. 3, aged 74, of gastrointestinal hemorrhage from 
esophageal varices, and cirrhosis of the liver. 
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Herbert) William, Dimocliii, Fla.; Long I.slancl Col¬ 
lege Hospital, UrooWyii, 1909; specialist certified 
bv tbe Americao Hoard of Otolaryngology, fellow 
of tbe American College of Surgeons; formerly 
practiced in Brooklyn, where he was associated 
witli the Brooklyn, Hnshwick, and Brooklyn Eye 
and Ear hospitals; died in the Mease Hospital Sept. 
26, aged 76, of artmioselerotic heart disease. 

MacBride-Dexter, Edith @ Sharon, Pa.; horn in 
Grove City. Pa., May .'3, 1SS7; Woman’s Medical 
College of Pennsylvania, Philadelphia, 1910; from 
1912 to 1917 physician for girls. Grove City (Pa.) 
College; .appointed secretary of liealtli, Common¬ 
wealth of Pennsylvania in 1935, serving until 1939; 
oa Aug. 12, 1938, was awarded Pemisylvania’s 
“meritorious service medal” hy the governor, for 
distinguished service in public liealth during wide¬ 
spread floods of 1936, and for a progressive pro¬ 
gram as secretary of health; past-vice-president of 
the Medical Society of the State of Pennsylvania; 
for ten years secretary of the Mercer County Med¬ 
ical Society; served as chairman of tire advisory 
board of health, as member of the sanitary water 
board, state hoard of medical education and li¬ 
censure, state dental council and examining board, 
and state board of undertakers, Commonwealth of 
Pennsylvania; member of the Pennsylvania Public 
Health Association and served as chairman of e.\- 
ecutive committee; from 1935 to 1939 member of 
the Conference of State mul 3'erritorial Health 
Authorities; member of the Conference of State 
and Provincial Health Authorities of North Amer¬ 
ica and the Pan American Association of Ophthal¬ 
mology; at various times vice-chairman, secretary, 
and chairman of the Secretaries Conferences of 
Component County Medical Society of the State 
of Pennsylvania; from 1919 to 1935 on the staff of 
the G. H. Buhl Hospital, now known as the Sharon 
General Hospital, where she returned to the staff 
in 1939; ophthalmologist to the Sharon Plant, Wes- 
tinghouse Electric Manufacturing Company and 
National Alalleable and Steel Castings Company; 
died Oct. 11, aged 71, of a heart attack. 

McKenna, Henry Joseph ® Louisville, Ky.; born in 
Louisville March'30, 1885; University of Louisville 
School of Medicine, 1910; associated with Mayo 
Clinic in Rochester, Minn., from July 1, 1912, to 
Feb. 1, 1915; veteran of World War 1; formerly 
practiced in Kansas City, Mo., where he was presi¬ 
dent of the staff of St. Mary’s Hospital; at one time 
president of the McKenna Distillery of Fairfield; 
fellow of the Ariierican College of Surgeons; mem¬ 
ber of the Industrial Medical Association; served 
on the staff of St. Joseph Hospital and as medical 
director of the Bendix Products Division of the 


Bendix Aviation Corporation in South Bend, Ind.; 
died in, St Joseph Infirmary Oct 8, aged 73, of 
peritonitis and pneumonia. 

Mateer, Harry Oliver ® Pittsburgh; Pulte Medical 
College, Homeopathic, Cincinnati, 1910; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1912; for many years associated with the 
health service of the city schools; veteran of World 
War I; past-president of the Hahnemann Alumni 
Association; member of the staff of the Shadyside 
Hospital, where he died Oct. I, aged 72. 

Mendelsohn, Sidney Norman ® Cincinnati; Univer¬ 
sity of Louisville (Ky.) School of Medicine, 1929; 
fellow of the Americtm College of Surgeons; spe¬ 
cialist certified by the American Board of Surgery; 
on the staffs of Our Lady of Mercy Hospital and 
the Jewish Hospital and Medical Center of Cincin¬ 
nati, where he died Oct. 4, aged 53. 

Meriwether, EHyson Gwynne ® Memphis, Tenn.; 
Memphis Hospital Medical Gollege, 1909; member 
of the American Psychiatric Association; died Oct. 
7, aged 7.3, of cerebral thrombosis and arterioscle¬ 
rosis. 

Metheny, Samuel, Lincoln, Neb.; Lincoln Medical 
College of Cotner University, 1902; served on the 
faculty of his alma mater; died in the Bryan Me¬ 
morial Hospital Oct. 2, aged 94, of intestinal ob¬ 
struction and coronary thrombosis, 

Noyes, John Russell ® Brockton, Mass.; Boston 
University School of Medicine, 1904; fellow of the 
American College of Surgeons; tor many years 
associated with the Brockton Hospital, where he 
served as chief of the eye, ear, nose and throat 
service; consultant, Jordan Hospital, Plymouth; 
died Oct. 8, aged 82, of cerebral thrombosis. 

Nussbaum, Oscar, New York City; Julius-Maximil- 
ians-Universitiit Medizinische Fakultat, Wurzburg, 
Bavaria, Germany, 1908; an associate member of 
the American Medical Association; died in the 
Jewish Memorial Hospital Oct. 11, aged 78, of 
intestinal neoplasm. 

Rauch, Harvey Milton, Ormond Beach, Fla.; Col¬ 
lege of Physicians and Surgeons, Baltimore, 1904; 
member of the staff of St. Joseph’s Hospital and the 
Falk Clinic in Pittsburgh, where he practiced for 
many years; died Oct. 1, aged 82, of a heart attack. 

Reed, Russel'^ Soule ® Seattle; Bennett Medical 
College, Chicago, 1913; died in the Virginia Mason 
Hospital Oct. 4, aged 70, of myocardial infarction. 

Thorndike, W. T. Sherman, Philadelphia; bom in 
Boston Jan. 16, 1893; Harvard Medical School, 
Boston, 1920; for many years on the faculty of his 
alma mater; an associate member of the American 



2166 


DEATHS 


Medical Association; member of the Massachusetts 
Medical Society; past-president and secretary of 
the Philadelphia Hospital Association and a mem¬ 
ber of its executive committee; member of the 
council on administrative practice, Hospital Asso¬ 
ciation of Pennsylvania, advisory committee to the 
Commission on Blood Banks, Medical Society of 
the State of Pennsylvania, and on the advisory 
board of the Hospital Council of Philadelphia; 
during World War II served as registrar of the 
Sixth General Army Hospital in Casablanca and 
Rome; later served as commanding officer of 
the 154th Station Hospital in Italy and was dis¬ 
charged in 1946 with the rank of lieutenant 
colonel; interned at the Boston Lying-In Hospital 
and the Massachusetts General Hospital in Boston, 
where he was assistant director for many years; 
managing director of the Germantown Dispensary 
and Hospital, where he died Oct. 10, aged 65, of 
cancer of the prostate with metastasis. 

Tillman, Isidor R., Brooklyn; University of Buffalo 
School of Medicine, 1901; an associate member of 
the American Medical Association; died Sept. 15, 
aged 87, of pneumonia, cardiac decompensation, 
cerebral thrombosis, and generalized arterioscle¬ 
rosis. 

Truex, Barbara Mae Binkley ® Jackson, Tenn.; 
Vanderbilt University School of Medicine, Nash¬ 
ville, 1942; served an internship at the Barnes 
Hospital in St, Louis and a residency at the Ghil- 
dren’s and Gincinnati General hospitals in Gincin- 
nati, Ohio; on the staff of the Jackson-Madison 
Gounty General Hospital; died Sept. 23, aged 40, 
of a basal skull fracture as the result of a fall from 
a horse. 

Virden, Charles Edgar ® Kansas City, Mo.; born in 
Kansas City April 12,1895; Northwestern University 
Medical School, Chicago, 1920; assistant clinical 
professor of radiology at the University of Kansas 
School of Medicine in Kansas City, Kans.; specialist 
certified by.the American Board of Radiology, Inc.; 
past-president' of the Jackson County Medical So¬ 
ciety which in 1947 awarded him its certificate of 
merit; past-president of the Missouri division of the 
American Cancer Society and received a gold 
medal from the American Cancer Society for his 
work in connection with the disease; past-president 
of the American College of Radiology, - Missouri 
State Medical Association, Kansas City Southwest 
Clinical Society, and the Radiological Society of 
North America; member of the Kansas City Acad¬ 
emy of Medicine and the Industrial Medical Asso- 
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elation; fellow of the American Geriatrics Societ)- 
and the American Association for the Advancement 
of Science; consultant radiologist for the U, S. 
Public Health Service and the Parsons Tumor 
Clinic in Parsons, Kan.; instrumental in establishing 
the cancer clinic at the Kansas City General Hos¬ 
pital; chief radiologist at St. Joseph Hospital, where 
he served an internship and where he was associ- 
.ated for many years; died in the Georgetown Uni¬ 
versity Hospital in Washington, D. C., Oct. 3, aged 
63, of coronary thrombosis. 

Whitely, Seals. Leftwich ® Durant, Okla.; Univer¬ 
sity of Oklahoma School of Medicine, Oklahoma 
City, 1949; member of tire American Academy ol 
General Practice; secretary-treasurer, Atoka, Bryan, 
Coal Counties Medical Society; served as county 
superintendent of pubiic health; associated wjli 
Durant Hospital; died Sept. 26, aged 37, of tera¬ 
toma of the mediastinum. 

Willmarth, Edwin Hamilton ® New CaStle, Pa.; 
University of Nebraska College of Medicine, Oma¬ 
ha, 1928; on the staffs , of the Jameson ;Memorial 
Hospital and New Castle Hospital, where he died 
Sept. 19, aged 57, of cerebral hemorrhage. 

Wilson, Eva McCleriahan ® Mill Valley, Calif.; 
Northwestern University Woman’s Medical School, 
Chicago, 1894; member of the Illinois State Medical 
Society; died Sept. 25, aged 88. 

Wooden, James Leonidas ® Clatskanie, Ore.; Uni¬ 
versity of Oregon Medical School, Portland, 1906; 
veteran of World War .1; served several terms on 
the school board; the citizens of the Clatskanie area 
honored him with a “Doctor Wooden Day in 
August of last year, commemorating 50 years of 
practice in the community; a fountain in- the cit) 
park was erected and dedicated in his honor; for 
many years director of the First National Bank, 
died in the Emanuel Hospital, Portland, 
aged 76, of cancer of the cecum and chest wit 
metastasis and bronchopneumonia. 

Zimmerman, Frank Dieffenbach, SchaefferstoOT, 
Pa.; Jefferson Medical College of Philadelphia, 
1907; an associate member of the American Me 
ical Association; past-president of the Lebanon 
County Medical Society; president of the Heide- 
berg Water Company; for many years served ^ 
president of the Schaefferstowri National Ban', 
prior to its becoming a branch of the Lebanon 
VaUey'National Bank,- of which he was director, a 
charter member of the local Lions Club; on ® 
staff of the Good Samaritan Hospital in Lebanon, 
died Sept. 27; aged 80, of acute coronary occlusion. 
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Lung Cancer.—Prof. J. Firket {Proceedings of the 
Roijnl Socictij of Medicine of London) studied air 
pollution in Liege, an industrial center. He found 
that the homes of 500 patients unth pulmonary can¬ 
cer were largely concentrated in the center of the 
city. Many workers were employed in tlie huge 
metallurgie establishments just upstream of the city 
and lived in houses built 10 to 15 years ago. Be¬ 
cause of the prevailing wind, the area they all 
occupied was one of the least polluted by chemical 
dust, yet the number of workers with pulmonary 
cancers was fairly large. In contrast, in the center 
of the area which is surrounded by a horseshoe 
bend of the Meuse River, immediately northeast 
of the first area, there were few patients witli can¬ 
cer even though this is a sort of tableland on which 
dust settles in abundance. There was no industry 
on the plateau and it has been a pleasant residential 
area for about 45 years witii many trees and occu¬ 
pied by the upper middle class. The extensive dust 
pollution of this area was not known at the time it 
was built. 

Tire author was struck by the large number of 
persons with cancer Using in tire center of the city 
and especially in streets beside railways or canals. 
Tire attention was drawn to tliese by their names, 
“Rue de la gare. Rue de la station, Rue du chemin 
de fer, and Rue' du vicinal.” Railway engines were 
an obsious. source of air pollution and steamboats 
also definitely polluted the air around the docks. In 
1955 the ineidence of lung cancer in Canada was 
found to be five times higher among locomotive 
engineers than among the whole population. En¬ 
gineers inhaled carcinogenic hydrocarbons either 
from the sooty exhaust of diesel engines or the 
smoke of coal-buming locomotives. 

In Belgium, too, one can see a striking corre¬ 
spondence between smoke and lung cancer. In the 
vicinity of factories in Herstal, one can find many 
men out of work because of cancer, but as the val¬ 
ley runs north the incidence suddenly drops and, at 
the same time, the smoke disappears. Toward the 
east the smoke continues and with it the cancer. 
From five years of research it must be concluded 
that lung cancer has a complex etiology. Of several 
factors cigarette smoking is an important, but not 
ah essential, one. Polluted air, and particularly the 
hydrocarbons contained in soot, appear to be even 
more important. 

The items in these letters are contributed by regular correspondenti 
in the various foreign countries. 


BRAZIL 

Tetanus Neonatorum.—Dr, Francisco La Scala 
(Jornal de pediatria, vol. 23, September, 1958) re¬ 
ported a series of 56 patients with tetanus neonato¬ 
rum. He called attention to the low incidence of this 
disease among Negroes, indicating a racial resist¬ 
ance. Only six of these children recovered despite 
the use of antitetanic serum and antibiotics. The 
author advocated as a preventive measure against 
this complication the immunization of expectant 
mothers who cannot have the assistance of an asep¬ 
tic deliverx'. 

Schistosomiasis.—Dr. Luis Rey (Hospital, vol. 54, 
October, 1958) reported that a new focus of schis¬ 
tosomiasis has been discovered within the city of 
Sao Paulo. He believed that new foci appear only 
as a consequence of favorable conditions recently 
created. Due to the inefficiency of molluscocides 
and the limitations of chemotherapy, greater em¬ 
phasis must be placed on sanitar)' methods of con¬ 
trol aimed not against schistosomiasis alone but 
against all endemic diseases spread through feces 
and polluted water. 

Prevention of Abortion.—Cerruti and Fernandes 
(Revista d’ohstetricia e ginecologia, vol. 103, July, 
1958) have simplified the technique of interpreting 
the vaginal smears considering only the eosinophilic 
index and the progestational modifications. They 
studied a series of 239 women in the first trimester 
of pregnancy with threatened abortion, taking one, 
two, or three smears from each. In 118 patients m'th 
a “good prognosis” they had 11% of error with one 
smear and 6.8% and 5.1% with two and three smears 
respectively. In 121 patients with a ‘Rad prognosis” 
the error was 6.6% with one smear and 4.2% with 
two or three smears. The authors reached the fol¬ 
lowing conclusions. The vaginal smear was of no 
value as a diagnostic test of pregnancy. In patients 
with a bad prognosis showing cells indicative of 
fetal death, this conclusion was invariably correct. 
The lessening of absence of progestational modifi¬ 
cations had a greater prognostic value than the rise 
of the eosinophilic index. Vaginal smears did not 
permit differentiation between the phase of ovumL 
death and that of its expulsion. Intensive estrogenic 
treatment did not alter the appearance of the vag¬ 
inal smear in pregnancy. An unfavorable vaginal 
smear found in patients without any clinical signs 
of abortion had no prognostic value because in such 
patients pregnancy often proceeded normally. 
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Statistical study of this material indicated that 
the progestational modifications had greater value 
than the eosinopliilie inde.x and the examination of 
a second smear lessened the chances of error and 
established that within a reasonable range of error 
it is possible to give a prognosis regarding a threat¬ 
ened abortion. Incipient miscarriage would appear 
to be due primarily to fetal rather than maternal 
factors. From a purely clinical point of view it is 
possible to establish the prognosis of an abortion 
only when the symptoms and signs become evident. 
It is then often too late to apply effective preventive 
measures. The authors found that the pregnandiol 
level had scant value for the prognosis of threat¬ 
ened abortion because (1) of the relatively low 
amount of this hormone at the beginning of preg¬ 
nancy, with little difference between its level at that 
time and during the secretory phase of menstru¬ 
ation; (2) frequent discrepancy between the ex¬ 
pected pregnandiol level and the course of preg¬ 
nancy; and (3) the great technical difficulty of de¬ 
termining the level. The frog test is easier to make. 
The repetition of this test is of value for the prog¬ 
nosis of threatened abortion. The vaginal smear is 
an easy process which can be repeated as required 
if abortion threatens. Vaginal cytology does not in¬ 
dicate the amount of hormones in the blood but 
gives a sufficiently accurate idea of the balance be¬ 
tween estrogen and progesterone, thus giving ad¬ 
vance warning of a hormonal imbalance in patients 
with threatened abortion. 

Polyposis of the Colon.—Dr. Silvio Levy, {Arqtiivos 
de cirurgia cUnica e experimental, vol. 21, 1958) in 
a series of 67 patients with polyposis of the c6lon, 
found carcinoma in IS. One of the most important 
aspects of this series was the presence of malignant 
pol)Tps in the first decade of life (25% of the cases). 
The incidence of polyps in about 6,000 patients was 
1.5%. In the diagnosis of the polyp it is important to 
recognize the lesion, even in asymptomatic patients. 
X-ray examinations are indispensable for the detec¬ 
tion of polyps above the reach of the sigmoidoscope. 
This higher localization of polyps occurs more fre¬ 
quently than was recognized before the use of the 
barium enema. The biopsy may be total or partial. 
The total biopsy represents a complete therapeutic 
procedure in itself m patients with noninvasive 
carcinoma. Partial biopsy should never be done if 
the lesion is small, but it is advisable for polyps 
measuring more than 1 cm. in diameter, especially 
if they are sessile or if they present macroscopic 
signs of malignancy. The operative.indications and 
the choice of the surgical procedure should be based 
on (1) localization of the polyp, (2) macroscopic 
appearance of the poljq), (3) microscopic appear¬ 
ance of the previous biopsy specirrien, (4) number 
of polyps and presence of other lesions, (5) age 
of the patient, and (6) medicosocial factors such as 
facilities for an efficient follow-up. 


The simple excision of the adenoma through an 
endoscope is indicated for small polyps if the histo¬ 
logical appearance does not suggest the presence oi 
malignancy, or for a polyp with a previous biops) 
specimen indicating noninvasive carcinoma, grade 1 
or carcinoma “in situ.” Radical surgical resectioi 
is advisable for an invasive carcinoma diagnosec 
by a previous biopsy or diagnosed after the ex 
cision of the lesions, or if the patient cannot b( 
rigorously followed up. For villous adenomas, re 
section is also preferable. Polyps of the various seg 
ments of the colon, which cannot he treated endo 
scopically, must be explored by laparotomy. It i 
advantageous always to perform a complete proc 
toscopy to decide the extent of the resection. If ther 
is suspicion of the presence of metastases, the es 
amination of fragments of regional lymph nodes i 
of value. Resection is preferable to the simple ea 
cision of the polyps and is a much more complete 
operation. For sessile adenomas a primary' seg¬ 
mental resection is imperative. Villous adenomas 
should be resected with the segment. 


INDIA 


Plasma Amino Acids in Malignancy.—G. Y. N. Iyer 
{Indian Journal of Medical Research, vol. 46, July, 
1958) studied 42 patients with malignancy to deter¬ 
mine the levels of free alanine, glutamine, glutamic 
acid, glycine, serine, tyrosine, valine, leucine, and 
isoleucine in the plasma; 18 of the patients were 
suffering from leukemia, 6 had. carcinoma of the 
stomach, 6 had carcinoma of cheek, 4 had cancer of 
the uterus, 3 had Hodgkin’s disease, 2 had cancer 
of the palate, 2 had cancer of the penis, and 1 had 
carcinoma of the prostate. Paper chromatography 
was used for estimation of the amino acids in the 
plasma. A rise in tlie glutamic acid level was seen 
in all patients. Tire levels of all the other amino 
acids except gly'cine showed a fall, and the level of 
glycine was not significantly changed except that it 
was raised in all patients with leukemia. No corre¬ 
lation was observed between the type and location 
of malignancy' and the changes in plasma amino 
acids. 


Plasma Insulin Estimation.—Aiman and Kulkami 
{Indian Journal of Physiology and Pharmacology, 
vol. 2, July, 1958) stated that because certain dia¬ 
betics prove resistant to insulin, insulin deficiency 
may not be tire only' cause of diabetes. They esti¬ 
mated the plasma insulin level in 5 nondiabetic an 
10 diabetic persons by the rat diaphragm method. 
Insulin therapy was discontinued for 48 hours an 
carbutamide therapy for 15 days before tlie assay 
of plasma insulin. The postprandial blood sugar 
level was estimated in each case to exclude any 
latent derangement of carbohydrate metabolism- 
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Tlic plasma insiiliii levels in the nondiabetics ranged 
from 0.7 to 6.3 inillinnits per milliliter. In two dia- 
l)ctics who ^^’erc middle-aged, whose disease had 
been discovered within a period of less than six 
months and who did not require insulin, the plasma 
insulin levels were within the normal range. Four 
miclclle-agcd diabetics required insulin and re¬ 
sponded well to carbutamidc or tolbutamide and 
showed plasma insidin levels that were lower than 
normal, but these readings were a little higher than 
those obtained in two other middle-aged diabetics, 
one of whom did not respond to carbutamidc. The 
remaining two diabetics who were in a younger 
age group also showed low plasma insulin levels 
and an evidence of the presence of an excess of 
■anti-insulin factors in their plasma. Tims juvenile 
diabetes is probably due to an excess of anti-insulin 
factors circulating in the plasma, while the diabetes 
of middle age is more probably due to a deficiencj' 
of insulin in the plasma. This method can also be 
used in selecting patients for carbutamidc therapy. 

In the present series, patients with a moderate con¬ 
centration of insulin in the plasma showed a good 
response to this therapy, while those with a negli¬ 
gible insulin content failed to respond. 

Cesarean Section.—S. Apteka analyzed a series of 
1,344 cesarean sections performed at the Cama and 
Albless Hospitals, Bombay; from 1930 to 1956 
{Journal of the Association of Medical Women in 
India, vol.'46, May, 1958). Tliis series represented 
1.4% of all deliveries at these hospitals. All cases of 
ruptured uterus were excluded from these statistics. 
The incidence was highest in 1940 and 1942 and 
lowest in 1951, 1952, and 1953. Contracted pelvis 
accounted for 73.6% of cesarean sections at these 
hospitals. Most of tire patients who come to these 
hospitals are poor and undernourished and there¬ 
fore likely to be underdeveloped and to suffer from 
rickets and osteomalacia. The incidence of repeated 
cesarean sections was very low—0.6%. Tlris oper¬ 
ation was repeated only in patients in whom it was 
suspected that the scar of tire previous operation ■— 
might give way. All patients who had a cesarean 
section at one delivery for an indication which was 
not present at a subsequent pregnancy were al¬ 
lowed to deliver per vaginum under careful obser¬ 
vation. The maternal complications for which ce¬ 
sarean section was performed were eclampsia, 
essential Hypertension, intracranial tumor, infective 
jaundice; and obstructive cholecystitis. The number 
of cesarean sections performed for osteomalacic 
pelvis decreased from 53.5% in the years 1930-1934 
to 19.6% in the years 1950-1956. This might he due 
to improved general living conditions. 

Other varieties of contracted pelvis did not show 
any appreciable difference in their incidence. Pla¬ 
centa previa as an indication for cesarean section 


was seen to be increasing. During the period 1930- 
1934, of a total of 170 sections, only 1 was per¬ 
formed for this condition, while during the period 
1950-1956, 51 of a total of 418 sections were per¬ 
formed for placenta previa. The classic type of 
operation was performed on 513 patients (38.2%), 
lower segment operation on 824 (61.2%), cesarean 
hysterectomy on 6 (0.5%), and extraperitoneal ce¬ 
sarean section on 1 (0.1%). The number of classic 
cesarean sections showed a definite decrease in the 
more recent period. In the period 1930-1934, it was 
performed on 78.2% of the patients and in 1950- 
1956, on 15,3%. The number of lower segment sec¬ 
tions increased from 21.2% in 1930-1934 to 84% in 
1950-1956. The low classic incision was still pre¬ 
ferred for some patients, e. g., when dense adhe¬ 
sions witli the urinary bladder were present as a 
result of a previous cesarean section or in some 
patients with transverse or oblique position of the 
fetus. Tlie cesarean hysterectomies were all per¬ 
formed for uncontrollable hemorrhage after extrac¬ 
tion of the baby, except in one patient who had a 
carcinoma of the cervix. 

The average maternal death rate was 3.9%. Al¬ 
though the maternal death rate has fallen in recent 
years as a result of the use of antibiotics and blood 
transfusion, there was not a single death after 
cesarean section in the earlier period. The cause of 
death was puerperal infection in 16 patients, and 
most of these were treated in the period 1930-1934. 
Shock (operative or- due to hemorrhage) accounted 
for 16 other deaths, and in one patient on whom 
extraperitoneal cesarean section was attempted 
spinal shock developed soon after commencement 
of the operation and the patient died. In two cases 
death was attributed to the general anesthesia and 
in three to pulmonary embolism. One patient died 
of paralytic ileus, and in 13 others the cause of 
death was a complication of pregnancy. There were 
165 fetal deaths in this period, an incidence of 
12.3%, and in the period 1952-1956 it was 17.6%. 
This high fetal death rate was associated with 
antepartum hemorrhage. Of the 12 stillbirths in 
this period, 3 were associated with abruptio pla¬ 
centa and 6 with placenta previa. There were 43 
neonatal deaths, of which placenta previa asso¬ 
ciated with pre-maturity accounted for 10. From 
1952 to 1956, of'a total of 55 deaths, asphyxia was 
the cause of 21, and 11 of these showed evidence 
of fetal distress before the section was performed. 
All of these mothers had had a trial labor. All the 
babies were asphyxiated at birth and died within 
the first 48 hours. Eight mothers did not have a ti'ial 
labor. Their babies were asphyxiated at birth and 
died within 48 hours, except one who died, of 
bronchopneumonia on the fifth day. In these cases, 
probably the general anesthesia was responsible for 
the asphyxia. 
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Tuberculosis.—Because tuberculosis affects so many 
young persons, it is one of the nations most press¬ 
ing health problems. A government report places 
the number of cases of active tuberculosis at 
3,400,000 and of arrested disease needing close ob¬ 
servation at 1,470,000. Patients who know tliey have 
the disease but refuse to be treated constitute a 
dangerous source of infection. Among those with 
active tuberculosis about 410,000 have open cavities 
and about 860,000 require sanatorium treatment. 
Some improvement in the situation in general has 
occurred in the past five years. 

Use of Hospital Beds.—Dr. Hideguki Iwasaki re¬ 
ported that, altliough the general hospitals and 
especially the psychiatric hospitals are overcrowd¬ 
ed, there is a growing surplus of beds in the 
tuberculosis sanatoriums. This is partly because 
with modern improvements in the treatment of 
tuberculosis the patients can be discharged much 
sooner than was formerly the case and partly be¬ 
cause many patients nath tuberculosis cannot afford 
sanatorium care. At present no provision is made to 
assist such patients with public funds. Since the 
general hospitals are best adapted to care for pa¬ 
tients with acute diseases and ill adapted for the 
care of those with chronic illnesses, unoccupied 
beds in tuberculosis sanatoriums are being used for 
such patients. 

PORTUGAL 

Hormonotlierapy for Tuberculosis.—Cordeiro Fer¬ 
reira and co-workers {Rev. poiitig. ped. 21:281-290, 
1958) treated a large series of tuberculous patients 
with prednisone, in a daily dosage of 1 mg. per 
kilogram of body weight. All patients always re¬ 
ceived isoniazid and streptomycin as well. Def¬ 
inite improvement was obtained with steroid ther¬ 
apy in patients with tuberculous meningitis, miliary 
tuberculosis, and pleurisy. Local application of ster¬ 
oids in patients with tuberculous adenitis of the 
cer\4cal lymph no'Ses also produced greater im¬ 
provement tlian treatment without steroids. 

Adrenals and Mammary Cancer.—Frazao and Bo- 
telho {Rev. iber. endocrinol. 28:433-441, 1958) 
studied the changes in the adrenals removed from 
patients with advanced and generalized mammary 
cancer. The changes in the adrenal cortex and mer 
dulla were identical with those seen in the adrenals 
of animals subjected to stress. In the cortex, the 
zonal disorganization, spongy appearance, folicular 
formations, and increase in lipoid and cholesterol 
content were similar to those associated with hyper¬ 
tensive disease and other conditions of stress. Vac¬ 
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uolar. degeneration of the medulla also corre¬ 
sponded to findings,seen in animals subjected tc 
stress. 


UNITED KINGDOM 

Influenza Vaccine.—British experts have producer 
a live virus vaccine against influenza, which is be 
ing tested on volunteers. If it proves effective ant 
safe, it will provide a new protection for the popu 
lation at large. An attenuated live virus has thi 
advantages over a killed virus that it can be pro 
duced much more quickly and is easier to give. A 
smaller dose suffices. The killed vaccine is injected.' 
The live vaccine can be sprayed into the nose and 
throat. Because it is more wrulent, it should not 
be given to young children. Work on the new vac¬ 
cine is proceeding at the National Institute for Med¬ 
ical Research. Promising results svith a live virus 
were achieved by the Russians. The , cost of pro¬ 
tection is likely to be less than with the vaccines 
used hitherto, and it offers the least discomfort. Am¬ 
ple supplies of killed %4rus vaccine, which has been 
proved to give 60 to 70% protection, are available. 
Vaccination is especially important for expectant 
motliers and people suffering from cardiovascular, 
pulmonary, or metabolic diseases. All such people 
can be vaccinated under the National Health 
Service. 

Colored Immigrants.—According to an annotation in 
the British Medical Journal of Oct. 4, about 190,000 
colored people live in Great Britain. This is about 
one colored to 250 white, though tire distribution of 
the colored people is notably uneven oudng to the 
greater prospects of employment in the industrial 
cities. Of these 190,000, about 100,000 came from 
the West Indies (chiefly Jamaica) and 50,000 from 
India and Pakistan. Because members of the British 
Commonwealth are free to come here, no adminis¬ 
trative machinery e.xists to keep a count of tlieir 
exact numbers. There is no doubt that the current 
high estimate is a phenomenon of the last decade. 
Unrestricted immigration from any countr)', whari 
ever the color of its inhabitants’ skins, is likely to 
cause difficulties when the country they enter is 
already densely^ populated. The social exdls of slum 
life are apt to spread and defy attempts at their 
eradication. Fraud and frustration appear, and the 
immigrants, uprooted from gay and friendly com¬ 
pany, seek ephemeral friendship and sexual solace 
where they can find it. An additional problem, ap¬ 
parently specific to the migrants from Jamaica, is 
that in the West Indies marriage has largely given 
way', through a transitional stage of “faithful con¬ 
cubinage,” to outright promiscuity. It is thus not 
surprising that many half-caste children and some 
full West Indian babies are found in our orphan- 
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ngt’S. Indeed a quota of •! colored children in 10 has 
already been filled in these orphanages in some 
parts of the country. 

While the social prospects of lhc.se population 
movements arc not notably favorable, the strictly 
biological prospects are obscure. There is a lack of 
precise knowledge about the long-term implications 
of the human genetic mixtures taking place in our 
times, part!)' because of the relatively slow rate of 
breeding in the human race and partly because ex¬ 
perimental breeding is out of the question. More¬ 
over, it is debatable what, if any, inferences about 
miscegenation in human populations can be drawn 
from animal experiments, and in particular whether 
heterosis, or hybrid vigor, can be detected. All 
would agi'ee with the society’s advocacy of more 
research into the results of race-mixing, for ease of 
travel is likely to inercase rather than impede it. 
Nor can anyone doubt the need for more edueation 
of people in an appreeiation of the qualities distine- 
tive of unlike or alien nations. While the question 
of whether immigration to Great Britain from Com- 
.monwealth countries should be restricted has many 
features outside the immediate professional interests 
of pln'sicians, it is one on u'hich the)’ are well 
equipped to provide evidence, and to judge dis¬ 
passionately. 

Health Insurance.—The Fellowship for Freedom in 
Medicine has persuaded the British United Provi¬ 
dent Association (B. U. P. A.) to launch an insur¬ 
ance scheme to help cover the cost of private treat¬ 
ment by general practitioners. The scheme will 
become effective in January. While tliere are al¬ 
ready several excellent schemes insuring against the 
costs of treatment in a hospital as a private patient, 
private clinic, or nursing home, and of specialist ad¬ 
vice or investigation, this is the first insivrance scheme 
to cover the cost of private treatment by a general 
practitioner. It will be restricted to those already 
insured under B. U. P. A.’s standard scheme (for 
such items as private beds and specialist fees) 
whereby for an additional rate a subscriber may 
obtain insurance for himself and his dependents for 
attendance by a private general practitioner and for 
minor operations. The cost of drugs is not included. 

Healing by Clergymen.—The report of the. Arch¬ 
bishop’s Commission on the Church’s Ministry of 
Healing stated that all healing was divine healing 
and that healing concerned the whole person as an 
interrelated amalgam of spirit, mind, and body. 
One does not treat sickness, one treats a sick person. 
Many diseases are.spiritual in origin and according 
to tlie report at least 33% of the patients in hospit¬ 
als need the ministry of a priest rather than a phy¬ 
sician. The Bishop of Coventry, however, stated 
that healing did not always follow faith, nor was 
suffering always contrary to God’s will. Many pub¬ 
lic healing services have fostered a false impres¬ 


sion that God must heal. It is wrong to assume that 
death is necessarily a disaster. There is a danger in 
calling this ministry “faith healing” or even “divine 
healing.” Physicians are just as much the ambassa¬ 
dors of God in His ministry of healing as are pastors 
and praying laymen. It is right to remind the clergy 
that they have a ministry of healing, but there is a 
danger that people may become preoccupied with 
what they call the ministry of healing to the total 
exclusion of every other kind of ministry. They 
must see it in its proper perspective in relation to 
the total aspect of their ministry. 

The Bishop of Lichfield said that the medical pro¬ 
fession was ready and anxious to receive a lead 
from the Church. Later a succession of speakers af¬ 
firmed their belief in demons. Canon E. G. Bur- 
rough of Oxford Universit)' said that he was a pro¬ 
found believer in angels, and also in demons. He be¬ 
lieved that many of the people who spent their lives 
in lunatic asylums were possessed with evil spirits 
rather than suffering from diseases of the brain. 
The Dean of Windsor said there was nothing in the 
creeds about belief in angels or demons. He pled 
for “a reverent agnosticism” on the subject. 

Oral Penicillin.—In the British Medical Journal of 
Oct. 11, David Wheatley sent a questionnaire to 
180 members of the Northern Home Counties Fac¬ 
ulty of the College of General Practitioners regard¬ 
ing penicillin for oral use. Although such prepara¬ 
tions have been in use for nine years, the value of 
this method of administration is still subject to con¬ 
troversy. Wheatley received replies from 85 mem¬ 
bers. Of these 78 gave penicillin by mouth, 70 used 
it for both children and adults, and the rest for chil¬ 
dren alone. The ratio of patients treated orally to 
those treated by injection over a 20-day period in 
May was 5:2. These results, coming from varied 
practices, were probably representative of national 
custom. This being so, more penicillin may now be 
given by mouth tlian by injection. Of the infections 
commonly treated orally with penicillin, tonsillitis 
and acute otitis media ranked high followed by 
acute bronchitis, pneumonia, and boils. These re¬ 
sults reflected the common penicillin-sensitive in¬ 
fections met with in general practice, with the ex¬ 
ception of severe deep-seated infections, such as 
carbuncles, which are probably best treated with 
injections of penicillin. 

With regard to the preparations used, penicillin 
V appeared to be sweeping the field although ben¬ 
zathine penicillin in its liquid form still retained a 
place in the treatment of children. Combined pen¬ 
icillin and sulfonamide therapy was not particularly 
popular, only 18 of the 85 using it. Its indications 
were for such infections as pneumonia or others 
that failed to respond to penicillin alone. The dos¬ 
age schedules used showed wide variations; 56 of 
the doctors gave 60 mg. of penicillin V every three 
to six hours for children up to 5 years of age and 
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52 gave double this dose to adults. The dose used 
for other preparations was two or three times the 
above for adults. This would seem to reflect fairly 
accurately the difference between tlie amount of 
penicilhn V absorbed from the gastrointestinal tract 
and that 'of other penicillin salts. A four to five 
days’ treatment for the infections listed was recom¬ 
mended by 66. One physician thought that oral ad¬ 
ministration was better than injection; 64 found the 
two forms comparable. Of those who thought oral 
administration not as good as injection, 2 probably 
used inadequate doses. More continued to give the 
drug by mouth rather than by injection despite then- 
impressions of the relative efficiency of the two 
methods, probably because they found the oral 
preparation effective enough to allow its advantages 
to overcome any slightly diminished therapeutic 
effect. Most general practitioners appeared to be 
satisfied with the effectiveness of oral penicillin 
therapy. 

Doctors’ Plea Fails.—Mr. Maclay, secretary for 
Scotland, told the British Medical Association 
(B. M. A.) tliat he cannot join with them in pre¬ 
senting a special case to the Court of Session on the 
general practitioners’ pay dispute. He had been 
asked to agree to the presentation of a case to test 
the validity of the Spens Report and the Danck- 
werts adjudication on doctors’ remuneration. The 
B. M. A. had taken counsel’s opinion and was ad¬ 
vised tliat in Scotland there existed a “special case” 
procedure for which tlie consent of Mr. Maclay was 
necessary. In a letter to tlie Association Mr. Maclay 
stated that he made his decision because he be¬ 
lieved ivith the Minister of Health that no con¬ 
tractual obligation existed between the government 
and the medical profession on remuneration, and 
because a Royal commission was considering the 
matter. A spokesman of the B. M. A. said that the 
rejection of the Association’s offer had been made 
without Mr. Maclay asking to see the Association’s 
draft of the stated case. Mr. Maclay had been less 
than candid in his reference to the letter of rejec¬ 
tion of November, 1956. Tlie letter said tliat if the 
B. M. A. was not prepared to accept the Minister’s 
rejection, the matter could be brought before the 
courts for adjudication. The spokesman added that 
despite the fact that tlie suggestion of obtaining a 
legal decision on the disputed question came orig¬ 
inally from the government, the Secretary of State 
had rejected this approach. It may be that the gov¬ 
ernment is less confident about the probable result 
of the suggested legal proceedings. 

Medical Maneuvers.—Striking advances in tlie 
technique of rescuing and treating men wounded in 
action have been demonstrated by the Royal Army 
Medical Corps. After a mock nuclear explosion, 
“seriously wounded” infantrymen were evacuated 
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from the front line by relays of helicopters. Specta¬ 
tors watched the progress of an infantry -battalion 
advancing to forward positions. Mdiile still short ol 
their objective the nuclear missile burst on their 
flank less than a mile away. A smoke mushroom 
streaked with orange rose 300 ft. over the Surrev 
pine woods. When it dispersed the battlefield wi 
strewn with “casualties.” Survivors among the five 
highly qualified medical soldiers, who now form 
part of every infanti-y battalion, sprang quickly into 
action giving prompt medical treatment to the 
wounded. Within ten minutes two of tlie most 
severely wounded were being evacuated in a new 
midget helicopter. Soon larger Mfliirlwinds from the 
joint experimental helicopter unit at Middle Wallop 
brought doctors, medical equipment, and supplies, 
and evacuated the wounded at the rate of one 
every three minutes. As,a finale the helicopters 
landed a field surgical team. 

Helicopters are still inadequate for large-scale 
operations of this nature, but a type which Army 
Medical Services officers said they would like to 
use for casualty evacuation, the new 48-seat Fairey' 
Rotodyne, made a demonstration run after the 
exercise. An unusual feature of the exercise was the 
appearance of 48 women, who made up the first 
and only field medical company staffed entirely by 
women. The unit was formed to prove that even if 
all male physicians and orderlies from a casualt)' 
clearing station had to go forward in an emergency, 
women could carry on. 

Blood Groups in Cyprus.—While establishing a 
blood bank in Cyprus, Clearkin made blood tests 
on 10,000 of the population of tlie island {Brit. M. ]■ 
2:939, 1958). He examiried the distribution of ABO 
and Rh (D) blood groups among both the Greek¬ 
speaking and Turkish-speaking inhabitants of tlie 
island. Basing his conclusions on fully adequate 
population samples, he found little difference be¬ 
tween tlie ABO and Rh (D) blood group distribu¬ 
tions in the two groups, but in their ABO frequen¬ 
cies botli groups differed from the Greeks on the 
European mainland, and resembled more closely 
the Turks and inhabitants of the Levant. Popula¬ 
tions which witliin the last few thousand years have 
shared a common ancestry^ have similar blood group 
frequencies. Hence a difference in blood group fre¬ 
quencies is evidence that-ancestries differ. It is tlius 
surprising to learn that the Greek-speaking Cy'p’’^®^^ 
do not appear to have Greek ancestry at all, and 
are in fact genetically more closely related to the 
Turkish Cypriots than to the Greeks. Whether these 
observations on blood groups will help solve the 
racial problem in Cyprus is another matter. 


Work Study in Hospitals.—Work study and scien¬ 
tific methods of working are to be tried in the 
physiotherapy departments of 3,000 hospitals in the 
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s'alional Health Service. Because these are among 
he busiest (leparlinenls in most hospitals, and are 
;o short staffed, it is hoped that work studies may 
ncrcase efficiency. More than 100 heads of physio- 
herapy departments have just attended a' confer- 
aice at l\'cstminstcr Hospital, London, to deal .with 
lie problem. Work study methods are already in 
ise in many departments at this hospital. 

Addiction to Freely Obtainable Drugs.—All drugs 
vhich it is thought can cause, or arc likely to cause, 
iddiction are obtainable only on a doctor’s prescrip- 
ion. According to the World Health Organization 
lomniittee on drug addiction, such addiction is a 
itate of periodic or chronic into.vication, detrimen- 
al to the individual and to society, produced by the 
epeated use of a drug. The characteristics of ad- 
liction are an overpowering desire to take the drug 
ind eagerness to obtain it by any means, a tend- 
:ncy to increase the dose, and a psychological and 
lometimes physical dependence on it. The sale of 
lew drugs may escape being restricted, as they 
may be in use for some time before tlicir addictive 
properties are discovered. Drugs that have either a 
euphoriant or sedative action are likely to cause 
addiction in predisposed persons. Three drugs ob¬ 
tainable in Britain without prescription have re¬ 
cently been reported to have addictive properties. 
Tliey are carbromal, tincture of chloroform and 
morphine (Chlorodyne), and phenmetrazine. Car¬ 
bromal, a mild hypnotic and sedative, is sold by 
pharmacists under a number of proprietary names 
or as a constituent of proprietary mi.xtures. Some 
patients who are advised to take one or hvo tablets 
containing carbromal daily eventually take 15 to 
20. Addicts taking it may become stuporous and 
ataxic. Chlorodjme, which contains 1 mg. of mor¬ 
phine in a txvo-teaspoon dose, has long been used 
as a domestic remedy. Its use in Britain is unre¬ 
stricted. A case has been reported in which tire 
patient consumed 160 ml., or one-third of an ounce, 
of this tincture daily. Tlris amount contains 16 mg. 
of morphine. Phenmetrazine is a weight-reducing 
drug that is being used by addicts in place of 
amphetamine, a "restricted drug, altliough its 
euphoriant properties are not so great. It is sug¬ 
gested that all new drugs should be initially listed 
under the poisons rules until they are shown to be 
innocuous, at which time they may be released and 
obtained without prescription. 

Anastomosis in the Coronary Circulation.—It is 
generally believed that in the coronary circulation 
anastomoses follow the occurrence of ischemic 
myocardial episodes, appearing where and when 
needed. This view is questioned by Laurie and 
Woods, who investigated tire blood supply in both 
normal and diseased hearts of 150 Bantu patients 
(Lancet 2-.812, 1958). Working in a native reserva¬ 


tion they were able to perform autopsies on 67% of 
the patients dying in hospital. Hearts were perfused 
after death with lead phosphate suspended in gela¬ 
tin, and roentgenograms were taken of the coro¬ 
nary circulation. Tlie coronary artery and its major 
vessels were examined microscopically. Of 200 such 
perfusions, only 150 were technically successful. 
Functionally significant anastomoses were found in 
75% of normal hearts from patients over 4 years of 
age, but in only 23% of hearts from patients widi 
chronic ischemic heart disease. Functionally sig¬ 
nificant .anastomoses were found even in the hearts 
of some newborn infants with no cardiac disorder. 
One child 13 days of age had a complete anastomo¬ 
sis to the left circumflex artery and to the whole 
right side of the heart, shosvn by perfusion into the 
left descending coronary artery. The autliors con¬ 
sidered that if anastomoses form after an ischemic 
heart attack, as has been suggested, there would be 
insufficient time for these to develop, as the myo¬ 
cardium cannot survive more than 20 minutes if 
deprived of its blood supply. They believed that tire 
most likely e.xplanation is that most healthy persons 
have'a functionally important coronary' anastomotic 
blood supply at birth. This anastomosis probably 
protects some against ischemic heart disease and 
may modify this condition in others. 

Reduction of Sputum Viscosity.—In chronic bron¬ 
chitis the mucosa of the bronchial tree is abnormal 
and the mucus-secreting glands, which are over¬ 
developed, produce excessive amounts of an abnor¬ 
mally tenacious mucus. This is a good medium for 
bacterial growth and leads to superadded infection 
and purulent sputum. Tire viscosity of the sputum 
of the chronic bronchitic is proportional to its 
hy'dration and mucoprotein content. The latter con¬ 
sists’ largely of desoxyribonucleoprotein (DNP) 
fibers. Robinson and co-workers (Brit. M. J. 2:119, 
1958) showed tliat the viscosity of bronchitic spu¬ 
tum can be reduced, and the clinical condition of 
the patient improved, by the insufflation into the 
peribronchial tree of a dry powder containing 
desoxyribonuclease and chymotrypsin. The size of 
the particles is important because if they are too 
large they will not reach the peripheral bronchial 
tree and may . be deposited in the pharynx and 
trachea. The ideal particle size is around S/j.. IVith 
use of fluorescent-labeled chymotrypsin it was 
shown by means of bronchoscopy that some of tire 
particles reached the terminal bronchioles. Tests 
were made with tire powder on 36 chronic bron- 
chitics. The sputum was collected daily, measured, 
and examined for. mucoprotein and DNP fibrils, 
color, consistency, and relative viscosity. In 86% of 
the patients the sputum showed decreased viscosity, 
and in 66% there was appreciable lysis of , the DNP 
fibrils. In 67% there was subjective improvement. 
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which was pronounced in several. Sputum was ex¬ 
pectorated more readily and physical signs, particu¬ 
larly dyspnea, improved in nearly 50%. The possi¬ 
bility of sensitization to the enzymes exists but 
appears to be remote. 

Health Hazard from High-Power Radio Stations.— 
The Times reported tliat the operation of certain 
forward-scatter radio links to be set up in Britain 
under NATO arrangements may constitute a hazard 
to the health of the local community. Each of 
these high-power, two-way directional radio sta¬ 
tions would have a sterilized zone in its beam ex¬ 
tending a mile or so ahead of the station in the 
direction of the transmission. The public will not 
be allowed permanently in these zones, and an 3 ' 
existing farms or homes in the immediate vicinity 
of tlie new radio stations would have to be evacu¬ 
ated. It is even suggested that “death rays” might 
be emitted in these new radio stations. The Minis¬ 
try of Defense, on tlie other hand, minimized the 
danger and stated that there might be a slight 
radiation hazard from the introduction of, new 
radio techniques and advised the fencing off of an 
area of about 40 yd. in depth in front of the trans¬ 
mitter cones. The matter is being taken up by the 
Medical Research Council, whose e.xperts pointed 
out that the hazards are not as great as those of 
nuclear radiation. The energ)' emitted does not 
produce the same biological changes and as far as 
is known does not have any genetic effects on future 
generations. The Council stated that those who 
have been working with radar for nearly 20 years 
have not suffered from any ill-effects and that ani¬ 
mal experiments show that this form of radiation 
must be of high potential to constitute a hazard to 
health. 

Cytological Screening for Cancer of the Cervix.— 
A report from the Faculty of the College of Gen¬ 
eral Practitioners of S. E. Scotland shows that the 
cytological detection of early cervical carcinoma 
can be readily undertaken in general practice, and 
tliat it is well worth while in view of the number 
of unsuspected cases of cancer brought to light. 
Twenty general practitioners took cervical smears 
from all women coming for postnatal examination, 
from postmenopausal women without a history of 
disease of the genital organs, and from as many 
women as possible in whom a complete medical 
examination was indicated. Cervical smears were 
taken from 1,000 women and the slides sent to 
Edinburgh University for pathological examination. 
There were 15 unsuspected positives; that is, tliose 
who had a healthy cervix on inspection and palpa¬ 
tion, but whose cervical smear was either sus¬ 
pected of cancer or frankly malignant. Five atypi¬ 
cal cases were also found. The average age of this 
group was 35% years. These patients were immedi¬ 
ately referred to a gynecologist for further treat¬ 
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ment. Six underwent total hysterectomy, one was 
treated with radium, and the rest were still under 
observation, four of tliem having had the ceniv 
amputated. This incidence of 1.5% unsuspected 
cases -of cancer of the cervix detected in general 
practice was high. Figures from hospital sun-evs 
made in gynecologic departments were about half 
this. The general practitioners concerned were 
unanimous in their opinion of the value of the 
cervical smear as a routine screeniiig test and 
considered that it should be part of evers’ pebic 
examination. 

Cutting Health Service Costs.—Proposals for im¬ 
proving the National Health Service witliout in¬ 
creasing the cost were made in die first of a series 
of debates at the Local Government Conference in 
response to a paper by Sir Keith Joseph, M. P. Sir 
Keith refen-ed to defects in the serwce and recom¬ 
mended that before going to the taxpayer for e-xtra 
revenue, efforts be made to improve efiBciency by 
modern management techniques. Specifying the 
drug bill in particular, he said tliat 10% of tlie total 
cost went for drugs and that a method should be 
found to make the public paj'^more of this cost. A 
false incentive was given by the relatively low 
charge of 14d for prescriptions when the prescribing 
cost alone was nearly 28d. The charge must, how¬ 
ever, be so arranged that it does not discourage 
recourse to the physician when necessarj'. The 
grievances of patients who wait hours at clinics to 
see a consultant for a few minutes were aired by 
Mr. P. Maybury, of Swansea, who said tlie consult¬ 
ants are not to blame as many are overworked. The 
system falls down for lack of coordination. Dr. 
Dulcie Staveley, herself a consultant who kept pa¬ 
tients waiting, blamed the general publics lack 
of a sense of time, saying, “You can give tliem ap¬ 
pointments and work out tlie average amount of 
time it takes to see them but you 'can’t work out, 
whether tlie average person will keep the appoint¬ 
ment.” Mr. W. Lindsay, vice-chairman of the East 
Sussex County Council, complained tliat benefits 
are given to people who do,not need them. The 
patient should at least pay for his board and lodg¬ 
ing in the hospital if he can afford to do so. 

Mr. Walker-Smith, Minister of Health, described 
the service as generally efficient although methods 
of promoting efficiency are alwaj's being consid¬ 
ered. When the Labor Government was in office not 
one hospital was in progress or planned. Today 10 
are in progress and 11 planned; 31 major schemes 
of hospital e.xtension and modernization are in 
progress, and 60 are planned. Regarding patients 
waiting time the Minister said tliat a hospital could 
never be equated with a factory or the healing of 
the sick with the making of goods, but new tech¬ 
niques would be introduced where it was possible 
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without detriment to the care and treatment of the 
sick. Five timc.s as much is spent on drugs to keep 
patients out of hospitals as on drugs in hospitals, 
niis gives a double beuefit. This docs not mean that 
costs should not be curtailed as far as possible with¬ 
out detriment to the patient. The speed and stress 
of modern life has increased the ratio of mental to 
physical illness. More than 40% of the hospital beds 
arc des'oted to mental cases. This is a great problem 
and challenge. More of these patients should be 
treated in the community rather than the hospital. 
Old people must be helped not only to live longer 
but to remain fit and actix'c. Greater emphasis must 
also be placed on the prevention of illness. 

At a Conservative Party conference Mr. Thomp¬ 
son, Parliamentary Secretary, Ministry of Health, 
stated that the big economies people want in the 
Health Service can be made only by closing hos¬ 
pital beds, charging for doctors’ visits, or scrapping 
important parts of the service. Those who urge a 
better service at lower cost should not ask for the 
impossible. He was replying to a motion which 
urged that, in view of the ever-increasing rise in 
Health Service cost, the efficiency of the service be 
investigated. Mrs. J. Adams said the greatest re¬ 
sentment was directed at the foreign nationals and 
others who do not need a passport to come here 
and reap the benefits of the service. She had found 
that nationals from 15 foreign countries had ob¬ 
tained help in one year. Mr. F. A. Tomlinson 
claimed that in the vacation months an ever-in- 
creasing number of so-called working men went 
sick and drew $28 from the National Health Service 
in addition to tlieir regular pay. An ever-growing 
number also imposed on the service through bulk 
compensation for industrial injury. 

Center for Spastics.—The only training center in the 
world set up especially to train spastics for work 
in industry was oflacially opened at Welwym, Hert¬ 
fordshire, about IS months ago. Since its opening 
it has-fitted 20 young men and women, at one stage 
thought to be untrainable, for industrial jobs. In 
the workshop carpentry, light engineering, printing, 
and other technical subjects are taught. The center 
has accommodations for 32 spastics between the 
ages of 16 and 25, and there is a long waiting list. 
When students arrive, many of them cannot read 
or write, and all have physical disabilities which 
make the simplest process a heavy task. As well as 
being taught the skills for “outside” jobs, they have 
to be taught how to live. Many have got into the 
habit of lying in bed for most of the day. Frequent¬ 
ly there is nothing else for them to do, and they are 
in the way of other members of their families if they 
get up. The strict schedule of the center (set times 
for meals, work, and learning) gives them their 
first idea of normal working life. In many cases tliey 


are given their first hope of being able to take part 
in that life. Finding jobs for the trained students is 
the biggest problem and slows down the work of 
the center. Employers are sjonpathetic but war}' 
and fellow workers are apprehensive at first. The 
man in the street is too often ignorant even of what 
spastic means. There have been a few total failures, 
but after IS months this center has established it¬ 
self as a realistic training ground doing a sound and 
valuable job. 

Alcohol and Driving.—Drew and co-workers exam¬ 
ined the effect of small doses of alcohol on driving 
skill (Brif. M. J. 2:993, 1958). Tire apparatus used 
was a “Miles motor driving trainer,” in which the 
subject sits in a dummy car facing a translucent 
screen in a darkened room. Behind the screen is a 
perspex disk with a road scene painted on it and 
this is projected, very much magnified, on the 
screen by a lamp. As the driver operates the accel¬ 
erator and steering wheel the car appears to pro¬ 
gress along the road. The apparatus used gives the 
illusion of driving along a mile of road. The aspects 
of performance scored were accuray of tracking, 
speed of driving, and the control movements of 
steering wheel, accelerator, brake, clutch, and gear 
lever. Records were also made of the number of 
collisions with the side of the road that would be. 
likely to happen under normal driving conditions. 
The subjects tested, 40 volunteers from the staff, of 
the Road Research Laboratory ranging in age from 
23 to 40 years, were given a 20% solution of alcohol 
flavored to disguise the alcohol content. The dose 
ranged from 0.2 to 0.65 Gm. of alcohol per kilo¬ 
gram of body weight. Tire alcohol level was deter¬ 
mined in the blood, urine, and breath at intervals 
over a period of two and one-half hours. The peak 
blood alcohol concentrations from the doses given 
were about 20, 40, 60, and 80 mg. per 100 ml. and 
the ratio of urine alcohol to blood alcohol was 1.25 
to 1. The best results with breath testing apparatus 
were obtained with one known as the “breathalyser,” 
which gave values corresponding closely to tire 
blood alcohol values. The other forms of apparatus 
either showed high constant errors or were diflficult 
to use. 

Performance began to deteriorate with blood 
alcohol concentrations of the order of 20 to 30 mg. 
of alcohol per 100 ml., corresponding to an intake 
of 0.2 to 0.3 Gm. per kilogram of body weight. 
The deterioration was progressive and linearly 
related to blood alcohol level. Tliere was no evi¬ 
dence of a threshold effect. The impairment in 
performance was shown most clearly in the opera¬ 
tion of the controls, particularly in the timing of 
steering wheel movements. Mean error showed an 
increase with an increase in blood alcohol, amount¬ 
ing to about 16% deterioration with a blood alcohol 
concentration of 80 mg. per 100 ml. Part of the 
increase in error was due to a significant tendency 
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which w’as pronounced in several. Sputum was ex¬ 
pectorated more readily and physical signs, particu¬ 
larly dyspnea, improved in nearly 50%. The possi¬ 
bility of sensitization to the enzymes exists but 
appears to be remote. 

Health Hazard from High-Power Radio Stations.— 
The Times reported that the operation of certain 
forward-scatter radio links to be set up in Britain 
under NATO arrangements may constitute a hazard 
to the health of the local community. Each of 
these high-power, two-way directional radio sta¬ 
tions would have a sterilized zone in its beam ex¬ 
tending a mile or so ahead of the station in the 
direction of the transmission. The public will not 
be allowed permanently in these zones, and any 
existing farms or homes in the immediate vicinity 
of the new radio stations would have to be evacu¬ 
ated. It is even suggested that “death rays” might 
be emitted in these new radio stations. The Minis¬ 
try of Defense, on the other hand, minimized the 
danger and stated that there might be a slight 
radiation hazard from the introduction of. new 
radio techniques and advised the fencing off of an 
area of about 40 yd. in depth in front of the trans¬ 
mitter cones. The matter is being taken up by the 
Medical Research Council, whose experts pointed 
out that the hazards are not as great as those of 
nuclear radiation. The energy emitted does not 
produce the same biological changes and as far as 
is known does not have any genetic effects on future 
generations. The Councd stated that tliose who 
have been working with radar for nearly 20 years 
have not suffered from any ill-effects and that ani¬ 
mal experiments show that this form of radiation 
must be of high potential to constitute a hazard to 
health. 

Cytological Screening for Cancer of the Cervix.— 
A report from the Faculty of tlie College of Gen¬ 
eral Practitioners of S. E. Scotland shows that the 
cytological detection of early cervdcal carcinoma 
can be readily undertaken in general practice, and 
that it is well worth while in view of the number 
of unsuspected cases of cancer brought to light. 
Twenty' general practitioners took cervical smears 
from all women coming for postnatal examination, 
from postmenopausal women without a history of 
disease of the genital organs, and from as many 
women as possible in whom a complete medical 
examination was indicated. Cervical smears were 
taken from 1,000 women and the slides sent to 
Edinburgh University for pathological examination. 
There were 15 unsuspected positives; that is, those 
who had a healthy cervix on inspection and palpa¬ 
tion, but whose cervical smear was either sus¬ 
pected of cancer or frankly malignant. Five atypi¬ 
cal cases were also found. The average age of tliis 
group was 35% years. These patients were immedi¬ 
ately referred to a gynecologist for further treat¬ 
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ment. Six underwent total hysterectomy, one \va 
treated with radium, and the rest were still unde 
observation, four of them having had the cenh 
amputated. This incidence of 1.5% unsuspected ' 
cases -of cancer of the cervix detected in general 
practice was high. Figures from hospital suneys 
made in gynecologic departments were about half 
this. The general practitioners concerned were 
unanimous in their opinion of the value of the 
cervical smear as a routine screeniiig test and 
considered that it should be part of every pehic 
examination. 


Cutting Health Service Costs.—Proposals for im¬ 
proving the National Health Service svithout in¬ 
creasing the cost were made in the first of a series 
of debates at tlie Local Government Conference in 
response to a paper by Sir Keith Joseph, M. P. Sir 
Keith referred to defects in the service and recom¬ 
mended that before going to the taxpaj'er for e.xtra 
revenue, efforts be made to improve efficiency by 
modern management techniques. Specifying the 
drug bill in particular, he said that 10% of the total 
cost went for drugs and that a method should be 
found to make the public pay.-more of this cost. A 
false incentive was given by the relatively low 
charge of 14d for prescriptions when the prescribing 
cost alone was nearly 28A The charge must, how¬ 
ever, be so arranged tliat it does not discourage 
recourse to the physician when necessary'. The 
grievances of patients who wait hours at clinics to 
see a consultant for a feu' minutes were aired by 
Mr. P, Maybury', of Swansea, who said the consult¬ 
ants are not to blame as many are overworked. The 
system falls down for lack of coordination. Dr. 
Dulcie Staveley, herself a consultant who kept pa¬ 
tients waiting, blamed the general publics lack 
of a sense of time, saying, “You can give them ap¬ 
pointments and work out tlie average amount of 
time it takes to see them but y'Ou can’t work out 
whether the average person will keep the appoint¬ 
ment.” Mr. W. Lindsay, vice-chairman of the East 
Sussex Gounty Council, complained that benefits 
are given to people who do.not need them. The 
patient should at least pay for his board and lodg¬ 
ing in the hospital if he can afford to do so. 

Mr. Walker-Smith, Minister of ,Health, described 
the service as generally' efficient although methods 
of promoting efficiency are always being consid¬ 
ered. When the Labor Government was in office not 
one hospital was in progress or planned. Today 10 
are in progress and 11 planned; 31 major schemes 
of hospital extension and modernization are la 
progress, and 60 are planned. Regarding patients 
waiting time the Minister said that a hospital could 
never be equated with a factory or the healing o* 
the sick with the making of goods, but new tech¬ 
niques would be introduced where it was possible 
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mlliout dclrimcnl to llic cove ood tvcivtmcnt of the 
sick. Five lime.'; as much is spent on drugs to keep 
patients out of liospitals as on drugs in liospitals. 
This gives a double benefit. This does not mean that 
costs should not be curtailed as far as possible with¬ 
out detriment to the patient. The speed and stress 
of modern life has increased the ratio of mental to 
physical illness. More than 407o of the hospital beds 
are devoted to mental cases. This is a great problem 
and challenge. More of these patients should be 
treated in the community rather than the hospital. 
Old people must be helped not only to live longer 
but to remain fit and active. Greater emphasis must 
also be placed on the prci’cntion of illness. 

At a Conservative Party conference Mr. Thomp¬ 
son, Parliamentary Secretary, Ministry of Health, 
stated that the big economies people want in the 
Health Sendee can be made only by closing hos¬ 
pital beds, charging for doctors’ visits, or scrapping 
importairt parts of the service. Those who urge a 
better service at lower cost should not ask for the 
impossible. He was replying to a motion which 
urged that, in view’ of the er'er-increasing rise in 
Health Service cost, the efficiency of the service be 
investigated. Mrs. J. Adams said the greatest re¬ 
sentment was directed at the foreign nationals and 
others who do not need a passport to come here 
and reap the benefits of the sersdee. She had found 
that nationals from 15 foreign countries had ob¬ 
tained help in one year. Mr. F. A. Tomlinson 
claimed that in the vacation months an ever-in¬ 
creasing number of so-called working men went 
sick and drew $28 from the National Health Service 
in addition to Hieir regular pay. An ever-growing 
number also imposed on the service through bulk 
compensation for industrial injury'. 

Center for Spastics.—The only' training center in the 
world set up especially to train spastics for work 
in industry was officially' opened at Welwy'n, Hert¬ 
fordshire, about 18 months ago. Since its opening 
it has-fitted 20 young men and women, at one stage 
thought to be untrainable, for industrial jobs. In 
the workshop carpentry,' light engineering, printing, 
and other technical subjects are taught. The center 
has accommodations for 32 spastics between the 
ages of 16 and 25, and there is a long waiting list. 
When students arrive, many of them cannot read 
or write, and all have physical disabilities which 
make the simplest process a heavy task. As well as 
being taught the skills for “outside” jobs, they have 
to be taught how to live. Many have got into the 
habit of lying in bed for most of the day. Frequent¬ 
ly there is nothing else for them to do, and they are 
in the way of other members of their families if they' 
get up. The strict schedule of the center (set times 
for meals, work, and learning) gives them their 
first idea of normal working life. In many cases tliey' 


are given their first hope of being able to take part 
in that life. Finding jobs for the trained students is 
the biggest problem and slows down the work of 
the center. Employers are sympathetic but wary' 
and fellow workers are apprehensive at first. The 
man in the street is too often ignorant even of what 
spastic means. There have been a few total failures, 
but after 18 months this center has established it¬ 
self as a realistic training ground doing a sound and 
valuable job. 

Alcohol and Driving.—Drew and co-workers exam¬ 
ined the effect of small doses of alcohol on driving 
skill (Brit. M. J. 2:993, 1958). The apparatus used 
was a “Miles motor driving trainer,” in which the 
subject sits in a dummy car facing a translucent 
screen in a darkened room. Behind the screen is a 
perspex disk with a road scene painted on it and 
this is projected, very' much magnified, on the 
screen by a lamp. As the driver operates the accel¬ 
erator and steering wheel the car appears to pro¬ 
gress along the road. The apparatus used gives the 
illusion of driving along a mile of road. The aspects 
of performance scored were accuray of tracking, 
speed of driving, and the control movements of 
steering wheel, accelerator, brake, clutch, and gear 
lever. Records were also made of the number of 
collisions with the side of the road that would be 
likely to happen under normal driving conditions. 
The subjects tested, 40 volunteers from the staff, of 
the Road Research Laboratory ranging in age from 
23 to 40 years, were given a 20% solution of alcohol 
flavored to disguise the alcohol content. The dose 
ranged from 0.2 to 0.65 Gm. of alcohol per kilo¬ 
gram-of body weight. The alcohol level was deter¬ 
mined in the blood, urine, and breath at intervals 
over a period of two and one-half hours. The peak 
blood alcohol concentrations from the doses given 
were about 20, 40, 60, and 80 mg. per 100 ml. and 
the ratio of urine alcohol to blood alcohol was 1.2.5 
to 1. The best results with breath testing apparatus 
were obtained with one kno^vn as the “breathalyser,” 
which gave values corresponding closely to the 
blood alcohol values. The other forms of apparatus 
either showed high constant errors or were difficult 
to use. 

Performance began to deteriorate with blood 
alcohol concentrations of the order of 20 to 30 mg. 
of alcohol per 100 ml., corresponding to an intake 
of 0.2 to 0.3 Gm. per kilogram ,t)f body weight. 
The deterioration was progressive and linearly 
related to blood alcohol level. Tliere was no evi¬ 
dence of a threshold effect. The impairment in 
performance was sho^vn most clearly in the opera¬ 
tion of the controls, particularly in the timing of 
steering wheel movements. Mean error showed an 
increase with an increase in blood alcohol, amount¬ 
ing to about 16% deterioration with a blood alcohol 
concentration of 80 mg. per 100 ml. Part of the 
increase in error was due to a significant tendency 
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for subjects to move toward the right of the road 
after taking alcohol. Mean speed showed no sig¬ 
nificant change after alcohol, although Acre were 
marked individual differences in speed. Age, sex, 
and previous driving experience and drinking 
habits showed no relation to individual differences 
in response to alcohol, but personahty ratings, 
especially those relating to extroversion and intro¬ 
version, were definitely associated witli driving 
perfonnance. 

Extroverts did not change either speed or con¬ 
trol movements much, though they were less con¬ 
sistent in control movements, but showed large 
increases in error. Introverts changed speed mark¬ 
edly, but it was not possible to differentiate be¬ 
tween those who slowed dowm and those who 
speeded up. Control movements were also in- 
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' creased in introverts. Error increased in some and 
not in others, but the mean error score was sig¬ 
nificantly less than in the case of extroverts, who on 
the whole did not seem to be bothered by the extra 
stress imposed by alcohol. They drove at much the 
same speed as normally and made few additional 
corrective movements, but made much greater 
errors than introverts. Tliey were less consistent in 
their behavior than the latter and deteriorated 
more rapidly. Introverts bn the other hand appeared 
to strive to compensate for the effect of alcohol and 
to be anxious to demonstrate their efficiency. If 
anytliing they overreacted to the situation, made 
more corrective movements, and changed their 
speed markedly, some even slowing down in an 
attempt to achieve greater accuracy, although they 
did not necessarily do so. 


BUSINESS PRACTICE 


This is the tenth in a series of excerpts from the 
brochure on the Business Side of Medical Practice, 
prepared bij the American Medical Association in 
cooperation with the Sears-Roebuck Foundation. 

AS YOUR PRACTICE GROWS 

As soon as it is financially possible, many physi¬ 
cians employ an office girl who can assume many 
of the routine duties of running the office, freeing 
the doctor to spend more time with his patients. 
She often serves as a combination office nurse, re¬ 
ceptionist, secretary, and bookkeeper. She is partic¬ 
ularly valuable in serving as the doctor’s ambassa¬ 
dor to his patients. 

A few y^ears ago an office aide was tlie exception 
rather tlian the rule—today four out of five practic¬ 
ing physicians employ at least one woman. This 
trend continues to increase as more doctors realize 
that managing a medical office means not handling 
ah detail themselves but directing others to do 
much of it. Recent surveys point up the fact that 
physicians witli office assistants can see more pa¬ 
tients each day than doctors who go it alone. 

As his practice grows, a physician may augment 
his office staff to include a registered nurse, in addi¬ 
tion to a receptionist-secretary, a laboratory tech¬ 
nician, or, perhaps, an x-ray technician. 

Hiring an Aide 

Tire first thing for a physician to consider when 
he reaches the point at which he is able to hire 
additional office help is “What duties do I want her 
to perform?” Depending on tire kind of practice he 
has, some physicians may be primarily interested in 
a' receptionist-secretary; others may prefer to em¬ 


ploy a registered nurse who will spend a greater 
share of her time assisting with the medical side of 
the practice. Where a' professional management 
consultant is available, it may be economical, in the 
long run, to seek such assistance in training office 
aides. 

As a guide to physicians in hiring an assistant, 
Dr. Harold Mickelson, of Northeast Missouri State 
Teachers College, has worked up a list of more than 
40 specific duties which an assistant might perform. 
His list is based on the results of a surx^ey he con¬ 
ducted in cooperation xvith the American Medical 
Association to determine tlie ideal qualities, train¬ 
ing, and skills of a medical secretary. 

Here are just a few of the duties a girl often per¬ 
forms: (1) receives patients and office’’visitors; 
(2) answers the telephone; (3) makes appoint¬ 
ments; (4) transcribes patients’ medical records, 
histories, and similar data; (5) opens and sorts 
mail; (6) takes the doctor’s letters; (7) prepares 
and mails financial statements to patients; (8) pre¬ 
pares insurance papers for doctor’s signature; (9) 
pays office bills, makes bank deposits; (10) mam- 
tains daily and monthly financial records; (H) 
orders business and medical supplies; (12) handles 
office filing; and (13) operates equipment, such as 
mimeographs, in connection with the business side 
of the office. 

On tlie medical side of the office she may (1) 
pare patients for examinations; (2) weigli and 
measure patients; (3) take blood pressure, temper¬ 
ature, pulse rate; (4) assist the physician xvim 
minor medical procedures and surgery; (5) do 
routine laboratory tests and procedures; and (6) 
perform office “housekeeping duties,” such as sten- 
lizing instruments. 
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DcpcncUng on her particular type of medical 
training, she may operate such equipment as x-ray 
and clcclrocarcUograph machines, give injections, or 
administer therapy of various types. However, the 
physician should alunr's remember that he is re¬ 
sponsible for the actions of an)' of his employees; 
all of her duties should be performed under his 
immediate supervision. 

M'hen the physician has prepared his own list of 
the duties he wishes his ofTice aide to perform, his 
next step is to decide what kind of a woman he is 
seeking. He may want a )'oimg u’oman or he may 
prefer a more mature woman; he may have some 
personal preferences about educational background, 
special training, and personality qualities. The per¬ 
sonality of the medical aide is of extreme impor¬ 
tance. Because she is the doctor’s key public rela¬ 
tions person, she should be sincerely interested in 
people, friendly, and cheerful, as well as sympa¬ 
thetic and courteous. Her efficiency may be im¬ 
portant, but it may be offset if she has the swong 
kind of personalit)' for the medical office. 

How can a girl’s personality qualities be deter¬ 
mined? The doctor himself can rate her on appear¬ 
ance, voice, poise, intelligence, self-confidence, and 
similar personality qualities in his interviews with 
her. There are also interview guides and forms 
which a doctor can adapt to his own needs avail¬ 
able from such companies as the Personnel Insti¬ 
tute, 37 \V. 47th St., New York, or the Psychological 
Corporation, 522 5th Ave., New York, if he wishes 
to use the job evaluation techniques of personnel 
experts. 

There are many other qualities a doctor seeks in 
an ideal assistant. He looks for maturity, a quality' 
not always determined merely by the age of the 
applicant. He searches for dependability, self- 
reliance, and ^composure, for. he knows that there 
will be many times when he is out of the office and 
quick decisions about the way to handle a given 
situation must be made by the girl. She will need a 
sense of humor and patience to carry her through 
tire difficult schedule of days, and she must be neat 
and accurate in all her duties. The ideal girl bal¬ 
ances efficiency witlr personality. 

Locating an Assistant—When the doctor has care¬ 
fully analyzed his own office needs, translated these 
into a detailed list of the duties he wishes an assist¬ 
ant to perform, and set down tire personality qual¬ 
ities for which he is searching, he is ready to begin 
interviewing applicants. Where does he go to find 
job candidates who will qualify? Here are some 
suggestions: 1. Check with the local medical society 
and rvitlr -colleagues who may know of girls seeking 
employment. 2. Check xvith local medical secretarial 
and medical assistant schools in the area. 3. Get the 
assistance of employment agencies. 4. Advertise,in 
local newspapers or professional journals. 5. If there 
is a local medical assistants organization, contact its 


placement chairman. (A nationwide organization of 
doctors’ aides, the American Association of Medical 
Assistants, now has state and local chapters in many 
states.) 

In screening applicants, the physician should 
have each girl fill out a personal history form and 
.should talk with her himself about her qualifications 
and the nature of the job. He will want to hold final 
interviews with the best applicants, and, when he 
narrows the selection down to one or two girls, he 
will wisely check with past employers for refer¬ 
ences. 

Salaries.—Every young doctor is faced with de¬ 
ciding what to pay an aide. Few men establishing 
new practices are financially able to pay huge sal¬ 
aries. However, it is false economy to hire an un¬ 
qualified girl merely because she will work for a 
small salary. Mistakes can be costly in a medical 
office and ri poorly qualified office aide may even 
drive away patients. 

The range of salaries for medical assistants varies 
around the country, just as do the range of physi¬ 
cians’ incomes. A good general rule to follow is to 
pay on the same basis as a good secretary in busi¬ 
ness. Such information is easily obtainable from 
local employment agencies or from business friends 
who employ secretaries. 

Though the doctor should have some salary 
schedule worked out before interviewing job appli¬ 
cants, he may find it necessary to alter it some¬ 
what, depending on the experience, training, and 
personality of the girl he hires. 

Some doctors prefer to employ a girl who has 
worked as a nurse in a local hospital or who has 
been employed by another doctor or just completed 
a training course in medical secretary-assistant 
work. Others prefer to take a young girl with rela¬ 
tively little training and teach her the job. 

In addition to establishing equitable starting sal¬ 
aries, the doctor must also know when and how 
much to raise his employees’ salaries from time to 
time in order to keep wages in line with those paid 
in the area and to provide continued job incentive. 
Too frequently raises are postponed until an assist¬ 
ant actually asks for a raise or becomes so dissatis¬ 
fied she threatens to quit or actually does so. A raise 
in salary is an expression of appreciation for a job 
well done. With a comparatively small staff, some 
doctors find that individual salary raises from time 
to time are more effective than a blanket raise for 
all who work in the office. Some claim a raise is 
best given after an effective piece of work has been 
completed or just as the employee is leaving on her 
vacation. This garden-variety psychology is based 
on the premise tliat when an assistant leaves with 
an increased feeling of good will toward the office 
she irill be anxious to return. 

Other Job Inccntices.-Most physicians offer sick¬ 
ness benefits, definite vacations, free medical care, 
and similar attractive benefits to their employees. 
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Some provide bonuses; otliers work out a percent¬ 
age of collections arrangement for the girl who 
must follow up on collections, although this can 
lead to overaggressiveness on her part where pa¬ 
tients are concerned. The physician is competing 
with industry and the business world for competent 
help, and consequently he, too, will find that fringe 
benefits are a real inducement in attracting well- 
qualified applicants. 

Training an Aide 

Too many doctors hire an office aide, then heave 
a great sigh of relief and say, “Now go to work.” 
To do her job well she must he dioroughly trained 
in tire specific office routine with her duties out¬ 
lined clearly and specifically. A clear dehneation of 
responsibilities must be made; this is especially im¬ 
portant if a physician has more than one aide in the 
office. 

Training an aide requires a liberal amount of 
understanding and patience. Some physicians even 
cut dovm on their case load to devote extra hours 
to the important training period, realizing that 
thoroughness at the beginning pays off later. Tlie 
training period should emphasize showing, rather 
tlian merely telling the girl what to do. This entails 
e.\plaining why certain things are done in the way 
they are done, ratlier than teaching by rote. A 
typed list of all her general duties and tire schedule 
by which they are to be performed should also be 
provided the new girl. 

Some doctors employ a girl for a tidal period of 
a few weeks, so tliat both can see how the arrange¬ 
ment is working out. The moment a physician em¬ 
ploys help, he becomes responsible for her social 
security deductions and payments, withholding tax 
deduction, workmen’s compensation protection, and 
otlier insurances tliat may be required in his state. 
Information on tliese matters and tlie appropriate 
sources for the necessary forms is usually available 
from tlie county medical society. 

If she handles patients’ payments and bookkeep¬ 
ing duties, it is desirable to secure a bond for her, 
and it should be carefully explained tliat this is a 
protection for her as weU as for tlie doctor. 

During the training period, praise means a great 
deal to a girl who is trying to gain confidence on 
die job. She must be impressed with tiie importance 
of- attention to detail and die absolute necessity for 
maintaining patients’ office confidences. The doctor 
should correct her when she makes mistakes, but 
should not do so before patients. However, he 
should not e.xpect her to leam everything the first 
day. 

If the girl works out satisfactorily, she soon will 
become an important member of the office team 
and the doctor xvill wonder how he ever managed 
mthout his loyal, dependable office girl. 
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It is to his advantage to allow her occasionally to 
enroll in refresher courses sponsored by medical 
societies and medical assistants groups. He may 
even volunteer to pay her tuition for such post¬ 
graduate education, since in die long run it insures 
a better-run office and enhances the girl’s pride in 
her work. 
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Life in a Cell: 16 mm., color, sound, showing time 13 minutes. 
Produced in 1956 by and procurable on purchase ($145) 
from World Wide Pictures, 4626 I'an Nuys Blvd., Sherman 
Oaks, Calif. 

The purpose of this film is to facilitate the teach¬ 
ing of the biological concepts of the basic life' func¬ 
tions of a single-celled animal, the ameba. The film 
consists of a study, primarily by means of photo¬ 
micrography, of a group of animals whose bodies 
are made up of just one cell, to leam how the basic 
life functions are performed in them. The biological 
concepts are considered in the form of questions: 
What does it mean to be alive? How can a single 
cell perform the basic life functions? How are the 
one-celled animals classified? Why are scientists 
interested in life in a single cell? Ewdence is then' 
presented that will dhect the student toward scien¬ 
tific conclusions. This is an e.xcellent film which 
would be very' useful to create interest for discus¬ 
sion purposes. It is recommended for showing as a 
supplement to biology classes at the college and 
high school les’el. It could also be used at tlie junior 
high school level; however, for these classes consid¬ 
erable teacher supplement and vocabulary' training 
would be required. 

Cheiloplasty: CoiTCclion of Harelip: 16 mm,, color, sound, 
showing time 24 minutes. Prepared by James M'. Kelley, M.D., 
Tulsa. Produced in 1956 by Bud Woods' Productions, 
for and procurable on loan from James M'. Kelley, M.D., 204 
Utica Square, Tulsa, Okla. 

In this film, the method of operation for correc¬ 
tion of harelip is demonstrated in detail and then 
the case of a 2-month-old child is presented. Each 
step of the procedure is shown, as well as the post¬ 
operative results. After this tliere is another demon¬ 
stration of an operation done on an adult under 
local anesthesia. Here again, the steps of tlie pro¬ 
cedure and the final results are shown. Included in 
the film are preoperative and postoperative photo¬ 
graphs of several adults and children-on whom 
cheiloplasty' was performed. The techniques used 
are all acceptable and the photography is clear 
and allows the procedm'es to be seen easily. The 
sound and explanation are very good. The film can 
be recommended for general practitioners, pediatn-. 
cians, and medical students. 
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INTERNAL MEDICINE 

Infarcts of the Pancreas. J. W. McKay, A. H. Bag- 
genstoss and E. E. WoBaeger. Gastroenterology 
35:256-264 (Sept.) 1958 [Baltimore], 

This report is concerned witli pancreatic infai'c- 
tioii in the absence of acute necrotizing pancreatitis. 
The cases comprising this studj’ were found among 
the records of 21,481 consecutive autopsies per- 
fonned by the section of pathological anatomy at 
tlie Mayo Clinic during the )'ears from 1924 through 
1955. A thorough stud)’ of the autopsy protocols, 
anatomic specimens, photographs, and histological 
sections was made in all cases of pancreatic in¬ 
farcts. Ah infarct was defined as tissue whieh had 
become necrotic because of impairment of its blood 
suppl)'. Tile necrosis usuall)' was of the coagulation 
hpe surrounded by a '-zone of reaction" consisting 
of hemorrhage, - dilated capillaries, and leukocytic 
infiltration'. All the infarcts included were the size 
of one lobule or larger. The term “focal paren- 
clg’mal necrosis” was used to designate necrotic 
acini in clusters smaller than one lobule. The term 
“focal fibrosis" was used to describe localized, fairly 
well-delineated areas of fibrous tissue, as opposed 
to diffuse interlobular fibrosis. The term “massive 
infarct” was used to describe instances in which 
one-fourtli.or more of the pancreas was involved. 
The term “malignant hypertension” was applied to 
cases in which the patient, during life, had bad 
severe sustained essential arterial hypertension- as¬ 
sociated with edema of the optic disks. 

Since isolated regions of acute hemorrhagic 
necrotizing pancreatitis could be confused with 
infarction, all instances of fat necrosis in extrapan- 
creatic tissue or excessive peripancreatic or intra- 
pancreatic hemorrhage were eliminated. Any evi¬ 
dence of diffuse inflammation of the pancreas in 
regions not immediately adjacent to infarcts was 
considered to be evidence of pancreatitis, and such 
cases were not included. Microscopic areas of fat 
necrosis, however, either isolated or adjacent to 
infarcts, were not eliminated, since they likewise 
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could be ischemic in nature. Forty-one cases were 
found that fulfilled the required criteria; this repre¬ 
sented an incidence of 0.19%. It was found that 
infarcts of the pancreas are most commonly asso¬ 
ciated with diseases characterized by occlusive 
lesions of the arteries, such as periarteritis nodosa 
and malignant hypertension. The relationship be¬ 
tween infarcts of the pancreas and acute necrotiz¬ 
ing hemorrhagic pancreatitis is not entirely clear, 
but this study indicates that lesions of each tj'pe 
may exist independently of the others and can be 
distinguished by their gross and histological ap¬ 
pearance. It seems probable that, in some instances, 
pancreatic mfarcts may produce significant clinical 
sx'mptoms. 

Among the 41 cases of pancreatic infarction, 
occlusive lesions of the arteries were found in 30 
with thrombi or lesions of the arterial wall or both 
and in 3 with emboli. In the 8 cases with no demon¬ 
strable arterial occlusion, there was tenninally 
either shock or congestive heart failure or both, 
which may have contributed to the production of 
ischemic infarction of the pancreas. The finding of 
frequent association of pancreatic infarcts with 
malignant hypertension and the failure" to find any 
instance of acute necrotizing pancreatitis in 100 pa¬ 
tients with malignant hj'pertension, studied by 
Hranilovich and Baggenstoss, seem' to indicate that 
acute necrotizing pancreatitis is rarely caused by 
pancreatic infarction. 

f 

Obserx’ations on Staphylococcus Albus Septicemia 
in Mice and Men. I. M. Smith, P. D. Beals, K. R. 
Kingsbury and H. F. Hasenclever. A. M. A. Arch. 
Int. Med. 102:375-388 (Sept.) 1958 [Chicago]. 

Evidence obtained from cultures of blood of 9 
patients affected with septicemia caused by Staphy¬ 
lococcus albus shows that this disease cannot al¬ 
ways be dismissed as being due to contamination. 
A second culture should be taken, since overlook¬ 
ing a bacteremia due to this organism may have 
serious consequences for the patient. When the 
diagnosis of septicemia due to Staph, albus is made, 
it is necessary to determine the in vitro sensitivities 
of the isolated strain, as these sensitixdties differ 
from strain to strain. The prognosis for the un¬ 
treated patient is poor; therefore, prompt, care¬ 
fully chosen, and prolonged antibiotic therapy is 
recommended. Death may occur late in the course 
of the disease, often unexpectedly, even though the 
blood stream has apparently been sterilized by 
treatment. Before the sensitivities are known, treat- 
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ment with novobiocin and chloramphenicol can be 
recommended, but it should not be started until 
in vitro sensitivity tests have been made to a wide 
range of antibiotics. 

Predisposing factors were common in the pa¬ 
tients with this disease, such as rheumatic fever, 
previous illnesses requiring operation, and other 
manifestations tending to impair the general con¬ 
dition. The sexes were affected in a ratio of 2 
males to 1 female, which was similar to that for 
patients with septicemia caused by Staph, aureus. 
The sjTUptomatology included dyspnea, cough, and 
sore diroat. Some patients complained of a pleuritic 
tj'pe of pain; shoulder, knee, and ankle joints were 
most often painful; chills and rash were common. 
Involvement of the cardiovascular system was fre¬ 
quently found at autopsy. Experiments in mice 
with 3 strains of Staph, albus obtained from the 
blood of patients rarely led to the death of the 
animals and seldom produced obvious evidence of 
the disease. Further studies to solve the problem 
of this disease are recommended. 

Haemorrhagic Capillary Disorder Associated with 
Antiliaemophilic Globulin Defieiency. L. S. Valberg 
and G. M. Brown. Medicine 37:181-196 (Sept.) 1958 
[Baltimore]. 

An investigation was made on a large family 
group, many members of which suffered from one 
of the commoner inherited hemorrhagic disorders 
of capillaries. The great-great-grandfather of the 
family was an Italian fisherman who bore the name 
of Alfredo Purpura. He and all but one of his chil¬ 
dren migrated to America. In all, 278 members 
have been traced, and these comprise the entire 
family, save for possible descendants of the daugh¬ 
ter who remained in Italy. Some of the 4th genera¬ 
tion still bear the name Purpura, and some of these 
are affected by the disease. Laboratory investiga¬ 
tion was carried out on 35 members of the family 
in 3 generations. Inquiry into a possible hemor¬ 
rhagic disorder was made in 60 other cases. The 
information obtained on die others varied in com¬ 
pleteness and accuracy. A history of abnonnal 
bleeding was given by 15 persons, 5 males and 10 
females. In one other case abnormalities were 
found in the laboratory which were similar to those 
found in the cases with a positive history of ab¬ 
normal bleeding. The bleeding in affected members 
of the family was generally mild, though one 9- 
year-old boy died because of prolonged epista.\is. 
The most common cause of trouble was tooth ex¬ 
traction, and 12 of 16 persons had had significant 
bleeding after this t)'pe of trauma. Bleeding from 
minor cuts had been a problem in 7 persons and 
epistaxis in 5. Tonsillectomy had been accomplished 
without difficulty in 2 persons but had been fol¬ 
lowed by hemorrhage in 4. There were 4 cases of 
excessive bleeding after major surgery (discotomy. 
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appendectomy and cholecystectomy, hysterectomy 
and appendectomy, and hysterectomy), but in 4 
cases major surgery (thyroidectomy, renal lithot¬ 
omy, exploration of elbow joint, and appendectomy) 
was carried out without reported complicating 
hemorrhage. 

Summarizing the studies on this family and of a 
review of the literature, the authors say that the 
disease occurs in both sexes and is transmitted as 
a simple dominant independent of sex. For the 
most part the clinical features are mild. Typical 
findings, include a variable prolongation of the 
bleeding time and a blood clotting abnormality 
characterized by variable clotting and prothrombin 
consumption times and a consistent'abnormality in 
the thromboplastin generation test confined to the 
barium-sulfate-treated plasma. Evidence that the 
coagulation defect in this condition is antihemo¬ 
philic globulin deficiency is supported by assay 
procedures for antihemophilic globulin and by evi¬ 
dence that antihemophilic globulin and the factor 
in normal plasma which corrects the defect in a 
patient s plasma behave similarly on storage, heat¬ 
ing, freezing, cooling, ammonium sulfate sahiration 
precipitation, dialyzation, barium sulfate or alumi¬ 
num hydroxide adsorption, and Seitz filtration. The 
administration of fresh blood and prednisone in 
one patient improved the coagulation and vascular 
defects sufficiently to permit discotomy and spinal 
fusion. 

Consideration of tlie patients studied and- the 
report in the literature of cases of primary hemor¬ 
rhagic disorder characterized by a normal platelet 
count and by a prolonged bleeding time or by ab¬ 
normal capillary fragility (or sometimes by both) 
leads to the distinction of 3 major syndromes: (1) 
a pure capillary disorder; (2) a capillary defect as¬ 
sociated with an abnormality in the humoral fac¬ 
tors of the coagulation mechanism; and (3) condi¬ 
tions in which tliere is a capillary defect and an 
abnormality in platelet form and/or function. 

A Study of Heart Disease in One Hundred Eight 
Hospitalized Patients Dying With Portal Cirrhosis. 
J. H. Lunseth, E. G. Olmstead and F. Abboud. 
A. M. A. Arch. Int. Med. 102:405-413 (Sept.) 1938 
[Chicago]. 

The incidence and tyqje of heart disease were 
evaluated in 108 consecutive patients who had 
^moderate, to severe portal cirrhosis at the time or 
death. The ages of these patients ranged from 26 
to 83 years, with a mean age of 57,4 years and a 
standard deviation of 13.7 years. Twenty-six were 
women, and 82 were men. The examination re¬ 
vealed tliat 52 patients (48%) presented portal cir¬ 
rhosis associated witli severe heart disease, which 
was arteriosclerotic in 26, hypertensive in 9, val¬ 
vular in 5, and hypertrophic in 12. The latter ^12 
patients constituted a frequency of 32.4% of cardiac 
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hj-l^crlrophy among the 37 cirrlioUcs of this series 
wlio were found to lia\'c no clinical or pathological 
e\'iclence of hypertension or valvular or arterio¬ 
sclerotic heart disease. These patients presented a 
clinical picture of both heart and liver disease. 
Shortness of breath, edema of the legs, ascites, and 
chronic cough occurring in both conditions made 
the precise assignment of symptoms to either the 
lie.ort or the liver difficult. Paroxysmal nocturnal 
dyspnea and orthopnea, more typical cardiac symp¬ 
toms, called attention to the heart disease in 2 of 
these patients. The outstanding clinical character¬ 
istic of this type of heart disease appears to be the 
occurrence of cardiac enlargement in the presence 
of portal cirrhosis and in the absence of known 
causes for cardiac enlargement, such as hyperten¬ 
sion, valvular heart disease, or arteriosclerosis. 
Seven of these patients had cardiac enlargement 
demonstrated either on physical examination or by 
chest roentgenogram. Tachycardia in the absence 
of fever or significant anemia should lead one to 
suspect cardiac involvement associated with portal 
cirrhosis. Apical systolic murmurs were heard in 5 
of these patients without gross or microscopic evi¬ 
dence of valvular heart disease, and in at least 2 of 
these the murmurs were associated with significant 
anemia. Electrocardiograms gave evidence of pre¬ 
mature auricular and ventricular contractions and 
intraventricular conduction defects of varydng de¬ 
gree. 

One of the most salient findings in this study 
was the fact that the idiopathic cardiac hyper¬ 
trophy was significantly more frequent in patients 
ndth early and moderately advanced cirrhosis than 
in those with far-advanced cirrhosis. Cardiac hyper¬ 
trophy in tliese patients was believed to be due 
to the increased cardiac output associated with 
peripheral vasodilation in the early stages of portal 
cirrhosis. Tlrese findings suggest that patients with 
portal cirrhosis not only have the common types of 
heart disease but also are apt to develop an idio¬ 
pathic heart disease associated with portal cir¬ 
rhosis itself. 

Urinary Delta-Aminolevulic Acid and Porphobi¬ 
linogen in Different Types of Porphyria. B. Haeger. 
Lancet 2:606-608 (Sept. 20) 1958 [London]. 

The author discusses whether the presence of 
some porphyrin precursor earlier than porphobi¬ 
linogen in the urine might not be a more reliable 
criterion of the porphyria-carrier trait than the 
presence of porphobilinogen. Recently Mauzerall 
and Granick found that the precursor of porphobi¬ 
linogen, delta-aminolevulic acid, was also present 
in large amounts in the urine of 2 patients with 
acute porphyria. They accordingly devised a 
method for quantitative determination of this sub¬ 
stance. Tliis method was used in making quantita¬ 
tive determinations of delta-aminolevulic acid and 


of porphobilinogen in urine from 50 healtliy adults, 
from 50 healthy children (aged from 7 months to 
14 years), from 34 patients with acute intermittent 
porphyria, and from 128 of their closest relatives, 
as well as from 12 patients with porphyria cutanea 
tarda. 

All patients with latent or manifest acute inter- 
niittent porphyria showed a pathologically in¬ 
creased excretion' of porphobilinogen in the urine. 
This, therefore, appears to be an obligatory diag¬ 
nostic sign. In two-thii'ds of the jiatients the ex¬ 
cretion of delta-aminolevulic acid was also in¬ 
creased. In all apparently healthy but genetically 
certain carriers of the disease, the mrinary excretion 
of porphobilinogen, and usualty of delta-amino¬ 
levulic acid as well, was increased. This suggests 
that the disease can be transmitted only by persons 
with latent or manifest porphyria. A third of the 
apparently healthy children (below 15 years of age) 
of patients with latent or manifest acute intermit¬ 
tent porphyria had biochemical disorders suggestive 
of porphyria. It is noteworthy that so many of these 
children had latent porph^uia, since manifest por¬ 
phyria is very rare in this age-group. In patients 
with porphyria cutanea tarda the urinary excretion 
of delta-aminoleimlic acid and of porphobilinogen 
followed no regular pattern. Determination of the 
porphyrin content of the urine and feces tlius ap¬ 
pears more useful in the biochemical' diagnosis of 
this type of porphyria. 

Peripheral "Vascular Complications in Diabetes Mel- 
litus: A Survey of 3,600 Cases. D. W. Kramer and 
P. K. Perilstein, Diabetes 7:384-387 (Sept.-Oct.) 
1958 [New York]. 

The authors studied the problem of the relation¬ 
ship of diabetes mellitus and the incidence of 
peripheral vascular complications in 3,600 patients 
with diabetes mellitus seen Jn private practice and 
in hospitals in Philadelphia between 1921 and 1956. 
The ages of the patients ranged from 10 to more 
than 80 years, and their cases varied from potential 
to severe type. A progressive rise in the incidence 
of peripheral vascular complications from 8.8% be¬ 
tween 1921 and 1930 to 47.3% between 1952 and 
1956 was observed. This finding prompted the au¬ 
thors’ attempt to obtain more information about 
the factors involved in the relationship of diabetes 
to peripheral vascular disease by examining the 
cases of 1,600 patients, observed between 1942 and 
1956, according to duration of the diabetes, severity 
of the disease, age, and sex. Results showed that 
duration of diabetes alone is not a significant factor. 
The' highest incidence of complications of the 
peripheral arterial system was in patients with 
diabetes of 1 to 5 years' duration. The next highest 
occurred in patients with diabetes of 6 to 10 years’ 
duration. Similarly, the severity of the diabetes is 
not a definite factor, because the vast majority of' 
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complications have occurred in patients with milder 
forms of the disease. Age and sex do not offer any 
significant explanation for the rise of the incidence 
of vascular complications. The findings of the sur¬ 
vey suggest that the basic cause for atherosclerosis 
might best be sought in other fields. Further investi--- 
gations in the field of metabolic disorders, besides 
cholesterol and carbohydrates, may give added in¬ 
formation. 

Sarcoidosis of the Spinal Cord: Report of a Case 
with Remission Associated with Cortisone Therapy. 
A. Moldover. A. M. A. Arch. Int. Med. 102:414-417 
(Sept.) 1958 [Chicago], 

While sarcoidosis is a relatively common disease, 
involvement of the spinal cord, which occurred in 
a 24-year-old man with sarcoidosis, is so rare that 
the case appears to be of interest. The patient 
noticed pain in his calves 5 months before he was 
first seen in consultation, followed by pain in his 
right hip and lower bach. For the past two months 
he had had difficulty in walking a straight line; he 
could not stand on his toes, climb stairs, walk rapid¬ 
ly, or stand on one leg. One week previously im- 
potency and difficulty in urination developed, and 
he consulted an urologist. The prostate was normal, 
but his urinary condition was diagnosed as a cord 
bladder. The patient complained of extreme gen¬ 
eral exhaustion and weakness. 

Physical examination revealed a tall cachectic 
young man, walking with a shuffling gait, unable 
to lift his feet from the floor. A generalized 
lymphadenopathy, including cervical, axillary, and 
inguinal nodes, was found. There was no tender¬ 
ness of tire spinal column. Chest roentgenograms 
showed enlarged hilar Ijanph nodes and diffuse 
pinpoint opacities throughout botli lung fields. The 
gastrointestinal series showed an enlarged spleen 
indenting the greater curvature of the stomach. 
Neurological examination revealed bilateral hy¬ 
peralgesia, impaired sensitivity to pin prick and 
touch over the left saddle-seat area, normal ab¬ 
dominal but depressed cremasteric reflexes, and 
absent knee and ankle jerks. The Babinski re¬ 
sponse was normal. The protein content of the 
spinal fluid was 128 mg. per 100 cc., and the 
sugar content was 40 mg. per 100 cc. An inguinal 
IjTuph node was removed for biopsy, and histo¬ 
logical examination was consistent with sarcoidosis. 
The patient was treated with corticotropin in daily 
intravenous injections of 25 mg. (1 mg.=1.14 
U. S. P. units); the corticotropin was dissolved in 
500 cc. of 5% dexh-ose in water and was given 
slowly during 8 hours for 8 consecutive days. A 
dramatic response was obtained on the tliird day 
of treatment when bladder function was restored 
to normal; the patient was able to walk normally, 
the e.xhaustion disappeared, and he was discharged 
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from the hospital in a much improved condition. 
All the s^Tuptoms and signs returned 6 weeks later 
though, and the patient was then given cortisone 
by the oral route: 300 mg. the 1st day, 200 mg. the 
next 2 days, and 150 mg. for the next 10 days. Tlie 
daily dose of cortisone was then reduced to 100 
mg. Two days later insomnia developed, and a 
dose of 75 mg. was given. Two grams of potassium 
chloride was also administered daily. As before, 
the reaction to steroid therapy was excellent and 
was manifested by marked increase in appetite 
after administration of the first dose of the drug. 

The disease in this patient was characterized by 
the alternation of prompt remissions when steroid 
therapy^ was given and relapses whenever it was 
stopped; after 2% years of treatment cortisone was 
withdrawn. One and a half years after termination 
of the therapy, the roentgenograms show'ed for the 
first time normalization of the lung, the neurolog¬ 
ical findings were negative, and the patient re¬ 
sumed normal sexual activity. The results obtained 
with steroid therapy in this patient with sarcoidosis 
indicate its value in this condition. 

Familial Congenital Hyperplasia of the Adrenal 
Cortex. G. Birke, E. Diczfalusy', L.-O. Plantin and 
others. Acta endocrinol. 29:55-69 (Sept.) 1938 (In 
English) [Copenhagen]. 

The authors report on a family consisting of tlie 
parents, aged 47 and 44 years, and of 6 children, 
3 of whom, aged 15 y'ears, 12 j'ears, and 8 weeks, 
had congenital hyperplasia of the adrenal cortex 
manifested as female pseudohermaphroditism; the 
other 3 children, 2 girls, aged 13 and 10 years, and 

1 boy, aged 8 years, were normal both in weight 
and height and concerning their sex organs. Analy¬ 
sis of the steroid secretion in the urine was done in 
all 8 members of this familjc The father, mother, 
and 3 healthy children showed a normal excretion 
pattern of 17-ketosteroids, 17-hydroxycorticoster- 
oids, androgens, and estrogens. The y'oungest of 
the 3 female pseudohermaphrodites died before 
any steroid analyses could be carried out. The other 

2 children with adrenocortical hyperplasia showed 
a substantially^ increased excretion of both 17-keto¬ 
steroids and 17-hydroxy'corticosteroids as well, as 
pathological changes of_ their excretion patterns. 
Androsterone showed a greatly^ increased output, 
but etiocholanolone could not be identified with 
certainty. The increased excretions of ll-oxy-17- 
ketosteroids consisted mainly of those of 11-keto- 
etiocholanolone and 11 beta-hydroxyandrosterone 
which were isolated and identified by infrared 
spectroscopy; 11 beta-hydroxyetiocholanolone could 
not be detected. An indirect analysis of the 17- 
hydroxycorticosteroid pattern revealed the pres¬ 
ence of large amounts of pregnanetriol. Measurable 
amounts of pregnan-3 alpha,17 alpha,21-triol-20-one 
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(tctraliydro-S) were also observed in tbe urine. In 
neither of these 2 children was the c.'ccretion of the 
latter accompanied by hypertension. Tetrahydro- 
corti.sonc and ll-kcto-pregnan-3,17,20-lTiol were 
also identified, but no 11 bcla-liydro.\ylated corti¬ 
costeroids could he delected. The estrogen pattern 
was characterized in both patients by the complete 
absence of estriol. Tlic older patient, who grew up 
as a girl, showed pronounced masculinization at 
the age of 14 and underwent bilateral subtotal 
adrenalectomy; after this operation substantial 
amounts of estriol were dfetccted in the urine. 

The assays in these 2 patients u'ith adrenocortical 
hyperplasia thus revealed a partially new steroid 
e.rcretion pattern characterized by the presence of 
tetrahydro-S despite the absence of hj'pertension, a 
defect in the 11 beta-hydro.vylating mechanism, a 
dichotomy between androsterone and etiocholano- 
lone excretion, and a disturbed estrogen pattern. 
These findings and those reported by other workers 
suggest very strongly, that in congenital adrenocor¬ 
tical hjirerplasia a number of different defects may 
arise in the enzj’matic systems of the adrenal 
glands, more or less marked in different cases. Al¬ 
though a defect in the iormation of hydrocortisone 
from its precursors appears to be a common factor 
in most of the patients u'itii adrenocortical hj'per- 
plasia, various additional enzymatic defects, giving 
rise to different types of steroid patterns, also ap¬ 
pear to be present; 

Marfan’s Syndrome. F. Erichsen and P. Svane- 
Knudsen. Ugesk. laeger 120:1121-1126 (Aug. 21) 
1958 (In Danish) [Copenhagen]. 

Arachnodactyly or congenital mesodermal dys¬ 
trophy (Marfan’s syndrome) designates a constitu¬ 
tional anomaly of hereditary character. In patients 
without cardiovascular complications or grave 
k)'phoscoliosis, tlie prognosis for life is considered 
good. Since there is ectopia lends in 50 to 75% of 
the cases, the state of vision often becomes decisive 
for the prognosis as to ability to work. Report is 
given on 9 patients with Marfan’s syndrome whose 
typical cases have not previously been desciibed. 
These patients represented 3 families, and informa¬ 
tion was also avaOable on 10 relatives with the 
anomaly. Of the 2 padents with kyphoscoliosis, one 
died 2 weeks after the examination, probably of 
cor pulmonale. No cardiovaseular lesions were dem¬ 
onstrated in the 8 surviving padents. Marfan’s syn¬ 
drome should be borne in mind, especially in mass 
examinations of school children or in the practice. 
Children with the anomaly can be helped by reg¬ 
ular consultations xvith orthopedist and ophthal¬ 
mologist and by advice as to choice of career. Many 
persons with the disorder are fully able to work, 
even at physically demanding occupadons. 


SURGERY 

Leiomyosarcoma of the Stomach. L. W. Mason and 
V. R. Jablokow. J. Internal. Coll. Surgeons 30:285- 
293 (Sept.) 1958 [Chicago], 

The incidence of leiomyosarcoma of the stomach 
is about the same in both se.xes, and the age of 
onset is usually one decade earlier than that of 
carcinoma. The prognosis after surgical removal 
(leiomyosarcoma is not a radiosensidve tumor) is 
relatively good. In this discussion 3 patients are 
alive and well 4, 7, and 8 years, respeetively, after 
operation. Early diagnosis is extremely important 
and can be made by gastrointestinal hemorrhage, 
epigastric distress resembling peptic ulcer, a pal¬ 
pable epigastric mass, roentgenologic evidence, gas- 
troscopic examination, and laparotomy. Distress is 
usually relieved by taking food and frequently by 
taking alkali in spite of achlorhydria (present in 
about 25% of cases). These tumors may vary from 
2.5 to 25 cm. in diameter, are lobulated or nodular 
and rubbery, and may be found anj^where in die 
stomach, although rarely in the pyloric and cardial 
areas. They are usually less fixed and less hard and 
nodular than carcinoma. Roentgenologic diagnosis 
can rarely be accurately accomplished. In these 3 
cases it could only be stated that a filling defect 
was present. Hypochromic macrocytic anemia is 
usually present, often in direct proportion to the 
duration of the disease. Usually there is no relation 
to gastric acidity. Free hydrochloric acid is lacking 
in the patient with leiomyosarcoma of the stomach 
more frequently tlran in the normal person, but it 
is much less common than in patients with car¬ 
cinoma. Appetite usually remains good, and loss of 
weight occurs late or not at all. Many patients 
appear to be in good physical condition even in the 
terminal stages. The leiomyosarcoma is a slow- 
growing tumor, prone to metastasize late, although' 
it infiltrates locally. It is usually encapsulated and 
spreads by displacement rather than by invasion. 

Venous Shunts in the Surgical Management of 
Bleeding Esophageal Varices. R. W. Youngblood. 
J. Tennessee M. A. 51:357-364 (Sept.) 1958 [Nash¬ 
ville]. 

The author reports on 9 female and 15 male 
patients with portal hypertension associated with 
esophageal varices who underwent 25 venous shunt¬ 
ing procedures (11 portacaval and 14 splenorenal 
shunts) at the Vanderbilt University Hospital in 
Nashville, Tenn., betiveen May, 1951, and March, 
1958. Twenty-one of the 24 patients had intra- 
hepab'e block, and only 3 had extrahepatic block. 
Of the 21 patients with intrahepatic block, 12 had 
Laennec’s or alcoholic cirrhosis, 5 had posthepatic 
cirrhosis, 3 had biliary cirrhosis, and 1 had cirrhosis 
whose cause was unknown. Of the 3 patients with 
extrahepatic block, 2 were children with thrombosis 
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of the portal vein secondary to omphalitis, and 1 
was an adult with cavemomatous transformation 
of the portal vein. Preoperatively all patients ex¬ 
cept one had an average of 2 attacks of major 
hemorrhage. The surgical procedure usually con¬ 
sisted of end-to-side anastomosis with continuous, 
nonabsorbable suture material. 

There were 2 operative deaths; one patient died 
8 days and the other 15 days after the operation, 
both in hepatic coma. Three other patients died, 
one 8 weeks after the operation and two 4 years 
after the operation. Autopsies were performed on 
4 of the 5 patients, and the shunt was patent in 
each of them. None died of hemorrhage. Only 2 
other patients had subsequent bleeding during 
follow-up periods ranging up to 7 years; in one of 
these, bleeding followed thrombosis of a spleno¬ 
renal shunt, the only instance of thrombosis in tlie 
entire series. The relatively low mortality rate and 
the rarity of complications and recurrent bleeding 
or thrombosis of the shunt are impressive when 
contrasted with older series of patients under non- 
surgical management, who had mortality rates vary¬ 
ing from 50 to 80%. Emphasis should be placed on 
the fact that bleeding is the most frequent cause 
of death in patients with esophageal varices. There¬ 
fore, venous shunting should no longer be consid¬ 
ered as a palliative procedure, since other compli¬ 
cations of cirrhosis may now be largely controlled 
with modern medical management. Portal-systemic 
shunts are feasible, with a low mortality rate even 
in poor-risk patients with cirrhosis. Liver function 
and ascites are infrequently improved by a shunting 
procedure alone but may be improved by med¬ 
ical means. 

Transection of the Hypophyseal Stalk in the Man¬ 
agement of Metastatic Mammary Carcinoma. G. S. 
Dugger, J. Van Wyke and J. F. Newsome. Am. 
Surgeon 24:603-608 (Sept.) 1958 [Baltimore]. 

Hypophysectomy has been known to be followed 
by improvement in 50% of patients with metastatic 
breast carcinoma; however, total hypophysectomy 
is difficult and is not always achieved. The authors 
review attempts to achieve functional hypophys¬ 
ectomy, and, on the basis of experimental evi¬ 
dence, the procedure they used to cause a func¬ 
tional hypophysectomy consisted of transection of 
the infundibular stem or hypophyseal stalk and the 
placement of a disk of impervious material across 
the sella turcica. Thus, the revascularization of the 
hypophysis by vessels from the hypothalamus, spe¬ 
cifically the vessels of the hypophyseal portal sys¬ 
tem, became unlikely. 

Beginning in July, 1955, this operation was per¬ 
formed on 15 patients with advanced metastatic 
carcinoma of the breast. Endocrine function was 
assayed preoperatively and in the patients who sur¬ 
vived sufficiently long postoperatively. Studies were 


made of the uptake of radioiodine (I F') and protein- '■ 
bound iodine, of the excretion of gonadotropins, 
17-ketosteroids, and 17-hydroxycorticosteroids, and 
of the response of plasma 17-hydroxycorticosteroids ' 
to the adrenocorticotropic hormone. Six of the 15 
patients with metastatic mammary carcinoma 
showed a remission, 4 gained no benefit, 1 died as 
a result of the operation, and in 4 patients the op- : 
eration was too recent to permit evaluation. Av¬ 
erage duration of remission was 6.6 months. This 
was less than that reported for total hj'pophysec- 
tomy but will probably Improve with better selec¬ 
tion of cases. Whether the quality of the remission 
is the same as that after total hypophysectomy has 
not been determined. 

The Surgical Treatment of Cushing’s Syndrome. 

F. Glenn, R. C. Karl and.M. Horwith. Ann. Surg. 
148:365-374 (Sept.) 1958 [Philadelphia]. 

Thirty-two pab'ents with adrenal cortical hyper¬ 
function (Cushing’s syndrome) have been evaluated 
during the past 24 years'at the New York Hospital- 
Cornell Medical Center. All but 2 were women. 
The peak age of incidence was in the 4th decade. 
The most common physical complaint with mus¬ 
cular weakness or fatigue, which in 3 patients re¬ 
sulted in extreme disability. A 52-year-old woman 
had such severe muscular weakmess that neurolo¬ 
gists had entertained such diagnoses as muscular 
dystrophy and peripheral neuritis. Amenonhea or 
menstrual irregularities developed in 24 of 28 
women who were e.xperiencing normal, menstrual 
periods prior to the onset of their symptoms. A 
moon facies was noted in 25 patients, while truncal 
obesity with supraclavicular and cervicodorsal fat 
pads and thin tapered extremities occurred in 19. 
Facial and body hirsutism was frequently seen. 
Scalp hair tended to pull out easily. Atrophic skin, 
facial plethora, acne, and increased bruisability 
were common, but purple striae occurred in only 
9 instances. Psychiatric problems varied from in¬ 
creased irritability to severe depression. Since an 
adequate method of determining serum and urinary 
17-hydroxy'corticoid levels has become available, 
this has been the most useful laboratory exami^- 
tion in the diagnosis of Cushing’s syndrome. The 
17-hydro.xycorticoid values were elevated in 19 o 
the 22 patients in whom the test was employed, 
and the urinary 17-ketosteroid levels were mcrease 
in 15 of 28 patients. Other frequently encountere 
laboratory findings were diabetic glucose tolerance 
responses, eosinopenia, leukocytosis, increased in¬ 
sulin resistance, lymphopenia, alkalosis, and poly¬ 
cythemia. There .were 14 instances of osteoporosis. 

No satisfactory medical therapy is available for ^ 
Cushing’s syndrome, but excision of tlie hyper¬ 
functioning adrenal cortical tissue has frequen y 
induced permanent remission. Thirty of the 32 pa¬ 
tients were operated on, the authors favoring n 
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iiitcral incision with resection of the 12(li rib. 
Transal)cloininal c.vposure of tlic nclrenal glands is 
reserved for patients with severe osteoporosis who 
cannot be placed in the lateral position without 
risking a compression fracture of a vertebral body 
and damage to the spinal cord. One of the first 
patients had wdiat appeared to he normal adrenals, 
and only biopsy specimens were taken. This was a 
9-year-old hoy who subsequently underwent a 
spontaneous remission. Twenty patients had a total 
adrenalectomy. Nine patients underwent unilat¬ 
eral adrenal resection for either adenoma or hyper¬ 
plasia. There were no deaths among the patients 
treated surgically. The duration of cortisone ther¬ 
apy varied from 2 days to several weeks in patients 
in whom adenomas were resected. 

- Within weeks after adequate surgical therapy, 
tliere is a redistribution of body fat, so that a more 
normal appearance is soon evident. Muscular 
strength slowly improves, and normal menstrual 
periods return. Osteoporotic bones gradually re¬ 
calcify. The blood pressure often returns to normal 
levels. Although facial hirsutism usually subsides 
completely, it persisted in some patients. A per¬ 
sistent low-grade fever, sometimes accompanied by 
mild diarrhea, was e.vperienced by some of the 
totally adrenalectomizecl individuals. In 3 patients 
who had both adrenals e.xcised, transitory hyper¬ 
calcemia and hyperphosphatemia des’eloped post- 
operatively and was accompanied by such synanp- 
toms as fever, anorexia, nausea, vomiting, muscular 
weakness, polydipsia, and polyuria. In one patient, 
in whom all but a small remnant of adrenal tissue 
was removed, there developed SVi years later a 
complete ophthalmoplegia on the right and bitem¬ 
poral hemianopsia. The spinal fluid was bloody, 
and skull x-rays revealed an enlarged sella turcica 
which had not been present prewously. Diabetes 
insipidus then became evident. A craniotomy was 
performed, and the clinical impression of a hemor¬ 
rhage into a basophilic adenoma was confirmed. 
IVlien adequate medical facilities are available, 
totally adrenalectomized patients can be main¬ 
tained safely. 

Cortisone as Cover for Major Surgery in Advanced 
Pulmonary Tuberculosis. J. R. Edge. Lancet 2:604- 
605 (Sept. 20) 1958 [London]. 

The author reports on 17 patients (14 male and 
3 female) with far-advanced pulmonary tubercu¬ 
losis for whom major surgery was considered to 
offer the only real hope of permanently arresting 
the disease. Their ages ranged from 26 to’ 58 years. 
The operations earned out were pneumonectomy 
in 5 patients, lobectomy in 4, local excision of cavity 
in 1, and thoracoplasty in 7. The patients have been 
followed up for from 6 to 21 months after opera¬ 
tion. When the resting 24-hour l7-ketosteroid ex¬ 
cretion was found to be low, cortisone therapy by 
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mouth was started 3 days before operation in a 
daily dose of 100 mg. (25 mg. every 6 hours); this 
dosage was continued for a week after operation 
and then reduced, in weekly steps of 25 mg., to 75, 
50, and a final 25 mg. daily. The total duration of 
treatment was 4 weeks. There were 3 postoperative 
deaths from definitive complications unrelated to 
stress. The remaining 14 patients had no postopera¬ 
tive complieations, apart from transient hasal col¬ 
lapse in one instance. The postoperative course was 
remarkably free of incident; the patients remained 
free of fever, dyspnea, hj'potension, and tachy¬ 
cardia and on the day after operation looked and 
felt none the worse for the operation. The pink 
color and lack of any suggestion of dehydration 
were particularly striking. Wound healing pro¬ 
ceeded quite normally in all patients. It is suggested 
that the replacement of deficient endogenous adre¬ 
nal secretion contributed' substantially to the re¬ 
covery of the patients. 

Clinical Aspect and Therapy in Patients with 
Tuberculosis of the Cervical Lymph Nodes. E. 
Beck, H. Behrendt and J. Kastert. Tuberkulosearzt 
12:573-580 (Sept.) 1958 (In German) [Stuttgart, 
Germany]. 

The autliors report on the results of combined 
surgical and tuberculostatic treatment in 949 pa¬ 
tients, ranging in age from 10 to 60 years, with 
tuberculosis of tlie lymph nodes who were ad¬ 
mitted to the sanatorium “Sonnenwende”. in Bad 
Diirkheim, Germany, between 1949 and 1957. Treat¬ 
ment consisted of skin incision in the direction of 
folds of the skin, removal of the surface abscesses 
of caseous necrosis, and wide dissection of all 
palpable and visible subjacent lymph nodes. Roent¬ 
genograms before or during the operation helped 
to locate the calcified lymphomas. Complete ex¬ 
tirpation of all caseous lymph nodes is necessary in 
order to guarantee a complete cure. Preceding the 
closure of the wound, streptomycin (0.5-1.0 Cm.), 
isoniazid (0.25-0.5 Gm.), and penicillin (200,000- 
400,000 units) wer6 applied to the wound. Tuber¬ 
culostatic tlierapy with streptomycin and isoniazid 
was started 3 to 5 days before the operation and 
was continued for the whole period of hospitaliza¬ 
tion. After the operation amithiozone (Conteben) 
was substituted for streptomycin, but, if liver dam¬ 
age e.xisted, aminosalicylic acid (PAS) was used; 
cycloserine was recently given a trial. 

Of the 949 patients, 553 had received previous 
treatment, while 396. had had no treatment. In 50% 
of the pretreated patients no tuberculostatic ther¬ 
apy had been given, and' in 70% tonsillectomy had 
been omitted. Two hundred fort}'-five patients had 
received irradiation treatment without any success, 
-and in 97 fistulas had developed. In all patients 
who had received irradiation treatment, connective 
tissue changes occurred and rendered operation 
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more difficult. All the patients who had received 
previous irradiation still had palpable lymph nodes 
which made surgical treatment necessary. Of 4S0 
patients with involvement of one group of lymph 
nodes, 447 obtained complete cure, and 3 had re¬ 
currences. Of 222 patients with unilateral general¬ 
ized lymph node involvement, 165 obtained com¬ 
plete cure, and 10 had recnrrences. Of 112 patients 
with bilateral generalized lymph node involvement, 
80 obtained complete cure, and 7 had recurrences. 
Of 41 patients with involvement of several groups 
of lymph nodes in nonadjacent areas of the body, 
37 improved, and 4 had recurrences. The incidence 
of recurrence depended more on the extent of the 
tuberculous process, i. e., the number of groups of 
lymph nodes involved, than on the more or less ad¬ 
vanced stage of the lesions; the incidence of recur¬ 
rence definitely depends on the possibility or im¬ 
possibility of complete surgical removal. 

Early surgical intervention is recommended, not 
only to prevent disfiguring scars but also to shorten 
the toxic contamination of the entire organism by 
the tubercle bacilli. Irradiation therapy has lost its 
value in an era in which operative removal of tu¬ 
berculous foci has become possible with the aid of 
tuberculostatic agents. 

Tumors of the Carotid Body (Chemodectomas). E. 
Lima Basto. Arq. pat. 30:305-334 (July) 1958 (In 
Portuguese) [Palhava, Lisbon]. 

Tumors of the carotid body, so-called chemodec¬ 
tomas, are rare. As a rule, they appear in persons 
of either sex, behveen the ages of 20 and 50 years, 
are unilateral (on the left side of the neck), and are 
either unilobular or multilobular. Externally the 
tumor grows very slowly, but internally it causes 
massive involvement and compression of the carotid 
artery and its bifurcation, the neiwes, regional 
Ijmiph nodes, the muscles, larynx, and pharynx. 
These tumors are histologically benign, but they 
may become malignant and result in metastases. 
Radium and roentgen-ray treatments are ineffective. 
The best treatment is surgical. 

Three men with tumor of the carotid body were 
observed at the Hospital of the Institute Portugues 
de Oncologia, of Lisbon, during the period 1956- 
1957. They were between the ages of 19 and 35 
years. One of the patients occasionally had con¬ 
vulsions on the left side of the -face and in the left 
arm. The tumors had appeared 5 or 6 years before 
consultation. They were unilateral and about the 
size of an orange. The cervical and submandibular 
l}Tnph nodes were enlarged in all cases. Biopsy of 
these nodes showed either chronic lymphadenitis 
or atypical forms of lymphogranuloma. There were 
no metastases in any of the patients. 

Operation consisted of dissection of the tumor, 
with conservation of the carotid artery in one pa¬ 
tient in whom it was found that the tumor was 
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causing compression of the carotid' artery without 
entering its wall. In the other 2 patients, the tumor 
had involved the carotid wall; the carotid aiteir 
was ligated and resected in order to make possible 
complete extirpation of the tumor. There were no 
postoperative deaths. After the operation 2 pa¬ 
tients continued in good health. The patient who 
had occasional convulsions before the operation 
was hospitalized 6 weeks afteiSvard with a sjn- 
drome of intracranial hypertension. A decompres¬ 
sive craniotomy failed. An autopsy showed multi¬ 
centric diffuse gliomatosis. There were no cerehral 
metastases of the tumor of the carotid body. The 
author advises an early operation before the tumoi 
involves the carotid. 

Primary Chief-Cell Hyperplasia of the ParathjToii 
Glands: A new Entity in the Surgery of Hyper¬ 
parathyroidism. O. Cope, W. M. Keynes, S. I. Roth 
and B. Castleman. Ann. Surg. 148:375-388 (Sept.) 
1958 [Phiffidelphia]. 

Originally hyperparathyroidism and an adenoma 
of a parathyroid were regarded as synonjunous, 
since, until 1933 no otlrer type of anatomic dis¬ 
order of the parathyroid glands was reported in 
patients with hyperparatlryroidism. Beginning in 
1934 and subsequently, other lesions of tire para¬ 
thyroids have been recognized. Since 1952, 10 pa¬ 
tients with primary hyperparathyroidism have been 
encountered witli a type of parathyToid hyperplasia 
distinct from adenoma, carcinoma, and the water- 
clear cell hyperplasia. All the parathyroid glands 
are enlarged by the disease process, the cells are 
predominantly' of the nonvacuolated chief-cell typs, 
and the entity is being called “primary chief-cell 
hyperplasia.” It is essential that the entity be recog¬ 
nized at operation if secondary operations are to be 
avoided. The enlargements are most readily con¬ 
fused with adenoma, especially if only one gland 
is exposed. Five per cent of the first 200 patients 
with primary hyperparathyroidism cared for at the 
Massachusetts General Hospital in Boston hare 
turned out to have this condition. 

Four of the 10 patients with primary chief-cel 
hyperplasia also had tumors of the pancreas and 
pituitary gland, and it is suspected that.this condi¬ 
tion, previously described as “adenomatous hyper¬ 
plasia” and “multiple adenoma,” will prove to e 
the common type of parathyroid disease in patients 
with multiple endocrine abnormalities. Grossly, t e 
cut surfaces of the individual glands present an i 
defined nodularity, which is more evident micro 
scopically. The gross and microscopic appeararicc 
of a single gland may be insufficient to distingms i 
chief-cell hyperplasia from adenoma, and examina 
tion of all 4 parathyroid glands may be necessary to 
establish a definite diagnosis. The surgical trea 
ment consists of total resection of 3 glands an a 
subtotal resection of the 4th. 
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Prescalcnc-Lynipli-Notlc Bioj^sy. J. T. Wilson, E. G. 
Laforct, and J. W. Stricdcr. New England J, Med. 
259:615-618 (Sept. 25) 1958 [Boston]. 

Prcscalenc lymph node biopsy was performed in 
a series of 153 patients with intralhoracie disea.se at 
Boston City Hospital. There were 1*18 cases in which 
Ipnphoid iissiie was identified. Of these, 29 (20%) 
yielded histological evidence of the underlying pul¬ 
monary disease. Prescalcnc node biopsy' wa.s suc¬ 
cessful in 18% of the cases in which all other diag¬ 
nostic methods .short of c.\ploratory thoracotomy 
liad been unavailing. It is believed that, in s'iew of 
the minimal ri.sk, good diagnostic yield, and im- 
jxjrtant prognostic significance, prcscalene lymph 
node biopsy continues to be justified in the presence 
of intratboracic disease. On appiopi’iate indication 
the biopsy may also constitute a useful diagnostic 
adjunct in the patient who is hospitalized for pul¬ 
monary tubercidosis. In the y^rcsent series of 20 pa¬ 
tients undergoing this procedure, positive diagnos¬ 
tic information was obtained in 7. The ydeld of 
significant histological data was highest when the 
underlying pulmonary disease was sarcoidosis and 
lowest when it was tuberculosis. Bronchogenic 
carcinoma occupied an intermediate position. 

The major indicah'ons for irrescalene lymph node 
biopsy in patients hospitalized for pulmonary tu¬ 
berculosis are as follows: inability to obtain bac¬ 
teriological confirmation of the diagnosis of pul¬ 
monary tuberculosis, thus indicating that search 
for nontuberculous disease be intensified; x-ray 
findings suggestive of bronchogenic carcinoma; de¬ 
lay' in .x-ray improvement despite adequate medical 
therapy; and une.vpectedly good clinical condition 
in the presence of roentgenologically extensive pul¬ 
monary disease. Bacteriological study of the cut 
surface of the resected ly'mph nodes is occasionally 
of value and should be performed more frequently. 
Although not done in this series, mycologic study 
of the resected h'mph nodes is also recommended 
when the diagnosis is obscure. 

Syndrome of Left Ventricular-Right Atrial Shunt; 
Successful Surgical Repair of Defect in Five Cases, 
with Observation of Bradycardia on Closure. F. 
Gerbode, H. Hultgren, D. Melrose and J. Osborn. 
Ann. Surg. 148:433-446 (Sept.). 1958 [Philadelphia]. 

A membranous ventricular septal defect which 
has its major flow into the right atrium has been 
recognized for many years. Recent advances in 
intracardiac surgery have made it possible to close 
such defects. This paper describes the essential 
clinical features of 5 instances of left ventricular- 
right atrial shunt. All were successfully closed with 
the aid of extracorporeal circulation. The first pa¬ 
tient was a boy, who was first seen at the age of 10 
years for the evaluation of a heart murmur. At oper¬ 
ation at the age of 15, a small septal defect was 
found penetrating the septal leaflet of the tricuspid 


valve near its margin of insertion. The heart was 
stopped and the defect repaired under direct vision. 
After closure of the atrial incision, ventricular 
fibrillation appeared, but this was effectively' re¬ 
versed by cardiac massage and electrical defibrilla¬ 
tion. Four months after surgery, tire boy was 
asymptomatic even during strenuous activity'. 

In the second patient, a girl, the mother had dis¬ 
covered a heart murmur when the child was 18 
months old. Operation at the age of 10 years re¬ 
vealed a defect in the upper margin of the septal 
leaflet at the tricuspid valve. This defect could be 
closed easily with the index finger, eliminating the 
thrill, slowing the heart, and raising tlie sy'stemic 
blood pressure. It was decided that tliis lesion could 
best be corrected with the use of extracorporeal 
circulation. The operation was, tlierefore termi¬ 
nated and the patient allowed to recover. At the 
second operation, 8 months later, with the aid of 
extracorporeal circulation, the opening beriveen 
the left ventricle and the right atrium was closed 
with interrupted sutures. There was also a defect 
in the upper margin of the septal leaflet of the tri¬ 
cuspid valve directly overlying the opening. The 
atrium was repaired and the heart restarted in 
normal sinus rhythm. There has been a remarkable 
improvement in physical capacity. 

The third patient, a 5-y'ear-old boy, had severe 
sy'mptoms due to plumonary’ congestion, and there 
was doubt whether or not he would survive. Post- 
operatively he has shown remarkable improvement. 
The fourth patient was a 42-year-old man. He had 
severe cardiac sy'mptoms; the physical signs xvere 
a ventricular septal defect. Catheterizah'on data 
suggested an atrial septal defect. Postoperative re¬ 
covery was uneventful, and there was no residual 
murmur. The fifth patient, a 17-year-old Eskimo 
girl, had a left ventricular-right atrial shunt which 
on catheterizatiqn was interpreted to be a ventricu¬ 
lar septal defect. 

The high ventricular septal defect associated with 
a defect of the septal leaflet of the tidcuspid valve 
allows left ventricular blood to enter the right atri¬ 
um. Of unusual interest was the finding that on 
manual closure of the defect there was a brady'- 
cardia and rise in systemic blood pressure. This 
phenomenon, previously described by Nicoladoni 
and Branham on closure of a peripheral arterio¬ 
venous fistula, has been thought to be due to the 
elimination of the reduced peripheral resistance at 
the fistula, which allows the full output of the left 
ventricle to pass into the systemic circulation. This 
causes stimulation of the carotid sinus mechanism 
and the depressor nerves,- which then reflexly', 
through the vagus, slows the heart. It is believed 
that tire effect shown here is similar physiologically 
to that observed on closure of an arteriovenous 
fistula, for the left ventricular-right atrial shunt is 
essentially an internal fistula. This phenomenon 
was observed in all 5 patients operated on. 
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Surgical Considerations of Occlusive Disease of the 
Abdominal Aorta and Iliac and Femoral Arteries: 
Analysis of 803 Cases. M. E. De Bakey, E. S. Craw- 
ford, D. A. Cooley and G. C. Morris Jr. Ann. Surg. 
148:306-324 (Sept.) 1958 [Philadelphia]. 

This report is concerned with observations de¬ 
rived from an analysis of surgical experience during 
the past 5 years with 803 cases of occlusive disease 
of the aorta and iliac and femoral arteries. The ob¬ 
structing lesion in chronic arteriosclerotic occlusive 
disease of the lower extremities was usually well 
localized and segmental in nature. There were 2 
major groups of lesions, namely, aortoiliac occlu¬ 
sion and femoral occlusion. In the former group of 
448 cases, 44% were characterized by complete 
aortic occlusion and 56% by incomplete occlusion. 
Associated occlusive disease of the peripheral ar¬ 
terial bed was present in 18% of these cases and was 
more frequently encountered in patients with in¬ 
complete aortic occlusion. Arteriographic studies 
were important in providing precise knowledge 
concerning location and extent of occlusive process 
to permit effective therapy. 

Treatment of aortoiliac occlusive disease was di¬ 
rected toward restoration of normal circulation. 
Three types of surgical procedure were employed, 
namely, thromboendarterectomy, excision with 
graft replacement, and bypass graft. It was found 
that the indications for each of these procedures 
were dependent on location, extent, and nature of 
the occlusive process as well as on certain systemic 
factors; lumbar sympathectomy was a desirable 
supplemental procedure when there was associated 
peripheral disease, with secondary narrowing or oc¬ 
clusion in the smaller distal part of the arterial bed. 
The results of surgical treatment in aortoiliac oc¬ 
clusive disease were excellent. Circulation through 
the major ai'terial channels was restored in about 
95% of the patients. Associated cardiac and renal 
disease constituted the major cause of operative 
mortality in 2.7%. Cardiac disease, mostly in the 
form of coronary thrombosis, was also the primary 
cause of death among the 9 patients whose late 
deaths occurred from 1 to 30 months after discharge 
from the hospital. The long-term results in these 
cases of aortoiliac occlusion have been satisfactory, 
as evidenced by the fact that recurrent occlusion 
was encountered in only 8 patients after varying 
periods ranging from 3 to 27 montlis. In all but one 
of these patients, who refused operation, the circu¬ 
lation was restored by a second operative procedure 
consisting of a bypass graft. 

The pathological features of femoropopliteal oc¬ 
clusive disease vary, but certain patterns may be 
recognized. They may be classified into 3 groups; 
(!)■ those in which the occlusive lesion is discrete 
and well localized with relatively normal arterial 
elements above and below the occlusion; (2) those 
in which the process involves a considerable por¬ 
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tion, if not most, of the superficial femoral artery 
but with patency of the popliteal artery and the 
distal part of the arterial bed; and (3) those with 
still more extensive and diffuse obliterative disease 
extending well down into the smaller vessels of the 
calf. Arteriographic studies are essential in the rec¬ 
ognition and in the surgical treatment. Patients in 
the first 2 groups are amenable to treatment di¬ 
rected toward restoration of normal circulation, 
whereas those in the third are not and may he best 
treated by lumbar sympathectomy. Thromboendar¬ 
terectomy may be satisfactorily employed in those 
in the first group, but in the second the bypass graft 
is the procedure of choice. 

Of the 353 patients with occlusive disease of the 
femoral artery, 90% were treated hy means of the 
bypass graft. Excision and graft replacement, which 
was employed in 19 cases in the early period of this 
experience, has been virtually abandoned in favor 
of the bypass graft. Endarterectomy is still consid¬ 
ered a desirable procedure, but conditions in which 
it is indicated are rarely observed. Despite the 
greater difficulties imposed by this form of occlu¬ 
sive disease as compared with the more proximal 
form, the results of treatment have been gratifying, 
xvith restoration of normal pulsatile circulation in 
84% of the patients. Long-term results were also 
satisfactory, as evidenced by the fact that recunent 
occlusion was observed in only 14% of the patients 
over a period of 3 weeks to 38 months after dis¬ 
charge from the hospital. A second operation was 
performed on 27 of the 41 patients with late failure, 
and restoration of circulation was achieved in 20 
patients. 

Primary' Splenic Pancytopenia: Dramatic Effect of 
Splenectomy. J. Tapie, J. Monnier, J. Poulhes and 
others. Presse med. 66:1389-1392 (Sept. 13) 1958 
(In French) [Paris]. 

The beneficial effect that may be exerted b; 
splenectomy in patients with primary splenic pan¬ 
cytopenia was strikingly illustrated in the case of a 
16-y'ear-old girl whose life was endangered by re¬ 
peated hemorrhages. The combination in this pa¬ 
tient of febrile anemia, moderate enlargement o 
the spleen, and a hemorrhagic symdrome suggesfec 
the diagnoses of cryptoleukosis, aplastic myelosis, 
and hemorrhagic aleukia (aplastic anemia). Blooc 
studies showed impoverishment of the 3 blood ele¬ 
ments, i. e., isochromic anemia (red blood cells, 
1,840,000 per cubic millimeter), leukopenia, anc 
neutropenia, and an absence of platelets. Co 
autoantibodies were also demonstrated. The diag¬ 
nosis of leukosis was eliminated by the myelo 
graphic picture,’ which was practically normal, re 
vealing an abundance of myeloid cells that con 
trasted strangely with the peripheral pancytopenia- 
The discrepancy between the findings in the perip 
eral blood and the appearance of the bone marro" 




Vol. 168, No. 16 


MEDICAL LITERATURE ABSTRACTS 


2189 


suggested the existence of hypcrsplcnism, and the 
reduction of formed elements in all 3 blood lines 
completed the picture of primary splenic pancyto¬ 
penia, as described by Doan and Wright. 

Repeated transfusions, associated with vitamin 
K, sitamin Bie, iron given intravenously, and hor¬ 
mone therapy, failed to produce any lasting im¬ 
provement, and the patient’s condition grew steadi¬ 
ly worse until at last splenectomy seemed to be the 
only means by which her life could be saved. The 
red blood cell count at this time was 1,580,000 per 
cubic millimeter and the leukocyte count was 9,600 
per cubic millimeter. Energetic measures were 
taken, with the help of the Blood Transfusion Cen¬ 
ter, to improve this pictnre and to prepare the pa¬ 
tient for the strain of operation. Transfusions of 
concentrated plasma increased the number of red 
blood cells per cubic millimeter to 4,250,000 by the 
end of 10 day.s, although the leukocytes numbered 
only 2,800 and the platelet level fell to 0. The oper¬ 
ation was performed 5 days later and was followed 
by immediate cessation of hemorrhage and a rapid 
increase in the levels of platelets and the red and 
white blood cells. The patient left the service in 
e.xcellent condition about a month after the opera¬ 
tion: her skin and mucosa were normal in color; her 
temperature was 37 C (98.6 F); and she had already 
started to gain weight. Follow-up 3 months and 8 
months later showed that the cure was apparently 
permanent and that she had every indication of 
perfect health, both clinically and biologically, al¬ 
though a few autoantibodies had reappeared in the 
blood. 

An anatomicopathological study of the excised 
spleen revealed only discrete nonspecific lesions of 
a congestive character, witliout hemosiderotic over¬ 
loading or fibrosis. Findings such as these obtained 
in this case are rare: they bring up the problem of 
the complex physiopathological mechanism goveril- 
ing the interaction of the spleen and the bone mar¬ 
row, concerning which much uncertainty still exists. 
The theoretical aspects of tliis problem, however, 
interesting as they are, are eclipsed in practical im¬ 
portance for the clinician by its therapeutic impli¬ 
cations. Primary splenic pancytopenia is one of the 
best indications for-splenectomy, and this procedure 
should be resorted to without hesitation, even in 
apparently hopeless cases, if hormone therapy has 
been tried and proved unsuccessful. 

Value of Laparoscopy in Ascitic Syndromes Pre¬ 
senting Diagnostic Difficulties. M. Girard and M. 
Coulot. Semaine hop. Paris 34:2109-2115 (Sept. 
4-12) 1958 (In French) [Paris]. 

Laparoscopy can now be more widely used be¬ 
cause of the modern technical advances which 
have made the present-day laparoscope a highly 
developed and only slightly traumatizing instru¬ 
ment. Most French publications describe its value 


as a diagnostic procedure in conditions affecting 
the liver and gallbladder, especially jaundice, but 
this report is concerned witli its use in patients 
with ascitic syndromes. The optical system of the 
laparoscope, unUke that of the cystoscope, is not 
designed for looking tlnrough liquids, particularly 
not ascitic fluid, which is rarely clear and trans¬ 
parent. The first requirement, then, is to evacuate 
the fluid and to dry tire peritoneal cavity as com¬ 
pletely as possible. This may be difficult, and, if it 
cannot be accomplished, the projected examination 
of the abdominal organs may become impossible. 
The second step is the creation of a pneumoperi¬ 
toneum through the trocar used in evacuating the 
ascites. Anesthesia is then induced, plane by plane, 
with particular attention to the deep peritoneal 
plane. The small incision needed for the introduc¬ 
tion of the trocar and the laparoscope is made witlr 
a bistoury at a site determined by the clinical con¬ 
ditions. The transmuscular route is preferable, pro¬ 
vided that the course of the epigastric artery is 
respected, to the median aponeurotic route, which 
favors the development of postoperative ascitic 
fistulas. The Foures laparoscope (diameter, 0.5 cm.), 
used by the authors, requires only a slight aperture 
in the muscle, which can easily be closed after the 
examination with 1 or 2 clips. A drop of collodion 
over the puncture-insufflation opening completes 
the operation, which is entirely benign and can be 
repeated 2 or even 3 times in the same patient. 

The diagnostic value of this procedure was amply 
demonstrated in 32 patients witli ascites studied by 
the authors, who summarize its advantages as fol¬ 
lows: 1. Laparoscopy has a threefold importance 
in the diagnosis of hepatic sclerosis. First, it may 
show that the sclerosis is due to some cause other 
than alcoholism, e. g., by revealing the character¬ 
istic appearance of tire hemosiderotic liver or of 
the macronodular liver of postviral sclerosis, or, as 
in one of tlie authors’ patients, tire presence of con¬ 
strictive perihepatitis. Second, tlie general view of 
the liver parenchyma obtained by laparoscopy 
usually provides a better indication of the prog¬ 
nosis than any other clinical or histological guide. 
Third, laparoscopy alone makes it possible to deny, 
confirm, or reveal the existence of associated 
lesions, especially cancer or tuberculosis. 2. Laparos¬ 
copy alone in patients with ascites of tumoral origin 
but no perceptible tumor makes it possible to 
identify the true cause of the cUnical picture 
(visceral cancer with or without peritoneal exten¬ 
sion, primary or especially secondary cancer of the 
liver, or genital tumors in women). 3. Laparoscopy, 
supplemented when necessary by biopsy, is in¬ 
valuable in establishing a diagnosis of peritoneal 
tuberculosis, soTnetimes showing the point of origin 
to be in the adnexa and indicating the type of 
treatihent needed, whether medical or surgical. 
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Kidney Transplantation Between Seven Pairs of 
Identical Twins. J. E. Murray, J. P. Merrill and 
J. H. Harrison. Ann. Surg. 148:343-359 (Sept.) 1958 
[Philadelphia]. 

The total experience with kidney transplantation 
at the Peter Bent Brigham Hospital in Boston is 
reviewed. In 16 of the 23 operations the donors 
were unrelated, and in none of these the trans¬ 
planted kidney survived permanently. Fifteen pairs 
of monozygotic twins were observed as potential 
candidates for renal transplantation, and 7 received 
transplants from their identical twins. Four of these 
patients had chronic glomerulonephritis, 1 had 
subacute glomerulonephritis, and 2 had chronic 
pyelonephritis secondary to calculus disease and 
megaloureters respectively. Eight patients did not 
receive transplants; 3 of these died prior to treat¬ 
ment and testing, 4 still responded to standard 
therapy, and 1 refused to be considered. 

The histories of the 7 patients in whom trans¬ 
plantation was performed are presented. Indications 
for the transplantation are that the healthy poten¬ 
tial donor must have evidence of normal renal 
function bilaterally, be free from infection, have a 
normal lower urinary tract, and have sufficient un¬ 
derstanding of the significance of a unilateral 
nephrectomy. The recipient must be in a terminal 
state of irreversible uremia and have a normally 
functioning lower urinary tract. The operative tech¬ 
nique consists of 2 simultaneous operations, the 
nephrectomy and the transplantation, being started 
in 2 adjacent operating rooms. The nephrectomy 
on a healthy donor requires careful dissection of 
the vasculature to obtain maximum length of the 
renal artery and vein. The transplantation is ac¬ 
complished with the patient under continuous 
spinal anesthesia. The recipient site is prepared in 
the right lower quadrant retroperitoneally, expos¬ 
ing the iliac vessels from the bifurcation of the 
aorta to the inguinal ligament. All the terminal 
branches of the hypogastric artery are dissected, 
care being taken to preserve each branch for pos¬ 
sible use if renal anomalies are encountered in the 
donor. The renal artery is anastomosed end-to-end 
to the hypogastric and the renal vein end-to-side 
to the external iliac vein. If 2 or 3 renal arteries are 
present, suitable branches of the hypogastric are 
selected. The ureter is passed through a muscular 
tunnel and sutured to the bladder mucosa. The 
time lapse from clamping of blood supply in the 
donor to its restoration in the recipient has been 
55 to 75 minutes. 

SLx of the 7 patients obtained return of normal 
function clinically, chemically, and by x-ray. One 
of these patients died 4 months after transplanta¬ 
tion when the transplanted kidney became involved 
with the original disease. One other, still living, 
had signs and symptoms suggestive of active dis¬ 
ease in the transplant. Four others are living and 


well, the longest 3% years after transplantation. 
One recipient successfully completed a normal 
pregnancy a year and a half after transplantation. 

NEUROLOGY & PSYCHIATRY 

Papillary Carcinoma of the Choroid Plexus. J. Ribe 
Portugal and E. Geiger. J. Brasil, neurol. 9:91-111 
(Jan.-Dee.) 1957 (In Portuguese) [Rio de Janeiro]. 

Tumors of the choroid plexus are extremely rare 
in children. As a . rule, they are malignant. The 
treatment consists of surgical removal of the tumor 
and of roentgenotherapy. The surgical prognosis is 
poor. Recurrences are frequent and occur shortly 
after the operation in a high percentage of cases. 
The authors report the case of a child, 6 years old, 
who was hospitalized at the Hospital of the Institute 
de Neurologia of the University of Brazil with an 
illness of 2 months’ duration. The patient com¬ 
plained of frontal headache and vomiting. On 
hospitalization he was semicomatous and showed 
clinical and roentgenologic signs of intracranial hy¬ 
pertension, cerebellar symptoms, and sporadic 
clonic movements of the hands. The ventriculo- 
' grams showed a tumor deeply located in the region 
of the left lateral ventricle. At operation the tumor 
was found in this ventricle, infiltrating and perfo¬ 
rating the cerebral cortex at its middle line and 
spreading over the lamina quadrigemina and the 
superior cerebellar peduncles. After the tumor had 
been completely removed, histological examination 
showed it to be a papillary carcinoma. The patient 
did well after the operation and was discharged in 
satisfactory condition 2 months afterward. 

According to the literature on tumors of the 
choroid plexus in children, these tumors have been 
located in the lateral ventricles in 32 of the 43 
cases reported. The left lateral ventricle was more 
frequently' involved than the right. Of the 42 cases, 
the tumor was found at autopsy in 24; S. patients 
died postoperatively', and 10 recovered from the 
operation. One of the patients .who recovered was 
a 6-y'ear-old child. He is rvell and without any 
signs of recurrence 4 y'ears after the operation. 
This case from the literature is similar to the one, 
reported by the authors. 

The Diagnosis and Treatment of Non-Traunwtic 
Cerebrovascular “Accidents”: With Special^ Em¬ 
phasis on Intracranial Hemorrhage and the Com¬ 
mon Stroke.” M. Scott. Pennsy'lvania M. J- 61:11"^' 
1197 (Sept.) 1958 [Harrisburg]. 

Cerebrovascular accidents are fourth among the 
causes of all deaths (170,000 cerebrovascular deaths 
in, 1952), and many more persons are partially or 
totally disabled by such accidents. The author de¬ 
fines a stroke as a symptom-complex that is mos 
frequently caused by cerebral hemorrhage, throm 
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bosis, enihtilisni. or a hraio tumor. The treatment 
depends upon the clilTerential diagnosis, which c.an 
be readied by the following studies: careful his¬ 
tory; physical and neurological examination; ex¬ 
amination of the cyegrounds and perimetric fields; 
examination of the spinal fluid for ]ncssurc, color 
of fluid, cell count, quantitative protein, and Was- 
sermann reaction; x-rays of the skull for evidence 
of shift of the pineal gland; and finally, after care¬ 
ful deliberation, cerebral angiography to decide 
between intracranial hemorrhage, vascular occlu¬ 
sion, and a brain tumor. Many persons with strokes 
due to small cerebral hemorrhages or thrombosed 
vessels recover spontaneously. Idie intramuscular 
administration of papaverine hydrochloride iu 
doses of 100 to 200 mg. 4 times a day or the inhala¬ 
tion of 5 or 10% carbon dioxide in 95 or 90% oxygen 
is preferred treatment for cerebrovascular occlusion 
or embolism. The use of anticoagulants for sus¬ 
pected thrombosis can cause harm if hemorrhage 
is confused with thrombosis. Bleeding must be 
niled out by a careful history, absence of hemor¬ 
rhage in the cyegrounds and spinal fluid, and 
normal position of the pineal gland. The same 
precautions apply to the use of antieoagulants in 
cerebral embolism, but here the)' seem indicated. 

The value of stellate block is uncertain. It should 
be done within 12 hours after the stroke by one 
skilled in its use and should be repeated 3 or 4 
times at 12-to-24-hour intervals. Patients with cere¬ 
bral aneurysm causing intracranial hemorrhage can 
be helped sometimes by ligation of the common 
or internal carotid artery in the neck or intracranial 
clipping of the aneurysm. Occasionally, patients 
with massive hemorrhages of the brain can be 
helped b)' prompt surger)' with evacuation of the 
clot. The treatment should include therapy of the 
parah'zed extremity, treatment of speech defects, 
and management .of the individual as a whole for 
ambulation and livable life. 


GYNECOLOGY & OBSTETRICS 

Myocardial Failure in Toxemia of Pregnancy. P. N. 
Siliquini and G. Garbagni, Minerva ginec. 10:531- 
535 (July 31) 1958 (In Italian) [Turin, Italy]. 

Tire correlation between electrocardiograms and 
tissue oxygen utilization' tests was studied in 53 
patients with toxemia of pregnancy during the last 
trimester of pregnancy. Tire concurrent symaptoms 
of the toxemia of pregnancy were edema, albumi¬ 
nuria, and. hypertension. The degree of severity of 
the disorder was rated on the basis of deficiency in 
tissue oxygen utilization. Toxemia of pregnancy 
was rated as mild if the values of the tissue oxygen 
utilization test varied between 20 and 16%. In this 
group there were '23 women with a systolic pres¬ 
sure of 160 to 195 mm. Hg and a diastolic pressure 
of 90 to 105 mm. Hg. Electrocardiographic patterns 


did not change significantly during this moderate 
phase, as compared with those recorded before 
and after the clinical manifestation of the disease. 
Only a slightly increased cardiac frequency and 
moderate signs of a greater load on the left ven¬ 
tricle were observed. Toxemia -of pregnancy en¬ 
tered a more severe phase when the values of the 
tissue oxygen utilization test varied between 15 
and 11%. This condition was found in 18 patients 
with a systolic pressure of 150 to over 200 mm. Hg 
and a diastolic pressure of 95 to 135 mm. Hg. Elec¬ 
trocardiographic patterns showed changes due to 
the state of pregnancy or to the arterial hyperten¬ 
sion in 11 patients. Myocardial failure character¬ 
ized by smoothing of the 5T segment and flattening 
of the T wave in all leads was observed in the 
electrocardiograms of 7 patients. 

Toxemia of pregnancy was rated as very severe if 
the values of the tissue oxygen utilization test varied 
between 10 and 8%. These values were found in 
12 patients, in whom a high degree of edema, al¬ 
buminuria, and hypertension was observed. The 
systolic pressure of these patients ranged from 175 
to 230 mm. Hg, and the diastolic pressure from 105 
to 145 mm. Hg. Ten patients had episodes of 
eclampsia. Electrocardiographic patterns revealed 
the presence of diffuse myocardial failure during 
the acute phase of the disorder in 8 patients; they 
showed normalcy when the symptoms of toxemia 
subsided. Decompensation of the left ventricle was 
established in 3 patients. Since there was no evi¬ 
dence of heart disease in their past history, the 
decompensation was interpreted to be a manifesta¬ 
tion of myocardial failure in toxemia of pregnancy. 
The decreased tissue oxygen utilization seemed to 
have been the main pathogenic factor of myo¬ 
cardial failure in this series of patients. 

Uterine Carcinoma of Gartner Duct Origin. J. J. 
Andujar and F. E. Council. Texas J. Med. 54:658- 
662 (Sept.) 1958 [Austin]. 

The authors report on 2 women, aged 20 and 25 
years, witlr carcinoma of the uterus originating 
from Gartner’s duct remnants in the organ. Both 
patients had a persistent vaginal discharge, and 
both were sterile. A large biopsy specimen was ob¬ 
tained from the younger patient, and a diagnosis of 
granuloma of the histiocytic type was made. Al¬ 
though tire complete lack of mucin and the large, 
foamy, pinkish cells with an occasional cart-wheel 
appearance should have given a clue as to the 
nature of the lesion, an effort was made to cauterize 
the lesion on the right lip of the uterine cervix, and 
the patient refused further treatment. She died 8 
months after tire biopsy was performed, and autopsy 
was refused. Hysterectomy was performed on the 
second patient. The surgical specimen showed that 
the tumor occupied most of the cervix and endo- 
cervix and that it seemed to merge with the con¬ 
tiguous musculature of the uterus. Microscopic 
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examination revealed large cells of a rafter pinkish 
color, with round or polyhedral edges. The nuclei 
were pale and slightly vesicular. In occasional rare 
fields one could see a cart-wheel pattern. Tliere 
was no mucin elaborated. No evidence of metastasis 
was observed 3 years after the surgical intervention. 

Gartner’s duct remnants in the uterus may give 
rise to neoplasms. There is a wide difference in the 
reported incidence of such remnants. Of 1,716 uteri 
removed by complete hysterectomy and examined 
by the authors in an attempt to determine the inci- 
dence of these remnants by step sectioning the 
cervix and its vaginal portion horizontally at inter¬ 
vals of a few millimeters, reasonably characteristic 
Gartner’s duct remnants were found in only 36, an 
incidence of almost 2%. A deceptive microscopic 
pattern and a lack of awareness of carcinoma of 
the uterus originating from Gartner’s duct rem¬ 
nants may lead to an erroneous diagnosis. The 
benign appearance of the carcinoma was belied by 
its fatal course in the first patient. It is possible that 
the second patient was cured as a result of early 
removal of the uterus with tubes and ovaries, but 
survival for 3 years does not warrant a cure. Most 
of the patients whose cases were collected from the 
literature later had metastases and died despite 
the innocent appearance of the histological pattern 
of the tumor. This type of carcinoma of the uterus 
deserves far more attention and consideration from 
clinicians and pathologists in order to classify and 
combat it effectively and accurately. 

Endocrine Relationships between Chronic Cystic 
Mastitis and Cancer of the Breast. N. A. Womack. 
Am. Surgeon 24:618-629 (Sept.) 1958 [Baltimore]. 

This report is based on an extensive review of 
the literature and on observations made in the 
department of surgery, University of North Caro¬ 
lina School of Medicine, and the North Carolina 
Memorial Hospital at Chapel Hill. The hormones 
having the greatest effect on breast structure are 
the estrogens, progesterone, and the lactogenic 
principle from the hypophysis, prolactin. In the 
breast these hormones work both synergistically 
and antagonistically. The numerous breast lesions 
that have come to be referred to as chronic cystic 
mastitis all represent variants of a single group 
of histological changes, e. g., duct growth as evi¬ 
denced by epithelial hyperplasia, duct branching 
and increase in diameter, acinar atrophy, and peri¬ 
ductal edema and fibrosis. At times there may be 
secretion within the duct; at times there is also 
round-cell infiltration. The dominant lesion, how¬ 
ever, remains within the duct. Thus, it can be seen 
that chronic cystic mastitis has little to do wift 
inflammation and frequently is not related to cysts. 
The term “chronic cystic mastitis,” however, has 
reached such a fixed state in medical nomenclature 
that the author does not attempt to change it. 
Chronic cystic mastitis develops when a factor of 
initial susceptibility is followed by a period of long 
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and constant uninterrupted estrogenic action 
Chronic cystic mastitis is a condihoned proces 
when' not associated with permanent epitheiia 
change. It is thus reversible, and this reversion cai 
be brought about by the withdrawal of estrogei 
or the administration of an estrogen antagonisi 
Progesterone in adequate dosage seems to be a' 
effective antagonist. 

At the author’s clinic progesterone in oil wa 
used in treating 15 patients with chronic cysti. 
mastitis. Pure progesterone in oil was given intra 
muscularly in 50-mg. doses, beginning about i 
weeks after the start of fte previous menstrua 
period and on alternate days until the next perio: 
began. The use of progesterone in oil, because i 
necessitated several injections each month ant 
was expensive, was not satisfactory. Neither \va 
long-acting testosterone which, while an effectiv 
antiestrogen, possessed undesirable side-effects 
More recently at the author’s hospital hydra.K^prc 
gesterone caproate (Delalutin) has been used. Thi 
progesterone ester is given as a single intramuscula 
injection of 250 mg. The results obtained with it ii 
41 patients are tabulated. After 3 or 4 successiv 
monthly injections treatment is stopped, and th 
pah'ent is e.xamined at intervals of 3 months. I 
cysts recur, a new cycle of treatment is begun. A1 
treatment can usually be stopped after the menc 
pause. Most patients treated with either hydro.xy 
progesterone caproate or progesterone in oil re 
sponded favorably to 3 or less monthly injections 
the premenstrual breast pain and the nipple dis 
charge being relieved. These observations, aloni 
with the fact that the cx'sts did not refill unde 
therapy, suggest an effect on duct secretion. It i 
also of interest that 17 of the 56 patients treatei 
had had previous surgical excision of the cystic 
disease before beginning hormone therapy. 

The promoting factor for chronic cystic mastitis, 
namely, estrogen, also promotes the progression of 
breast cancer. If the initiating factor for fte latter 
happens also to be present in a patient with chronic 
cystic mastitis, progression into cancer may occur. 
Statistical evidence suggests that women Mth 
chronic cystic mastitis stand a greater chance to de¬ 
velop breast cancer than do women without it. 
When cancer of the breast occurs, the withdrawal 
of sources of endogenous estrogens or the adminis¬ 
tration of antagonists, such as androgens, will he 
effective only to fte extent to which the cancer 
cells are-reversible. 


PEDIATRICS 


Ulcer Disease in Children. C. C. Hatfield. Virginia 
M. Month. 85:561-564 (Oct.) 1958 [Richmond]. 


The author presents the histories pf 2 girls, aged 
9 and 13 years, and of 2 boys, aged 14 and 17 y'cars, 
who had a variety of abdominal symptoms and m 
whom investigation revealed duodenal ulcer. In^ 
children were observed in the course of less than, 
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13 months. Tlie 9-ycar-old girl e.vlubiled typical 
ulcer symptoms, and the author feels that had she 
been 20 instead of 9, a diagnosis would have been 
made at the first oIRcc visit. The 13-year-Qld girl 
offered a more dilficult prohlcin since her symptoms 
were vague; she resembled the adult patient, with 
mild epigastric distress and vomiting without defi¬ 
nite physical findings. The 17-year-old boy had an 
almost classical picture except for absence of relief 
by food; his symptoms were all referable to his 
gastric retention. The 14-year-old boy had tx'pical 
ulcer symptoms for 2 years, with retention being 
the outstanding cause of complaint. 

Ulcer disease in children presumably rims the 
same course as in adults. There is pain, hyTrermo- 
tility, gastric retention, food relief, flatulence, nau¬ 
sea, and s'omiting. In the children of this series 
fluoroscopic examination proved of greater value 
in identifying the site than did the conventional 
plates. The use of a spot-film device aids in captur¬ 
ing the involved area at critical moments. It is well 
to remember that ulcer disease may’ appear at any 
age. Symptoms and signs are the same in children 
as in adults. Response to treatment is excellent. If 
the physician is aware of the possibility of ulcer 
disease in children and keeps it in mind, he will be 
able to diagnose the condition in many of these 
patients earlier and rehabilitate them more quickly. 

The Incidence of True, Chromatin-Positive Kline¬ 
felter’s Syndrome and Its Relationship to Feeble¬ 
mindedness. A Prader, J. Schneider. W. Ziiblin 
and others. Schweiz, med. Wchnschr. 88:917-920 
(Sept. 20) 1958 (In German) [Basel, Switzerland]. 

The authors determined the nuclear pattern of 
sex in 3.36 boys, between the ages of 7 and 15 y'ears, 
with mild feeblemindedness who attended special 
classes of the city school in Zurich, Switzerland, 
and in 390 boy's noth a high degree of intelligence 
who attended x'arious high schools in eastern and 
central Switzerland and served as controls. Of the 
3.36 boys in whom the nuclear pattern was deter¬ 
mined with the aid of buccal smears, 8 were found 
to be chromatin-positive, i. e., their nuclear pattern 
was of the. female sex but they' were phenoty'pic 
males. The nuclear pattern of the leukocytes was 
also female in these 8. boys. These findings were 
sufficient for the diagnosis of true Klinefelter s 
syndrome. There was no doubt as to the correctness 
of this diagnosis, since the 2 oldest of the 8 boys 
had already' reached puberty' and showed the classic 
triad of this syndrome, namely, small testes, gyne¬ 
comastia, and increased excretion of gonadotropin 
in the urine. Not a single one of the 390 high-school 
boys with high intelligence was found to be chro¬ 
matin-positive. 

The incidence of true Klinefelter’s syndrome was 
estimated by other workers to be 1 in 10,000. In 
contrast to this estimated incidence, the authors’ 
findings suggest an incidence of 1 in 42 in males 
'vith mild mental deficiency and of at least 1 in 


1,000 in the entire male population, i. e., an inci¬ 
dence 10 times higher tlian the estimated one. The 
authors’ findings proi'e that the previously observed 
frequent occurrence of mild feeblemindedness in 
patients with true Klinefelter’s syndrome is not an 
accidental one. It justifies the routine determination 
of the nuclear pattern of sex in all mentally' deficient 
males. Due to the fact that 6 of the 8 boy'S had not 
yet reached puberty, it was possible to study' for 
the first time the somatic, electroencephalographic, 
and psychopathological aspects of the true Kline- 
feltei-’s syndrome in childhood. Similar to the obser¬ 
vations made in adult patients with this syndrome, 
2 ty'pes of body build were seen in the prepuberal 
patients, namely, the ty'pe witli inconspicuous pro¬ 
portions of the body' and that with definitely' eu¬ 
nuchoid proportions. The psychopathological aspect 
of mild feeblemindedness, mental infantilism, and 
passive personality was quite similar to that ob¬ 
served, as a rule, in adult jiatients. A-marked 
psyehoendocrine syndrome which was reported 
frequently in adult patients was apparently absent 
in the prepuberal patients. Abnormal electroen¬ 
cephalographic recordings were obtained from 4 of 
the 6 prepuberal patients. 

Influence of Adrenal Cortical Hormones on the 
Course of Miliary Tuberculosis. A. Nitschke. 
Deutsche med. Wchnschr. 83:1593-1595 (Sept. 12) 
1958 (In German) [Stuttgart, Germany]. 

Earlier observations had revealed that gluco¬ 
corticoids, such as cortisone, exert a favorable in¬ 
fluence on tuberculous meningitis in childhood in 
that the sugar and chloride contents of the cerebro¬ 
spinal fluid, which othenvise ai'e reduced for pe¬ 
riods of many' weeks and_ which under the influence 
of tuberculostatic drugs increase only' gradually, 
are elevated to a normal range within a few days 
after cortisone is given as an adjuvant. The increase 
in the sugar content of the cerebrospinal fluid can 
serve as a guide not only for the size of the corti¬ 
sone dosage but also for the period cortisone treat¬ 
ment has to be continued so that the normalized 
sugar level will not decrease again. 

The author used cortisone or prednisone in treat¬ 
ing 9 children with miliary tuberculosis, of whom 
4 had miliary' tuberculosis without meningitis. It 
was found that the dings had to be given over long 
periods and in large amounts. Doses of 3 mg. of 
prednisone per kilogram of body' weight per day' 
caused regression of the miliary foci in the lungs 
within an average of 20 days after the onset of 
treatment, so that they were no longer visible on 
roentgenoscopy. At the same time, the general con¬ 
dition, the fever, and the sedimentation rate of the 
erythrocytes were favorably influenced. Compara¬ 
ble series of children treated earlier only witli 
streptomycin and isoniazid showed a similar re¬ 
gression of lesions ihuch later, generally after more 
than 3 months'. In children in whom meningitis 
complicated the miliary tuberculosis, the menin- 
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gitis usually subsided simultaneously with the 
miliary lesions, as was indicated by the sugar and 
chloride values of the cerebrospinal fluid. In chil¬ 
dren with miliary nodules in the eyegrounds (retinal 
involvement), the signs of acute inflammation rap¬ 
idly regressed, leaving minute scars. The accelera¬ 
tion of the healing processes was so striking that 
the use of corticosteroids as adjuvants is recom¬ 
mended, provided that proper precautions are 
taken. 

Pulmonary Atelectasis in Bronchial Asthma in Chil¬ 
dren. J. Luhr. Nord. med. 60:1198-1199 (Aug. 21) 
1958 (In Norwegian) [Stockholm]. 

Pulmonary atelectasis refers to roentgenographi- 
cally demonstrable collapse of larger or smaller 
parts of one or both lungs. It is a relatively frequent 
complication in bronchial asthma in children. 
Roentgenograms of the lungs of 217 children with 
bronchial asthma who were treated in the Chil¬ 
dren’s Clinic of the Rikshospital in 1951-1956 
showed atelectasis in 12 children, most of them 
under 10 years of age. It was localized in one lobe, 
usually the middle lobe of the right lung. Roent¬ 
genologic clarification occurred after from 12 to 77 
days. Three patients had relapses which persisted 
for 6, 19, and 106 days respectively. True allergy 
was seen in 7 patients; bacterial allergy, in 5. 
Atelectasis may occur in symptom-free periods but 
occurs more often during asthma attacks. It is 
ascribed to occlusion of one or more bronchi be¬ 
cause of abundant, thick, tenacious secretion, 
edema of the bronchial mucous membrane, and 
spasm of the bronchial musculature. The prognosis 
seems to be good. Bronchoscopy with aspiration of 
secretion, and possibly the administration of anti¬ 
biotics to prevent a secondary infection, may be 
necessary if the atelectasis does not recede quicklj'. 

THERAPEUTICS 

A New Superior Oral Diuretic Drug, Chlorothiazide 
(Diuril): Clinical Evaluation. G. R. Herrmann, M. R. 
Hejtmancik, R. N. Graham and R. C. Marbufger. 
Texas J. Med. 54:639-644 (Sept.) 1958 [Austin]. 

Fifty hospitalized patients with congestive heart 
failure and other diseases involving edematous and 
hj'pertensive states were treated with chlorothiazide 
(Diuril), a sulfamyl benzothiazide compound. The 
patients were on a low-salt diet (100 mg. per day), 
and most of them received 45 mEq. of potassium 
per day. At first, 250 mg. of chlorothiazide was 
given orally 1, 2, 3, or 4 times a day, and then the 
dose was gradually doubled foTr a total of 1 to 2 
Gm. per day. The average 24-hour dose in these 
50 patients was 750 mg. because of the low dosage 
used at the beginning of the therapeutic trial. At 
present 1.5 to 2 Gm. per day is given, and no toxic 
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reaction has occurred, except for a mild rash in J 
patients, diarrhea in 1 patient (which may havi 
been incidental), and hypopotassemia in 2 patients 

Chlorothiazide given orally in doses of 1 to 2 Gm 
daily practically always initiated a diuresis withii 
1 or 2 hours, to reach a maximum at 4 hours and li 
continue for another 12 to 24 hours. The'averag 
duration of therapy in this group of patients wa 
14% days, with a maximum of 66 days and a mini 
mum of 2 days. The urinary output before the insti 
tution of treatment with chlorothiazide average 
1,120 cc. per day, as compared with an average oui 
put of 1,725 cc. per day after the administration c 
the drug. The loss of weight in these patients ove. 
the average 14% days of treatment was 1514 lb. 
(7 kg.). The output of the urinary electrolytes was 
quadrupled freqently in the first few days of chloro¬ 
thiazide therapy. It then was maintained at doubled 
values for 5 to 7 days and remained elevated as 
long as the urine flow was increased. Tire patients 
in congestive failure excreted on the average 28.75 
Gm. of sodium, 35.03 Gm. of potassium, and 29.5 
Gm. of chlorides for the diuretic period averaging 
14 days. The potassium output was unduly high as a 
result of the routine loading of potassium chloride. 

Chlorothiazide thus proved to be highly effective 
in the treatment of edema. It is ideal for long-term 
therapy in patients with congestive heart failure 
except for those on a low-sodium diet and for those 
with hypertension, nephrosis, and cirrhosis. It may 
produce low serum potassiuin levels, and it seems 
desirable to administer 4 Gm. of supplementary 
potassium chloride daily, especially if digitalization 
or steroid administration is carried out. Chlorothi¬ 
azide is particularly effective in patients with hy¬ 
pertensive atheromatous coronary^ ischemic heart 
disease associated with edema, and the drug is 
superior to all other diuretics, including organic 
mercurial preparations given by the parenteral 
route. Chlorothiazide is the drug of choice in 
eclampsia and in edema of pregnancy. Chlorothia¬ 
zide appears to be the safest, most effective, and 
most practical diuretic that has been added to the 
armamentarium since inercaptomerin (Thiomerin; 
was introduced. 

Experiences with Chlotride, an Orally Administered 
Nonmercurial Diuretic Used for Treatment of 
Cardiac Edema. R. Richterich. Schweiz., med. 
Wchnschr. 88:906-910 and 931-934 (Sept. 13 and 20) 
1958 (In German) [Basel, Switzerland]. 

Chlotride is tire Swiss trade name for chlorothi¬ 
azide (Diuril). Tliis new diuretic sulfonamide wit 
mercurial-like action is administered orally an 
enhances particularly the sodium and chloride ex¬ 
cretion without producing any change in the excre¬ 
tion of bicarbonate in the urine. Often a slig ^ 
increase in the urinary excretion of potassium ma) 
be observed. Three women and 2 men, between 
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tlic apes of 54 unci 81 yenvs, with acute congestive 
heart failure unci extensive; eclcinu, 2 of wliom were 
resistant to mercurial diuretics and acctazolamide 
(Diamox). were given orally 1 Gm. of chlorothia¬ 
zide per clay. Good diuretic results were obtained 
in all the patients. Undesirable .sidc-efFccts were 
observed in onlx- one patient who vomited once on 
several days; this patient also had a mild degree of 
Inpochloremic alkalosis and showed signs of over- 
dosage of digitalis (bigeminy) which disappeared 
spontaneously within 24 hours. 

Thirteen additional patients with chronic decom¬ 
pensation of -the right heart received alternately 
For 8 to 12 clays 3 Gm. of ammonium chloride daily 
combined with 1 cc. of mercaptomcrin (Thiomerin) 
once a week, and 500 mg. of chlorothiazide given 
[wace a day. The diuretic effect obtained by these 
I methods of treatment was about the same, but 
resistance to chlorothiazide did not develop and 
chlorothiazide did not cause any side-effects. At 
present chlorothiazide is considered the diuretic of 
choice for the treatment of cardiac edema, because 
t can be administered orally, its diuretic action is 
satisfactory, and undesirable side-effects occur only 
rarely. 

Clinical Experiences with the Anticoagulant War¬ 
farin Sodium (“Coumadin Sodium”). R. R. Porter, 
D. Richardson and H. Page Mauck Jr. Virginia M. 
Month. 85:465-471 (Sept.) 1958 [Richmond^ 

The authors report a study on 80 patients with 
various thromboembolic disorders who have been 
treated with warfarin (Coumadin) sodium during 
the last 2 v'ears at the SicGuire Veterans Adminis¬ 
tration Hospital and the Medical College of Vir¬ 
ginia Hospital in Richmond. Tire initial “priming” 
dose of Coumadin varied from 25 to 75 mg. as a 
single dose and from 50 to 100 mg. as a double dose 
administered orally, and from 50 to 60 mg. as a 
single dose administered intravenously. The sensi- 
tiUt)’ of patients to Coumadin varies from indi- 
Udual to individual, but it is fairly constant in the 
same patient. It would appear tliat a standard dose 
of 50 to 60 mg. will be suitable in the vast majority 
of patients weighing between 60 and 80 kg. (133 
and 177 lb.) and having initial prothrombin activi¬ 
ties of from 60 to 100%. If the patient is unusually 
heavy or obese, the dose, can be increased to 75 mg. 
The dose should be reduced for patients weighing 
less than 60 kg. if the initial prothrombin time is 
507o or less and if heparin in significant amounts 
(more than 300 mg. intramuscularly or 150 mg. in¬ 
travenously daily) is given concomitantly to achieve 
some measure of anticoagulation during the latent 
period, i. e., from the time of administration of 
Coumadin and the onset of therapeutic effects. 

The fairly rapid and consistant hypoprothrom- 
binemic effect of Coumadin as measured ,by the 
Quick one-stage method confirms the findings as 


previously reported by other authors. After the 
initial latent period of from 12 to 18 hours, there is 
a rapid decline in prothrombin activity, with thera¬ 
peutic levels attained in 24 to 36 hours after ad¬ 
ministration. Within the dose range of 50 to 75 mg. 
there was little difference in the achievement of a 
therapeutic effect in this 24-to-36-hour period, re¬ 
gardless of the patients' weight. After initial and 
prompt anticoagulation effect xvith Coumadin, 
maintenance therapy can be instituted. The re- 
■sponse to tire initial dose will be an indication of the 
patients’ sensitivity to Coumadin and will serve as a 
guide for subsequent maintenance therapy. After 2 
or 3 days of adjustment a smooth maintenance is 
usually achieved on relatively constant dosage, de¬ 
pending on the therapeutic response. Small daily 
doses achieve smoother control than intermittent 
larger doses. Coumadin is free of toxic side-reac¬ 
tions, the only adverse effects being its pharmaco¬ 
logical action leading to excessive hypoprothrom- 
binemia from overdosage. This latter is readily 
counteracted by the administration of a single dose 
of 50 mg. of vitamin Kj. Coumadin appears to be 
superior to all other hypoprothrombinemia-inducing 
agents currently available and seems to be the drug 
of choice for anticoagulant therapy in thromboem¬ 
bolic disorders. 

Treatment of Intermittent Claudieation with Vita¬ 
min E. P. D. Livingstone and C. Jones. Lancet 
2:602-604 (Sept. 20) 1958 [London]. 

The authors report on 40 nondiabetic male pa¬ 
tients with obliterative vascular disease who com¬ 
plained of intermittent claudication. Symptoms 
had been present for at least 5 years, and in all the 
patients the pain was felt in the calf muscles. 
Twenty of the 40 patients were treated with vita¬ 
min E and 20 were given placebos. The average 
age of the patients who received vitamin E was 
55.9 years and that of the control group, 57 years. 
There were 3 patients, aged 40 to 50 years, in each 
group. A full general examination, with particular 
attention to the lower limbs, was carried out. Bi¬ 
lateral femoral arteriography showed pronounced 
arteriosclerotic changes and occlusion. Exercise 
tolerance tests were performed by climbing up and 
down a series of 2 steps, 18 in. high, until pain 
made the patient stop. The results of these tests 
were evaluated by the patients’ own assessment and 
by the improvement in the average number of cir¬ 
cuits (climbing up and down the steps) in the course 
of tire treatment. Treatment was discontinued in 3 
patients of each group. Four of the 17 patients who 
remained in the group treated xvith vitamin E did 
not respond at all to treatment. The remaining 13 
patients showed much improvement; 7 were able 
to continue walking indefinitely at a slightly slower 
pace than usual, 4 were able to walk any distance 
of up to half a mile and do their full work, and 2 
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showed slight, but definite, improvement judged 
by the increase in the number of circuits and steps, 
and the patients were quite certain that tliey were 
more active than they had been and that the pain 
was less severe. Two of the patients in the control 
group recovered sufficiently to walk a useful dis¬ 
tance. One of these, for no appai'ent reason, made 
a complete recovery after suffering from severe 
claudication for many years. All the other patients 
in this group derived no appreciable symptomatic 
relief. Six months after the end of the trial, none of 
the tr eated patients, who had improved, had deteri¬ 
orated; and 3 patients in the control group, who 
had been transfen-ed to vitamin E therapy at the 
end of the trial, reported some improvement. 

Observations on Peroral Therapy for Diabetes. 
E. Ikkala and W. J. Kaipainen. Ann. med. int. 
Fenniae 47:63-73 (No. 2) 1958 (In English) [Hel¬ 
sinki], 

Peroral therapy was adopted at the end of 1955 
in the outpatient department of the University of 
Helsinki for 22% of the 675 patients with diabetes 
who attended the clinic regularly. Peroral treat¬ 
ment with BZ 55 (Alentin) or D 860 (Diabuton) was 
given to 147 diabetics. In selecting patients for this 
therapy, mostly older obese diabetics were chosen. 
The treatment was not given to juvenile diabetics, 
to patients using large quantities of insulin or those 
receiving this drug for more than 10 years, and to 
patients predisposed to ketonuria. Of the 147 dia¬ 
betics, 27% were fresh cases (no dietary or insulin 
therapy for more than a montli), 43% had been 
earlier on dietary therapy, and 30% had been 
earlier on insulin therapy. Seventy-nine per cent of 
the perorally treated group were women. More than 
half of the cases were followed up for over a year. 

A distinctly better blood sugar equilibrium was 
generally established with the peroral drugs in the 
group of fresh cases (40 patients) and in the 63 
patients earlier on dietary therapy. Of 459 insulin- 
treated patients under observation, a switch to 
peroral therapy was made in the case of 61; in 44 
patients the peroral drugs could be substituted for 
insulin, but in 9 (some of these did not meet the 
requirements for selection) they were ineffective, 
and in 8 they were withdrawn for other reasons. 
Insulin therapy was thus replaced by peroral ther¬ 
apy in 9.6% of the cases. 

A weight gain, especially among diabetics earlier 
on dietary tlierapy, was observed in spite of a warn¬ 
ing to the patients that they should follow pre¬ 
viously issued dietai-y instructions. Of 33 patients 
who were started on peroral therapy but had to 
discontinue it, 6 were clearly outside tlie category 
for selection; the tlierapy was considered unneces¬ 
sary for another 6 patients and was discontinued for 
10 at tlieir oito request, although no detrimental 
side-effects were demonstrable. The peroral therapy 
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had to be terminated because of ineffectiveness in 
8 patients, who had shown all indications for suc¬ 
cessful treatment, and in 3 because of allergic reac¬ 
tions to BZ 55. Ineffectiveness of the peroral treat¬ 
ment usually became evident within a month of 
experimentation. 

Effect of Chlorothiazide on Renal Electrolyte Ex¬ 
cretion. U. V. Lassen and O. Munck, Ugesk. Isger 
120:1112-1115 (Aug. 21) 1958 (In Danish) [Copen¬ 
hagen]. 

A single dose of chlorothiazide administered tc 
normal persons was followed by greatly increased 
secretion of sodium and chloride ions and somt 
increase in bicarbonate and ammoniac excretion 
The creatinin clearance was not affected. If chloro 
thiazide is given intermittently on good indication 
electrolyte disturbance "will rarely occur, at al 
events not in persons on a normal diet. Overdosagi 
of cblorothiazide caused metabolic acidosis, h>po 
kalemia, and hypochloremia. 

Chlorodiiazide Treatment of 10 Patients witl 
Edema. C. Michelsen. Ugesk. laeger 120:1118-1121 
(Aug. 21) 1958 (In Danish) [Copenhagen]. 

The results of chlorothiazide treatment in 11 
patients witli edema are discussed. Daily examina¬ 
tions of the serum and urine for values of potassium, 
sodium, bicarbonate, and chloride, determinations 
of the pH and pCOo of the blood, and diuresis were 
carried out; there was also regular control of tlm 
urine for protein, of serum uric acid and creatinin 
values, and of blood pressure and weight. In one 
jmtient treatment had to be discontinued because 
of hy'pokalemia. In 3 patients the treatment was 
without effect. The remaining 7 patients showed 
increased diuresis and increased excretion in the 
urine of sodium, potassium, and bicarbonate. In 
about half of the patients there was a tendency to 
a low serum potassium level. No essential shiftings 
in the acid-base conditions were seen in any case. 
Two patients were treated with chlorothiazide for 
a longer time. 

Local Treatment of Bronchial Asthma with Hydro¬ 
cortisone Poxvder. H. Her.xheimer, M. K- McAllen 
and D. A. Williams. Brit. M. J. 2:762-765 (Sept. 2/) 
1958 [London], 

The authors report on 79 patients with chronic 
bronchial asthma who were b'eated by inhaling n 
capsule of micronized hydrocortisone snuff from a 
powder inhaler. A capsule, containing 15 mg- ° 
hydrocortisone and 85 mg. of lactose, was place v 
in tliis inhaler; half of the conterits were inhale 
in the morning and half in the evening. Forty-nve 
of the 79 patients served as tlieir own contrms, a 
few of the 45 were given hydrocortisone snuff or 
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2 weeks, followed by u similar period during which 
liydrocorlisonc snuff was not given; in most of the 
45 patients the hydrocortisone snuff period was 
followed or preceded hy an equal period of placebo 
sniilf. A definite improvement in symptoms oc¬ 
curred in 33 of the 45 patients. This improvement 
wiis observed mainly in patients witli a liistory of 
.allergy and in those without hypersecretion. Im¬ 
provement was seen to a much less c.xtcnt in pa¬ 
tients with the infective type of asthma than in 
those with the allergic tyjie. Patients with “dry” 
asthma, i. e., those who never expectorated any 
mucus except during rare and short periods of 
upper respiratory infection, responded dramatical¬ 
ly. These findings show that the result of topical 
treatment in any group of patients with asthma 
will mainly depend on the tj'pe of asthma involved. 
The hope that the topical treatment of bronchial 
astlima might replace steroid systemic therapy in 
most cases and might thus avoid the dangers of 
continuously given large systemic maintenance 
doses has not materialized; only a minority of pa¬ 
tients appe.ar to be benefited by corticoids given 
topically. 

Bronchial Asthma and Chronic Bronchitis Treated 
with Hydrocortisone Acetate Inhalations. W. H. 
Helm and F. Hejnvorth. Brit. M. J. 2:765-768 (Sept. 
27) 1958 [London]. 

Twenty-five male and 28 female patients, be¬ 
tween the ages of 15 and 61 years, witli asthma or 
wheezy bronchitis of at least one year’s duration, 
whose condition had been severe enough to neces¬ 
sitate periods off work, were hospitalized and 
treated with antibiotics and routine antispasmodic 
drugs before receiving hydrocortisone inhalations. 
The patients inhaled fine hydrocortisone acetate 
powder from a “pabracort” inhaler, the powder 
being in capsules containing 15 mg. of hydrocorti¬ 
sone acetate and 75 mg. of lactose powder, both 
being ground fine to a mean particle size of 5 p.. 
The initial dose varied between 1 capsule 3 times 
a day and 1 capsule daily, given as half a capsule 
tivice daily, according to the severity of the wheez¬ 
ing at the beginning of treatment. The dose was 
reduced to the minimum maintenance necessary 
as soon as' improvement occurred. The usual 
maintenance dose was half a capsule twice daily. 
Treatment was stopped in patients with recurrent 
asthma, once tlie attack had been relieved for a 
sveek, and they were provided with capsules and 
instructed to restart at the onset of symptoms in a 
dose of between 1 and 3 capsules daily according 
to the severity of the attack. Patients who had 
failed to make any definite improvement during 2 
■weeks’ treatment with inhalations were assessed as 
failures, and the treatment was stopped. 


Of the 53 patients, 43 (81%) improved on hydro¬ 
cortisone inhalations, whereas 10 (19%) were not 
improved. Of the 43 patients who improved, 13 
(30%) relapsed after periods of 1 to 11 months, 
whereas 30 (70%) maintained the improvement for 
periods varying between 2 months and 2 y'ears. 
Best results were obtained in patients with recur¬ 
rent acute asthma without significant bronchia! in¬ 
fection, whereas the results in patients with wheezy 
bronchitis were disappointing. There were no defi¬ 
nite complications, but one man had mild dyspepsia 
for a few weeks, which may have been due to the 
hydrocortisone. Several patients put on weight, 
which was probably due partly to improved health 
and partly to the effects of hydrocortisone ab¬ 
sorption. 

The inhalations of fine-particle hydrocortisone 
acetate powder thus were found to be an effective 
form of treatment in many patients with bronchial 
asthma. There is a strong tendency to relapse if 
the treatment has to be maintained, but prolonged 
benefit may continue if the inhalations can be used 
intermittently for recurrent attacks of asthma. Al¬ 
though the treatment may be successful in status 
asthmaticus, it is probably less effective in this 
condition than infravenous or oral administration 
of corticosteroid drugs, and its use is not recom¬ 
mended if the patient is dangerously ill. A con¬ 
siderable portion of the “inhaled” hydrocortisone 
is probably absorbed, but the dosage is low com¬ 
pared with that used in oral therapy with a corti¬ 
costeroid, and the chance of toxic effect is, there¬ 
fore, much less. The optimum dosage is uncertain, 
but it probably varies from patient to patient. Little 
or no benefit is likely to be obtained from this form 
of treatment in patients with established chronic 
bronchitis. 

Inhalation of Hydrocortisone Acetate for Bronchial 
Asthma: A Short-Term Controlled Trial. W. H. 
Helm and F. Heyworth. Brit. M. J. 2:768-769 (Sept. 
27) 1958 [London]. 

A short-term controlled trial of inhalations of 
hydrocortisone acetate in fine-particle powder was 
carried out by the "double-blind” method during 
38 trial periods in 14 men and 12 women with 
bronchial asthma of - at least one year’s duration. 
Of the 26 patients, 17 were treated by inhalations 
of hydrocortisone powder; 14 of these were im¬ 
proved, and 3,were not improved. Of the rernain- 
ing 9 patients treated by inhalations of a placebo 
powder, 3 were improved and 6 were not improved. 
Thus, the number of patients improved in the 
hydrocortisone-treated group as compared with 
the placebo-treated group was at a statistically 
significant level. Hydrocortisone powder inhala¬ 
tions, therefore, are an effective form of short-term 
treatment in some patients with bronchial asthma. 
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Nature and Treatment of Septic Shock. W. A. Alte- 
meier and W. R. Cole. A. M. A. Arch. Surg. 77:498- 
507 (Oct.) 1958 [Chicago]. 

The survival of 16 patients in a series of 41 with 
septic shock is indicative of the effectiveness of the 
basic principles of treatment which have been 
evolved. The importance of treatment and an early 
recognition of septic shock cannot be overempha¬ 
sized. Delay in diagnosis and failure to recognize 
the septic cause of tlie circulatory collapse when 
the process becomes terminal or irreversible are 
chief factors responsible for failure of therapy. 
Early diagnosis and treatment will be facilitated 
if the significance of die characteristic sharp curves 
of rising temperature, pulse rate, and white blood 
cell count and the coincident inverted curve of 
falling arterial pressure and urinary excretion are 
kept in mind. The fact that only 25% of these pa¬ 
tients demonstrated any evidence of hemoconcen- 
tration has supported the belief that large amounts 
of fluid replacement are not indicated and that 
they may be harmful in producing pulmonary 
edema if used in a vain effort to restore the blood 
pressure. 

The intravenous infusion of arterenol in 5% 
de.\trose in water has appeared to be particularly 
useful when regulated to maintain a systolic blood 
pressure above 80 mm. Hg and a urinary output 
of 25 cc. or more per hour. By this method it has 
been possible to maintain urinary function until 
the infection has been brought under control and 
to permit survival of the kidneys. Arterenol was 
administered for periods up to 144 hours to 15 of 
the 16 patients who survived. It was infused 
through indwelling polyetliylene tubing, tlius pre¬ 
venting local cutaneous gangrene. Large doses of 
intravenously administered antibiotics seemed eflS- 
cacious in controlling the infection, but 2 to 7 or 
more days were required for tins effect. This delay 
emphasized the importance of adequate supportive 
treatment to extend life until the antibiotic effect 
could be obtained. When arterenol was found to 
be inadequate, hydrocortisone in doses up to 100 
mg. was given to 3 patients; witlrout it, it is doubt¬ 
ful whether any of these patients would have 
survived. Eleven of the 16 surviving patients re¬ 
ceived blood or plasma or both, the amounts 
varying from 500 to 4,500 cc. Thirteen patients 
were given oxygen therapy over periods of 24 to 
168 hours. It is generally better to treat patients 
with a severe uncontrolled infection conservatively, 
but surgical inten'ention may be necessary in those 
manifesting sudden vascular collapse. It takes crit¬ 
ical judgment to determine which patients with 
septic shock require operation and the time when 
this is feasible. 


PATHOLOGY 


Failure to Prove Identity of Tumor Cells in the 
Peripheral Blood. F. W. Taylor and F. Vellios. 
Surgery 44:453-456 (Sept.) 1958 [St. Louis]. 


The concept that there may be occasional showers 
of cancer cells in the peripheral blood of cancer 
patients is not new, and interest in this problem 
was revived by a monograph published by Engell 
in 1955. The authors felt that one means of defi¬ 
nitely establishing the identity of such cells would 
be to reinject the suspected cells in the hope oi 
producing a metastasis. Four patients were studied 
who were in the terminal phase of neoplastic dis¬ 
ease. All had carcinoma (of lung, stomach, or colon] 
witli widespread extension; “tumor cells” were 
demonstrated in the peripheral blood of each. The 
patients died at intervals of 2 to 7 months after the 
investigation. 

In carrying out the investigation, blood wai 
drawm from the antecubital vein into a heparir 
solution or was taken from the femoral artery. The 
blood w'as then spun for 15 minutes at 1,500 rpm 
so that a huffy coat could be isolated. This laye; 
was mixed with a small quantity of isotonic sodiun 
chloride solution to make approximately 2 ml. Till 
mixture contained most of the suspicious abnormal 
cells present in a 50-to-80-ml. sample of'the pa¬ 
tient’s peripheral blood. Twelve such samples were 
xvithdrawm from the 4 patients. The huffy coat 
mixture was reinjected into the patient from whom 
the sample w’as taken, usually into a marked area 
of subcutaneous fat or muscle, but on some occa¬ 


sions it was given intradermally as w'cU. The injec¬ 
tion resulted in a local lump, w'hich was observed 
to diminish in size until no palpable nodule was 
present 2 months after injection. After death the 
tissues at tlie injection site show'cd little or no gross 
abnormality'. Under microscopic examination there 
w'ere a little fibrosis, hemosiderin, foreign-body 
giant cells, and occasionally' nuclear fragments. 
There w'as, how'ever, never any' evidence of tumor 
cells at the site of injection. No secondary tumor 
grow’th resulted. 

The authors feel that tliis failure to reproduce 
tumor grow'th from suspected tumor cells in the 


dis- 


peripheral blood stream neither proves nor 
proves them to be circulating cancer cells. Reasons 
suggested W'hy' these cells might not reproduce a 
secondary lesion include that the number injeefe ^ 
was probably' comparatively' small and that they 
W'ere injected w'ith huge numbers of leukocytes. As 
this mass of leukocy'tes undergoes degeneration, 
various ferments are liberated which are 5, 
detrimental and lytic to all cell protoplasm. T 
tumor cells might well be lysed as a result. Further ' 
more, the .host .must have the ability to 
stray tumor cells, for otherwise metastases would e 
unlimited. The elected sites of injection (skin, su 
cutaneous fat, and muscle) may not have been idea . 
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happens to all these circulating "tumor cells”? 
Tlic authors never iclcnlificcl or recognized any cells 
being phagocyliz.ed or undergoing degenerative 
clianges. They believe these must be cancer cells, 
but the final proof is lacking. 

“Insulitis” in Early Juvenile Diabetes. P. M. Le- 
Compte. A. M. A. Arch. Path. 06:450-457 (Oct.) 
1958 [Chicago]. 

• The author reports on 2 infants, a boy and a girl, 
aged 11 months, a Oiti-ycar-old boy, and a 17-year- 
old boy with diabetes mellitus who died within a 
short time after onset. Autopsy was performed on 
the 4 patients, and cellular infiltration, usually 
Ipiphocytic, of the islands of Langerhans was ob- 
sers’ed on microscopic examination of the pancreas 
in all of them. Some of the features of this rare 
but possibly significant lesion, described previously 
by other workers, were observed again, such as 
the variable appearance of the islands (of 2 islands 
of Langerhans in one patient, one appeared to be 
essentially normal, while the other showed lympho¬ 
cytic infiltration); the narrow ribbon-like cords of 
cells with scanty* cytoplasm and darkly stained 
nuclei, which are apparently alpha-cells and which 
probably are a manifestation of injury rather than 
of effective regeneration; the often peripheral dis¬ 
tribution of the lyonphocytes; and the occasional 
early fibrosis of an island. Hydropic change, the 
classical lesion of acute diabetes of recent onset, 
was seen in only 1 of the 4 patients but was also 
uncommon in the preNuously reported cases of 
“insulitis.” 

Cellular infiltration, usually lymiphocytic, of the 
islan(E of Langerhans is observed most often in 
diabetes mellitus of acute onset and short duration 
in children. Its apparent rarity may be due in part 
to the fact that such acute cases come to autopsy* 
only under exceptional circumstances. This “in¬ 
sulitis” may_ in a few instances be a response to 
actual invasion of the islands by* an infectious 
agent, although this has not been demonstrated. 
It is more likely the aftermath of an injury which 
may* differ from the injuries involved in the com¬ 
monly recognized forms of experimental diabetes. 
It is probable that this injury in some way inhibits 
the regeneration of beta-cells. 

Histochemical Proof of Organic Phosphate Poison- 
,ing. C. S. Petty, A. M. A. Arch. Path. 66:458-463 
(Oct.) 1958 [Chicago]. 

The author reports a case of fatal organic phos¬ 
phate poisoning in a 23-year-old man who on the 
morning of illness and death had been cleaning an 
airplane which had been used 5 days previously 
for crop dusting with Systox, an insecticide concen¬ 
trate containing 26.2% of 0,0-diethyl-0-2-ethyl 
mercaptoethyl thiophosphate (Demeton), -2.3% re-- 
lated organic phosphates, and petroleum distillate. 


Since all organic phosphates combine more or less 
irreversibly with the cholinesterases of the body, 
the red blood cell cholinesterase activity was 
studied during the acute phase of the illness and 
on autopsy,' and the enzyme activity at tlie myo- 
neurol junction in skeletal muscle was studied "on 
autopsy. The abnormally low antemortem red 
blood cell cholinesterase level indicated poisoning 
by one of the organic phosphates. The low post¬ 
mortem red blood cell cholinesterase level, together 
with the results of the histochemical staining of 
the intercostal muscle which did not provide evi¬ 
dence of cholinesterase actmty, gave proof of fatal 
poisoning due to exposure to toxic organic phos¬ 
phates. In vitro studies with human muscle and 
both in vitro and in vivo studies with rat muscle 
showed tliat Systox is capable of depressing the 
cholinesterase level, at motor end-plates. 

Whipple’s Disease—Observation on Systemic In¬ 
volvement: I. Cytologic Observations. J. C. Sieracki. 
A. M. A. Arch. Path. 66:464-467 (Oct.) 1958 
[Cliicago]. 

The author carried out cytological studies on 
autopsy specimens, including small intestine, mes¬ 
enteric, axillary, inguinal, and peripheral ly’mph 
nodes, and various other tissues and organs, ob¬ 
tained from 7 patients who died of intestinal 
lipodystrophy (Whipple’s disease). A widespread 
involvement of the,tissues of all these patients 
was observed with cells which contained charac¬ 
teristic sickle-form, periodic acid-Schiff (P, A. S.)- 
positive cytoplasmic particles. These particles were 
found in mesothelial cells of the pleural, peritoneal, 
pericardial, and synovial lining cells. Their pres¬ 
ence in a cell block of peritoneal fluid suggested 
the possibility of entertaining the diagnosis of 
Whipple’s disease from such ■ material. Smears 
stained according to Papanicolau technique left 
the characteristic particles unstained and showed 
the positive P. A. S. reaction when subsequently 
stained appropriately. Furthermore, the positive 
particles were diastase-resistant. In smears and 
imprints stained by the Romanovskj* method, nu¬ 
merous vacuolated histiocytes were found. The 
nuclei of all histiocytes were similar in appearance. 
One group of these macrophages were the usual 
type of lipid-containing histiocyte “foam cells,” with 
predominantly uniform-sized cytoplasmic vacuoles; 
another type, in which the apparent “vacuoles” 
were less distinct, varied in size and gave the 
cytoplasm a "moth-eaten" appearance. When these 
cytological preparations were subjected to the 
periodic acid-Schiff technique, these 2 varieties of 
histiocytes were again apparent. The histiocytes 
without lipid generally contained varying numbers 
of the sickle-form, positive-reacting particles. Less 
frequently, cells with uniform-sized vacuoles (foam 
cells) showed one or more positive sickle-form 
particles. This was particularly prominent in those 
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preparations containing giant cells. The presence 
in the peripheral lymph nodes of'cells with the 
characteristic cytoplasmic particle allows the diag¬ 
nosis of Whipple’s disease to be made during life 
without recourse to laparotomy. 

Cerebral Mucormycosis: Report of a Case. M. E. 
Smith, D. K. Burnham and M. B. Black. A. M. A. 
Arch. Path. 66:468-473 (Oct.) 1958 [Chicago]. 

The authors report on a 38-year-old man with 
diabetes mellitus of 14 years’ duration, who was 
admitted to hospital in coma. History showed that 
one week before admission he had sinusitis, with 
stuffiness in the nose and fever. At no time in his 
life had he had diabetic coma, and, although he 
was deeply comatose on admission, he did not have 
acidosis. There were marked proptosis of the right 
eye and edema of the right lid. He had difficulty 
in urinating. A clinical diagnosis of labile diabetes, 
subacute glomerulonephritis, and cavernous sinus 
thrombosis was made, and the patient received 
antibiotic therapy, intravenous fluids, and artificial 
respiration. He died 36 hours after admission. 

Gross findings on autopsy consisted of hyper¬ 
trophy of the heart, moderate coronary artery 
sclerosis, and edematous brain, with almost the 
entire right temporal lobe being replaced by clotted 
blood; a second hemorrhagic zone was near the 
midline of tlie cerebellar medulla on the right, 
extending into the upper pons. Both internal carotid 
arteries and the superior sagittal and right lateral 
venous sinuses contained thrombi. The cavernous 
sinuses also contained tlrrombus material. Micro¬ 
scopic examination revealed that both carotid ar¬ 
teries contained unorganized thrombus attached 
to the intima and tangled masses of broad branch¬ 
ing nonseptate hyphae; the cavernous sinus con¬ 
tained small masses of thrombus and fungal hyphae, 
both free and invading nerves and fibrous fasciculi 
in the lumen. The walls of the cavernous sinus 
showed acute inflammatory reaction and hyphae. 
Hyphae were also observed in the submucosa of 
the sphenoid air sinus. An acute meningitis was 
confined to the area of the optic chiasm. A few 
hyphae lay inertly in the midbrain parenchyma 
above the chiasm, unassociated with inflammation. 
One bronchus was the site of' an acute necrotiz¬ 
ing ulcerating inflammation containing numerous 
hyphae. Other findings included advanced diabetic 
glomerulosclerosis, marked renal arteriosclerosis, 
bilateral chronic pyelonephritis, and multiple 
thromboses of small pulmonary arteries. 

The true nature of the patient’s disease was not 
discovered until the microscopic examination. Cul¬ 
tures for fungi were not made during life or at 
autopsy. The ethmoid sinuses and orbits were not 
investigated at autopsy. The evidence indicated 
that the infection arose in nose and paranasal 
sinuses and/or orbit and spread to the brain by 
way of the internal carotid arteries and cavernous 
sinuses. Proptosis and ophthalmoplegia were char¬ 
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acteristic and apparently attrihutable to direct 
fungal invasion of the eye and retrobulbar space. 
In most cases collected from the literature, the 
mycotic infection was limited to the head. It is 
likely that in this patient the bronchial involve¬ 
ment was a separate primary focus, since there 
was clinical evidence of preceding orbital and 
sinus involvement. Characteristically there was 
total lack of inflammatory reaction to hyphae in 
some areas and a marked response in others. 

Cerebral mucormycosis is a rare but distinctive 
entity, usually a rapidly fatal complication of 
diabetes mellitus. The case of this patient is a 
classical example. Since the 17 patients in the pre¬ 
viously reported cases had rather stereotyped mani¬ 
festations, more widespread knowledge of this 
condition should result in more frequent diagnoses 
during life and more thorough investigation at 
autopsy. Routine examination of paranasal sinuses 
in patients with diabetes mellitus coming to autopsy 
might help elucidate the pathogenesis. 

Behavior of Leukocyte Sedimentation Rate in Tu¬ 
berculous Disease and in Septic Infections. E. 
Lusvarghi, L. Bellesia andT. Mucci. Minerva med. 
49:2735-2737 (July 11) 1958 (In Italian) [Turin, 
Italy]. 

Leukocyte sedimentation rates, according to the 
technique of Storti, were investigated simultaneous¬ 
ly in 2 groups of patients. One group consisted of 
20 patients with various types of pulmonary tuber¬ 
culosis. The other group consisted of 10 patients 
with acute and chronic types of bacterial sepsis. 
Erythrocyte sedimentation rates were recorded for 
control purposes. Leukocyte sedimentation rates 
were determined before and several times during 
the Ueatment until the clinical cure of the disease. 
In patients with pulmonary tuberculosis and with 
bacterial sepsis the latter rates were above normal 
values. There was a close correlation between the 
leukocyte sedimentation rates and the Katz formula 
levels at the onset or at the termination of the 
disease. The leukocyte sedimentation rates were 
elevated and the Katz formula levels were within 
limits only in 1 patient with active bilateral tuber¬ 
culosis of the apex and in 3 patients with bacterial 
sepsis. An increased level of fibrinogen seemed to 
be responsible for an elevated leukocyte sediinenta- 
tion rate, whereas qualitative and quantitative 
changes in albumin and globulin values apparently 
had no bearing on it. Increased leukocyte sedimen¬ 
tation rates in patients with pulmonary tubercu¬ 
losis and with bacterial sepsis indicated a probable 
direct participation of the leukocytes in the defense 
of the organism. Study of the leukocyte sedimenta¬ 
tion rate is a useful diagnostic aid to be used along 
w'ith the erythrocyte sedimentation rate. It can 
-clarify in differential diagnosis certain roentgeno¬ 
logic findings in the, lung and distinguish pulmo¬ 
nary tuberculosis from malignant tumors. 
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Chronic Bronchitis, Einvrhy.scmn nnd Cor Pulmonale. By 
C. If. Sluart-Harris, M.D., F.K.C.P., Sir Ceori'e Franklin 
Professor of Medicine of University of Shefliehl, .Sheffield, .ind 
T. Hanley, M.D., M.U.C.P., Lecturer in Medicine of Univer¬ 
sity of SitcHicld. Written in collahoration with Marjorie Clif¬ 
ton, M.D., Research Assistant to M.U.C. Group for Epidemi¬ 
ological lle.scarch on Respirntorr' Diseases, London, Margaret 
M. Platts, M.D.. B.Sc., M.R.C.P., J. D. S'. Hammond, M.B., 
Ch.B., M.R.C.P., and M'. Whitaker, M.D., M.R.C.P. Cloth. 
$8.50. Pp. 245, with 61 illustrations. M'illiams & IVilkin.s 
Conip.iny, Mount Royal and Guilford .\ves., Baltimore 2; 
John Wright & Sons, Ltd., 42-44, Triangle W'est, Bristol 8, 
England, 1957. 

The author.s arc to be conimcntlecl on their choice 
of subject. Chronic bronchitis and emphysema are 
ubiquitous and imply serious consequences which 
more than justify bringing recent data to the at¬ 
tention of the medical profession. Each chapter 
carries vvorthwhile material. The author.s recognize 
the smallness of the number of patients observed, 
which may detract .somewhat from the weight of 
evidence presented. Even so, their focus on the 
salient features of these diseases, objectivity in 
observation, and sound logic in interpretation ren¬ 
der the text of great value. The sincere dedication 
and praiseworthy tlioroughness of the authors is 
impressive. Their preferential definition of chronic 
bronchitis is serv'iceable although it may not coin¬ 
cide wth the concepts of other experts in this field. 
The,clinical findings of chronic bronchitis are por¬ 
trayed in an excellent manner. Various objective 
signs and findings on physical and x-ray examina¬ 
tion are presented briefly but competently. The 
fallibility of some of the physical findings is well 
emphasized. The relation of infection to chronic 
bronchitis and emphysema is discussed concisely 
but adequately. Pathological and clinical aspects 
of emphysema are well described, although it is 
difficult to condone the omission of one of the 
cardinal pathological substrates of this disease, 
namely, destructive changes in the elastic elements 
of the lung. 

There is a fine, practical section on pulmonary 
function studies. Nearly 60 pages deal with chronic 
cor pulmonale. Its incidence, clinical character¬ 
istics, and pathological physiology are skillfully 
covered. Current knowledge of pulmonary arterial 
blood pressure, cardiac output, oxygen-carrying 
capacity of the blood, and other related facets of 
the subject are assayed in lucid, easily readable 
fashion. The chapter on treatment is logical and 
methodical. Emphasis on the use of broncho- 
spasmolytic drugs deserves special credit. Also 

These book reviews have been prepared by competent authorities 
hut do not represent the opinions of any medical or other organization 
unless specifically so stated. 


commendable is the authors’ cautious attitude 
toward the administration of narcotics as cough 
sedatives, and to use of oxygen for the relief of 
dyspnea. At the same time, their dogmatic nega¬ 
tivism is hardly justifiable concerning artificial 
pneumoperitoneum and the surgical treatment of 
emphysema. The chapter on the epidemiology and 
pathogenesis of chronic bronchitis is written with 
critical analysis and is solidly documented. It con¬ 
tains tables and graphs that facilitate clear com¬ 
prehension of the subject matter. The roentgeno¬ 
grams and photographs of gross specimens and 
histological preparations are of high quality'. The 
case reports are of great didactic value. The refer¬ 
ences at the end of each chapter are well selected 
and up to date, and the index covers all essential 
items. Blank pages at the end of the book invite 
pertinent notes. This volume is likely to become a 
favorite with all those interested in diseases of 
the chest. 

Bacterial and Mycotic Infections of Man. Edited by Rene 
J. Dubos, Ph.D. Aided by grant from National Foundation. 
Third edition. Cloth. $8.50. Pp. 820, with 116 ilhistration.s. 
J. B. Lippincott Company, E. Washington Sq,, Pliiladelphia 
5; 4865 Western Ave., Montreal 6. Canada; Pitman Medical 
Publishing Company, Ltd., 45 New Oxford St., London, W. C. 
1. England, 1958. 

This edition of a classic textbook combines bac¬ 
teriology with pracHcal clinical application. While 
the essential format of the previous editions remain 
the same, the book has been -completely rewritten 
to present changing concepts concerning microbial 
diseases. A previous criticism of the book, that it 
lacked continuity, has been vitiated by its reor¬ 
ganization. New chapters include “The Evolution 
and Ecology of Microbial Diseases” and “Chemo- 
tlierapy of Microbial Diseases.” Tlie first of the new 
chapters contains many points of view not" neces¬ 
sarily shared by other contributors to the text, but 
these speculative concepts of infection versus dis¬ 
ease (why do pathogens so often fail to cause dis¬ 
ease after the)' have become established in the 
tissues?) provide a broad background to the un¬ 
derstanding of disease determinants. Mucli praise 
must be given for the valuable material on antigen- 
antibiotic reactions and anaphylaxis. The chapter 
on the principles of sterilization should be valuable 
to every physician and his office staff. 

While the general emphasis is on prevention and 
the potential disease state (liost-parasite relation- 
sliip), there is much information on the principles 
of chemotherapy as applied to clinical practice, 
including complete discussions on the individual 
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preparations containing giant cells. The presence 
in the peripheral lymph nodes of‘cells with the 
characteristic cytoplasmic particle allows the diag¬ 
nosis of Whipple’s disease to be made during life 
without recourse to laparotomy. 

Cerebral Mucormycosis: Report of a Case. M. E. 
Smith, D. K. Burnham and M. B. Black. A. M. A. 
Arch. Path. 66:468-473 (Oct.) 1958 [Chicago]. 

The authors report on a 38-year-old man with 
diabetes mellitus of 14 years’ duration, who was 
admitted to hospital in coma. History showed that 
one week before admission he had sinusitis, with 
stuffiness in the nose and fever. At no time in his 
life had he had diabetic coma, and, although he 
was deeply comatose on admission, he did not have 
acidosis. There were marked proptosis of the right 
eye and edema of the right lid. He had difficulty 
in urinating. A clinical diagnosis of labile diabetes, 
subacute glomerulonephritis, and cavernous sinus 
thrombosis was made, and the patient received 
antibiotic therapy, intravenous fluids, and artificial 
respiration. He died 36 hours after admission. 

Gross findings on autopsy consisted of hyper¬ 
trophy of the heart, moderate coronary artery 
sclerosis, and edematous brain, with almost the 
entire right temporal lobe being replaced by clotted 
blood; a second hemorrhagic zone was near the 
midline of the cerebellar medulla on the right, 
extending into the upper pons. Both internal carotid 
arteries and the superior sagittal and right lateral 
venous sinuses contained thrombi. The cavernous 
sinuses also contained thrombus material. Micro¬ 
scopic examination revealed that both carotid ar¬ 
teries contained unorganized thrombus attached 
to the intima and tangled masses of broad branch¬ 
ing nonseptate hyphae; the cavernous sinus con¬ 
tained small masses of thrombus and fungal hyphae, 
both free and invading nerves and fibrous fasciculi 
in the lumen. The walls of the cavernous sinus 
showed acute inflammatory reaction and hyphae. 
Hyphae were also observed in the submucosa of 
the sphenoid air sinus. An acute meningitis Avas 
confined to the area of the optic chiasm. A few 
h5'phae lay inertly in the midbrain parenchyma 
above the chiasm, unassociated with inflammation. 
One bronchus was the site of an acute necrotiz¬ 
ing ulcerating inflammation containing numerous 
hyphae. Other findings included advanced diabetic 
glomerulosclerosis, marked renal arteriosclerosis, 
bilateral chronic pyelonephritis, and multiple 
thromboses of small pulmonary arteries. 

The true nature of the patient’s disease was not 
discovered until the microscopic examination. Cul¬ 
tures for fungi were not made during life or at 
autopsy. The ethmoid sinuses and orbits were not 
investigated at autopsy. The evidence indicated 
that the infection arose in nose and paranasal 
sinuses and/or orbit and spread to the brain by 
way of the internal carotid arteries and cavernous 
sinuses. Proptosis and ophthalmoplegia were char- 
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acteristic and apparently attributable to direc 
fungal invasion of the eye and retrobulbar space 
In most cases collected from the literature, the 
mycotic infection was limited to the head. It is 
likely that in this patient the bronchial involve¬ 
ment "was a separate primary focus, since there 
was clinical evidence of preceding orbital anc 
sinus involvement. Characteristically there wa; 
total lack of inflammatory reaction to hyphae ir 
some areas and a marked response in others. 

Cerebral mucormycosis is a rare but distinctiu 
entity, usually a rapidly fatal complication o 
diabetes mellitus. The case of this patient is i 
classical example. Since the 17 patients in the pre 
viously reported cases had rather stereotyped mani 
festations, more widespread knowledge of fhi 
condition should result in more frequent diagnose 
during life and more thorough investigation ai. 
autopsy. Routine examination of paranasal sinuses 
in patients with diabetes mellitus coming to autopsy 
might help elucidate the pathogenesis. 

Behavior of Leukocyte Sedimentation Rate in Tu¬ 
berculous Disease and in Septic Infections. ’ E. 
Lusvarghi, L. Bellesia andV. Mucci. Minerva med. 
49:2735-2737 (July 11) 1958 (In Italian) [Turin,- 
Italy]. 

Leukocyte sedimentation rates, according to the 
technique of Storti, were investigated simultaneous¬ 
ly in 2 groups of patients. One group consisted of 
20 patients with various types of pulmonary tuber¬ 
culosis. The other group consisted of 10 patients 
with acute and chronic types of bacterial sepsis. 
Erythrocyte sedimentation rates were recorded for 
conti'ol purposes. Leukocyte sedimentation rates 
were determined before and several times during 
the treatment until the clinical cure of the disease. 
In patients with pulmonary tuberculosis and with 
bacterial sepsis the latter rates were above normal 
values. There was a close correlation between the 
leukocyte sedimentation rates and the Katz formula 
levels at the onset or at the termination of the 
disease. The leukocyte sedimentation rates were 
elevated and the Katz formula levels were within 
limits only in 1 patient with active bilateral tuber¬ 
culosis of the apex and in 3 patients with bacteria 
sepsis. An increased level of fibrinogen seemed to 
be responsible for an elevated leukocyte sedirnenta- 
tion rate, -whereas qualitative and quantitative 
changes in albumin and globulin values apparently 
had no bearing on it. Increased leukocyte sedimen¬ 
tation rates in patients with pulmonary tubercu¬ 
losis and w'ith bacterial sepsis indicated a probab e 
direct participation of the leukocytes in the defense 
of the organism. Study of the leukocyte sedimenta 
tion rate is a useful diagnostic aid to be used along 
with the erythrocyte sedimentation rate. It can 
-clarify in differential diagnosis certain roentgeno 
logic findings in the, lung and distinguish pulmo 
nary tuberculosis from malignant tumors. 
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Clironic Hroncliitis, Empliysfina niul Cwr Pulmonnlc. By 
C. H. Stuiirt-Harris, M.D., I'.U.C.l’.. Sir Ci-ornf Franklin 
rrofesvor of Medicine of Universily nf Sliellield, Sheffield, and 
T. IJanley, M.D., M.K.C.P., Feelrirer in Medicine of Univer¬ 
sity of SliefRcid. W’ritlcn in eoHalioration with Marjorie Clif¬ 
ton, M.D., Uesearch Assistant to M.B.C. Group for Epideml- 
o!oRic,i! Itcsc.irc!) on Bespiratory Diseases, London, Marj-arel 
M Platts, M.D.. B.Sc., M.B.C.P., D. S. llannnond, M.B., 
Ch.B., M.n.C.P., and W. Wliitakcr, M.D., M.B.C.P. Cloth. 
$8,50. Pp. 245, with 01 illnslralinns, Williams f< Wilkins 
Comp-anv, Mount Boyal and Guilford Aves., Baltinsore 2; 
John IVriRlit & Sons, Ltd., 42-44, Triangle W'est, Bristol 8, 
England, 1057. 

The aiitlior.s are to l)c coininciKled on their choice 
of subject. Chronic bronchiti.s and emphysema are 
ubiquitous and imply serious consequences which 
more than juslif)' bringing recent data to the .at¬ 
tention of the medical profession. Each chapter 
carries worthwhile material. The authors recogiwx 
the smallness of the tnimher of i^atients observed, 
which may detract somewhat from the weight of 
evidence presented. Even so, their focus on the 
salient features of these diseases, objectivity in 
observation, and sound logic in interpretation ren¬ 
der the text of groat value. The sincere dedication 
and praiseworthy thoroughness of the autliors is 
impressive. Their preferential definition of chronic 
bronchitis is serx'iceahic although it may not coin¬ 
cide with the concepts of other experts in this field. 
The clinical findings of chronic bronchitis are por¬ 
trayed in an excellent manner. Various objective 
signs and findings on physical and x-ray examinay 
tion are presented briefly but competently. The 
fallibility of some of the physical findings is well 
emphasized. The relation of infection to chronic 
bronchitis and emphysema is discussed concisely 
but adequately. Pathological and clinical aspects 
of emphysema are well described, although it is 
difficult to condone the omission of one of the 
cardinal pathological substrates of this disease, 
namely, destructive changes in the elastic elements 
of the lung. 

There is a fine, practical section on pulmonary 
function studies. Nearly 60 pages deal with chronic 
cor pulmonale. Its incidence, clinical character¬ 
istics, and pathological physiology are skillfully 
covered. Current knowledge of pulmonary arterial 
blood pressure, cardiac output, oxygen-carrying 
capacity of the blood, and other related facets of 
the subject are assayed in lucid, easily readable 
fashion. The chapter on treatment is logical and 
methodical. Emphasis on the use of broncho- 
spasmolytic drugs deserves special credit. Also 

These book reviews have been prepared by competent authorities 
hut do not represent the opinions of any medical or other organization 
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commendable is the authors’ cautious attitude 
toward the administration of narcotics as cough 
sedatives, and to use of oxygen for the relief of 
dyspnea. At the same time, their dogmatic nega¬ 
tivism is hardly justifiable concerning artificial 
pneumoperitoneum and the surgical treatment of 
emphysema. Tlie chapter on the epidemiology and 
pathogenesis of chronic bronchitis is written with 
critical analysis and is solidly documented. It con¬ 
tains tables and graphs that facilitate clear com¬ 
prehension of the subject matter. The roentgeno¬ 
grams and photographs of gross specimens and 
histological preparations are of high quality. The 
case reports are of great didactic value. The refer¬ 
ences at the end of each chapter are well selected 
and up to date, and the index covers all essential 
items. Blank pages at tlie end of the book invite 
pertinent notes. This volume is likely to become a 
favorite with all those interested in diseases of 
the chest. 

Bacterial and Mycotic Infections of Man. Edited by Rene 
J. Dul} 0 .s, PIi.D. Aided by grant from National Foundation. 
Third edition. Clotli. $ 8 . 50 . Pp. 620, with 116 illustrations. 

J. B. Lippincott Company, E. Washington Sq., Philadelphia 
5; 4865 Western Ave., Montreal 6, Canada; Pitman Medical 
Publisliing Company, Ltd., 45 New Oxford St., London, W. C. 

1, England, 1958. 

This edition of a classic textbook combines bac¬ 
teriology with practical clinical application. While 
the essential format of the previous editions remain 
the same, the book has been completely rewritten 
to present changing concepts concerning microbial 
diseases. A previous criticism of the book, that it 
lacked continuity, has been vitiated by its reor¬ 
ganization. New chapters include The Evolution 
and Ecology of Microbial Diseases” and “Chemo¬ 
therapy of Microbial Diseases.” The first of the new 
chapters contains many points of view not ne^s- 
sarily .shared by other contributors to the text, but 
these speculative concepts of infection versus dis¬ 
ease (why do pathogens so often fail to cause dis¬ 
ease after they have become established in the 
tissues?) provide a broad background to the un¬ 
derstanding of disease determinants. Much praise 
must be given for the valuable material on antigen- 
antibiotic reactions and anaphylaxis. The chaptei 
on the principles of sterilization should be valuable 
to every physician and his office staff. 

While the general emphasis is on prevention and 
the potential disease state (Irost-parasite relation¬ 
ship), there is much information on tHe p-inciples 
of chemotherapy as applied to clinical practice, 
including complete discussions on the individual 
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chemotherapeutic agents. Other chapters contain 
discussions on human blood groups, epidemiology, 
principles and practice of diagnostic medical bac¬ 
teriology, and specific pathogenic groups of bacteria 
and fungi. Because of financial support from the 
National Foundation, the book sells for a remark¬ 
ably low price, especially considering the style of 
presentation (profuse tables, diagrams, and illustra¬ 
tions; e.xcellent type and paper; complete index; 
and a careful, comprehensive bibliography) along 
with its content and its authors of exceptional re¬ 
liability. The book is highly recommended to stu¬ 
dents and clinicians who deal with infectious dis¬ 
ease. 


A History of the Department of Intenial Medicine, State 
Universit)' of Iowa College of Medicine, 1870-1958. By Wal¬ 
ter L. Bierring, M.D. M'ith introduction by William B. Bean, 
M.D. Cloth. S3.50. Pp. 116, with illustrations. State Uni¬ 
versity of Iowa, Iowa City, 1958. 

This little volume is of special interest because it 
has been prepared by Dr. Walter L. Bierring, whose 
life span began almost on the birthday of the Col¬ 
lege of Medicine of the State University of Iowa. 
It contains an interesting introductory chapter out¬ 
lining the history of the College of Medicine and 
a brief one on the history of the department of 
internal medicine. The main body of the volume, 
however, is devoted to biographical and autobio¬ 
graphical resumes of the eight persons who have 
occupied the chair of the department originally 
called theory and practice of medicine, which to¬ 
day is the department of internal medicine. These 
brief sketches offer an interesting portrayal of die 
progress of medicine during this 90-year period. 
Those concerned with the management and utiliza¬ 
tion of the modern .teaching hospital should find 
the description of the Rules and Regulations for 
the Government of the University Hospital in 1898- 
1899 of particular interest. 

Cerebral Vascular Disease: Transactions of the Second 
Conference Held Under the Auspices of the American Heart 
Association, Princeton, New Jersey; January 16-18, 1957. 
Irving S. Wright, chairman. Clark H. •Alillikan, editor. In¬ 
cluding classification and outline of cerebrovascular disease.s. 
Report by ad hoc Committee established by Advisory Coun¬ 
cil for National Institute of Neurological Diseases and Blind¬ 
ness, Public Health Service. Cloth. S4. Pp. 224. Published 
for American Heart Association by Grune & Stratton, Inc., 
381 Fourth Ave., New York 16; 99 Great Russell St., London, 
W'. C. 1, England, 1958. 

This book covers the problems of nomenclature 
and has, as an appendix, a classification and out¬ 
line of cerebrovascular diseases prepared by a 
committee under the chairmanship of Dr. Millikan 
which should go a long way toward crystallizing 
thinking in this- important area. The rest of the 
monograph deals with specific aspects of the sub¬ 
ject presented by authorities in the field, together 
with the discussion which followed each presenta¬ 
tion. Thus, Drs. R. D. Adams and H. Fang covered 
the anatomy and pathology of the cerebral blood 


vessels; Dr. G. Nylin discussed cerebral blood flow 
and blood pool; Dr. A. C. Corcoran, the interrela¬ 
tion of hypertension and cerebral vascular disease' 
Dr. J. P. Whisnant, experimental cerebral vascular 
disorders; Dr. C. M. Fisher, intermittent cerebral 
ischemia; Dr. J. Stamler, the cause and therapy of 
atherosclerosis; Dr. E. McDevitt, anticoagulant 
therapy; Dr. E. Cliffton, experiments on enzjmes 
in treating thrombosis and embolism; Dr. E. H, 
Botterell, surgery of intracranial aneurysmal hemor¬ 
rhage; and Dr. P. Lee, rehabilitation. The gaps in 
our knowledge are stressed. No one interested ir 
cardiovascular diseases can afford to neglect read¬ 
ing this monograph carefully. It should go a lonf 
way in bringing to the fore a much neglected 
aspect of medicine. Dr. I. Wright, who was respon 
sible for this syihposium, as well as the first one 
deserves much praise, as do the persons and agen 
cies who supported it. They and the participants 
have rendered a great service to the medical pro¬ 
fession. 


Clinical Endocrinology. By Karl E. Pasclikis, M.D., As- 
•sociate Professor of Medicine, Jefferson Medical College, 
Philadelphia, Abraham E. Rakoff, M.D., Clinical Professor of 
Ob.stetrics and Gynecologic Endocrinology, Jefferson Medical 
College, and Abraham Cantarow, M.D., Professor of Bio¬ 
chemistry, Jefferson Medical College. Second edition. Clotli. 
•$18. Pp. 941, witli 274 illustrations. Paul B. Hoeber, Inc. 
(medical book department of Harper & Brothers), 49 E. 
33rd St., New York 16, 1958. 


This book is divided into sections on the an¬ 
terior pituitary, posterior pituitary, thyroid, adrenal 
cortex, adrenal medulla, ovaries, placenta, testes, 
pancreas, parathyroids, obesity, and methods and 
materials. The chapters in each section deal with 
the embryology, anatomy, physiology, and disor¬ 
ders of the various glands. This book reflects the 
increase in endocrine knowledge since its first edi¬ 
tion, particularly in the fields of thyroid and adrenal 
physiology, pathology, and therapy. The authors 
have done an extensive and commendable job of 
re'vising and, in some instances, rewriting chapters. 
They discuss in common-sense terms the male 
climacteric, the e.xistence of which is denied, by 
some authors. The term may' be unfortunate, but 
few e.xperienced observers will deny that some 
aging men exhibit the clinical findings mentioned 
by these authors. Their condition is greatly allevi¬ 
ated by the administration of androgens. 

This excellent reference book suffers from the 
faults or weaknesses of all books in this field. 
There is an overemphasis on the value of laboratory 
findings and too little value attached to a careful 
history and physical examination. It also deals 
primarily with severe, far-advanced, “ty'pical’ cases. 
It is doubtful if this could be otherwise since the 
diagnosis is doubtful enough, in some instances, 
even in such cases, but disorders do have ^ 
ginning, a mild stage, before they become typical- 
These are seen not by endocrinologists, as a rule, 
but by general practitioners, surgeons, and in- 
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teriiisls. Such patients sckloin have the time, means, 
or inclination to go through with a lot of expensive 
tests which at best may not be conclusive. Hyper- 
function of the pituitary’s eosinophilic cells is dis¬ 
cussed as acromegaly. Gigantism is merely men¬ 
tioned and yet in many cases it is preventable. In 
1948, in a postgraduate course in endocrinology, 
irradiation of, the pituitary was described as a 
method of preventing it. This mode had been used 
for 15 or 20 years at that time, in over 300 patients. 
Tlie procedure has been in use for at least 25 years. 
Its discussion here would have been helpful. The 
authors would have clone a great service to the 
American public and to the medical profession if 
they had included a chapter pointing out some of 
the signs and symptoms of endocrine disorders that 
could be elicited by a careful history and physical 
examination. Too often private practitioners are, 
by circumstances beyond their control, compelled 
to rely on the history and phx’sical e.xamination plus 
a therapeutic test. The more help we can give such 
men—and that means most physicians—the greater 
serxice we render the^ public and the profession. 
Incidentally, after the most extensive battery of 
laboratory tests the diagnosis can, in some cases, 
be settled only by a tberapeutic test. Tliis book 
should nonetheless be a valuable addition to any 
physician’s library. 

Congenital Anomalies of the Hand and Their Surgical 
Treatment. By Arthur Joseph Barsk)’, M.D., D.D.S., Profe.s.sor 
of Clinical Surger)', Albert Einstein College of Medicine, New 
York City. Publication number 311, American Lecture Scries, 
monograph in Bannerstone Division of American Lecture in 
Orthopaedic Surgery. Edited by Cliarles Weer Goff, M.D., 
Associate Clinical Professor of Orthopaedic Surgery, Y’ale Uni¬ 
versity School of Medicine, New Haven, Conn. Cloth. $5.75. 
Pp. 165, with 77 illustrations. Charles C TIromas, Publisher, 
301-327 E, Lawence Ave., Springfield, HI.; Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 1958. 

. This excellent monograph is amply illustrated 
with roentgenogiains and photographs of all de-' 
formities. Of particular value are the line drawings 
indicating the location of skin incisions in the op¬ 
erative repair of web fingers, floating thumb, lob¬ 
ster-claw hand, and other deformities. The work is 
based on a large,personal series of 165 cases. It is 
well organized and has excellent chapters on inci¬ 
dence, cause,' and various genetic, environmental, 
chemical, and endocrine factors. The effect of 
irradiation is briefly discussed, but, above all, the 
author has emphasized that' heredity plays the 
greatest role in handing down defects to the germ 
plasm of the embryo. The bibliography is extensive 
and should be of great value. Credit is given to 
earlier authors for their pioneer work. The mono¬ 
graph is highly technical. It is a necessity in the 
library of the plastic surgeon and the orthopedist, 
but it is a little above the level of the medical' 
student and the resident'. To them it should be 
valuable as a reference book. 


The Planning of International Meetings. Handbook issued 
by Council for International Organiz.ations of Medic.il Sci¬ 
ences established under joint auspices of UNESCO and 
WHO. Paper. $2.50. Pp. 113. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada; 
published in French by Masson & Cie., 120 boulevard Saint- 
Germain, Paris 6e, France, 1957. 

Those who have attempted to plan international 
meetings know the problems that can arise when 
men and women from various parts of the world 
attempt to meet on a common medical ground. 
While the spirit and the knowledge may have much 
in common, procedure can vary tremendously and 
is often an unnecessary source of irritation, particu¬ 
larly if improper planning is evident. This booklet 
is an attempt to provide guidance for planning and 
is worthy of careful study by those who are inter- 
ested in the planning of such'meetings, as well as 
by those who merely hope to attend but would like 
to get the most out of such sessions. 

Manual of Medical Emergencies. By Stuart C. Cullen, 
M.D., Profe.ssor of Surgery; Chairman, Division of Ane.stbe- 
siology, State University of Iowa College of Medicine, Iowa 
City, and E. G. Gross, M.D., Professor and Head of De¬ 
partment of Pharmacology, State Univer-sity of Iowa College 
of Medicine. Third edition. Cloth. $5.75. Pp. 302, with 41 
illustrations. Y'ear Book Publishers, Inc., 200 E. Illinois St., 
Chicago 11, 1958,- 

This liandy pocket-size book provides information 
without wasted details on many common problems 
that confront the practitioner. It is not as compre¬ 
hensive as many textbooks are, but apparently it is 
not intended to be. Rather, it is to be u^ed for quick 
reference. In this respect, interns and general prac¬ 
titioners may find it of greater value than others. 
There may be some forms of treatment, particular!)’ 
with the newer drugs, that would be found missing, 
but this is the hazard associated with writing any 
medical book. Furthermore, there may be a dispute 
about treatment (such as the recommendation that 
a snakebite wound should be incised), but such 
criticisms do not detract from its usefulness. 

•The Early Diagnosis of the Acute Abdomen. By Sir 
Zachary' Cope, B.A., M.D., M.S. Eleventh edition. Clotli. 
$4.50. Pp.' 188, with illustrations. Oxford University Press, 
Amen House, Warwick Sq., London, E. C. 4, England; 
114 Fifth Ave., New 'York 11; Amen House, 480 University 
Ave., Toronto 2, Canada, 1957. 

This popular book has gone through sufficient 
editions to justify its broad acceptance. It is prac¬ 
tical, helpful, and easily understood. Unfortunately, 
there is an appearance of crowding of type on the 
pages so that it is not easy to read, but for those 
who desire a ready reference source, to which they 
can go for a subject or a symptom without.attempt¬ 
ing to cover a system or the body as a whole, this 
hook should be found practical because of the 
directness with which the author discusses the 
problem. 
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PREA^NTING STAPHYLOCOCCUS 
INFECTIONS IN THE NURSERY 
To THE Editok:— In an attempt to control contami¬ 
nation by staphylococci in a hospital nursery, is 
there any practical value in obtaining nose and 
throat cultures on newborn infants at the time of 
discharge on the third day? 

M.D., South Carolina. 

Answer.— Nose and throat cultures taken at the 
time of tire baby’s discharge from the hospital on 
the third day give important evidence in preventing 
an epidemic in the nursery by detecting carriers. 
They are also important in controlling an epidemic 
aheady present by giving information which would 
aid in tracing the method of spread of staphylococci 
in the nursery. This information supplements more 
important data from nose and throat cultures on 
asymptomatic mothers, nurses, and otlier personnel 
and from cultures from skin, blood, stools, and 
urine of infants and mothers with clinical e%adence 
of infection. The greatest value of routine nose-and 
throat cultures at the time of discharge would be 
to the family physician or pediatrician who attends 
the infant in the home. Such information would 
enable tlie physician to administer the appropriate 
antibiotic to infants wth positive cultures before 
the onset of symptoms. It is important, therefore, 
that culture reports be immediately available to the 
family physician or pediatrician, as well as to the 
house staff. 

PTYALISM 

To THE Editor;—A 30-year-old man has been suf¬ 
fering from hypersalivation (ptyalism) for about 
15 years. No dietary or emotional basis can be 
found for this annoying condition which fills up 
his stomach with saliva, causing heaviness in the 
upper abdomen and nausea. No pathology can 
be found locally. Anticholinergic drugs, atropine, 
and local mouth irrigations do not give any de¬ 
gree of improvement. Please advise what can be 
done for relief. m.D., New York. 

Ansvtr.— The hypersalivation would not cause 
‘lieawness in the upper abdomen and nausea.” The 
hourly secretion of “resting” salivary glands equals 
15 cc., and the total amount of saliva secreted daily 
varies from about 600 to about 1,500 cc. or more. 

The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
-'or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Every letter must contain 
tlie uTiter*s name and address, but these will be omitted on request. 


It is unlikely that even a substantial amount of 
hypersalivation would be related to the nausea in 
this case. On the contrary', nausea itself is a power¬ 
ful stimulus for the salivarj' glands and would, 
therefore, cause hypersalivation. Therefore, a search 
for tlie actual cause of the nausea is in order. For 
e.vample, one should be certain not only that the 
gastrointestinal series shows normal findings but 
that a barium enema and gallbladder studies also 
show normal results. If no organic basis for the 
nausea can be found, simple abdominal distention 
with gas may be the explanation and can be treated 
by tlie administration of belladonna tincture, 0.6 cc. 
before meals and at bedtime, and pavatrine, 125 
mg. after meals; by the avoidance of iced drinks 
and cold foods; and by the taking of a hot drink 
before each meal. The following diet may be of 
value: 

One-half glass of orange juice, diluted witli one- 
half glass of hot water, should be taken on arising. 
If stools are hard or infrequent, this same amount 
of orange juice and hot water should be taken- 
before each meal. If stools are loose, the orange 
juice should be omitted until they are formed. For 
breakfast, tlie following foods may be chosen from:. 
An)' cooked fruit, fresh, dried, or canned, may be 
stewed or baked. If canned fruit is used, it should 
be ■ brought to a boil and cooled before eating. 
Well-cooked oatmeal or cream of wheat may be 
used, iwrii puffed wheat and puffed rice during 
the summer. Bacon should be broiled and eggs 
soft-boiled, poached, baked soft in a ramekin dish, 
or scrambled in the top of a double boiler. Toast, 
preferably melba toast, should be of ivhite bread, 
with butter spread on as it is eaten. Tea,.coffee, 
or milk may be used (not more than one cup of 
coffee daily). The noon and evening meals may 
be chosen from tlie following list of foods: raw 
oysters, broth, or creamed soups made from the 
vegetables which are allowed on the diet; .any 
white fish, such as halibut or haddock, or hot boiled 
lobster (no mackerel, salmon, clams, or any oily 
fish; fish should be boiled, broiled, or baked); beef, 
lamb, chicken, or broiled liver or kidneys; turkey, 
duck, and partridge (no dressings or gravies; meats 
may be in any form except boiled or from the fry¬ 
ing pan or deep fat); potato, rice, or macaroni once 
or twice daily; native (garden) lettuce and celery— 
if possible, tivice a day; other vegetables as follows, 
string beans, asparagus, spinach, carrots, raw carrot 
sticks, peas, cauliflower, beets, squash, artichokes, 
eggplant (boiled or broiled, not fried or scalloped). 
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and inuslirooms, nol suuleccl; and desserts as fol¬ 
lows: jello, cooked frvrit, soft puddings, American, 
cream, cottage, Grm'orc, Port do Saint, or Swiss 
cheese, and sponge or angel cake. White bread, or 
verj' fine graham bread, sliould be used, preferably 
cut thin and toasted dry, witii butter to be spread 
on as it is eaten. 

regional enteritis and absorption 

To THE Editor;— A wonutu, aged 32, developed 
ankle edema with some constant and persistent 
pain in the lower part of the abdomen after de- 
, Iwcrij of her last child. The abdomen is slightly 
distended. There arc no palpable masses and no 
tenderness on palpation. Examination of the 
intestines showed the lower portion of the iletim 
to be thickened for about M in. The diagnosis 
' was regional ileitis. At operation, about 3 ft. of 
ileum teas removed, with some enlarged mesen¬ 
teric glands. She received about 5 units of serum 
albumin (low salt) and xvas advised to be on a 
high-protein diet. From 1945 until 1956 she had 
repeated blood protem examinations at about 
six-month intervals. The sernin albumin level has 
always been low, and 6-10 intravenous injections 
of scrum albumin, 25 mg. units, have been given. 
She has had persistent diarrhea since the opera¬ 
tion. Repeated x-rays of the intestines at about 
yearly intervals revealed some recurrence of the 
ileitis. In 1956, she developed ascites, for which 
repeated taps were done, with recurrence every 
si.t days. In June, 1957, she teas given 10 units of 
serum albumin intravenously; all liver function 
tests gave normal findings, ami hematology was 
the same as in 1945. Exploratory examination of 
the abdomen revealed some extension of the 
ileitis. Liver, adnexa, stomach, large intestines, 
and the rest of the abdominal viscera were nor¬ 
mal, and no reason for the recurrent ascites coidd 
be found. After six weeks of hospitalization she 
was discharged with instructions to be on a low- 
sodium and high-protein diet. Since July, 1957, 
she has received about 30 units of a serum al¬ 
bumin. She has lost about 20 lb. (9.1 kg.) in 
weight.. She is taking chlorothiazide, 500 mg. 
three times a day, and is on a sodium-free diet, 
but the ascites is worse than ever, her appetite 
■is very poor, and diarrhea persists. Urine output 
is normal. The blood protein level is always low 
before the serum albumin administration and re¬ 
turns to normal after. At present) she is very 
weak and hardly able to move about (weight, 
102 lb. [46.3 kg.]). Please discuss etiology and 
treatment. Daoid Cohen, M.D., Philadelphia. 

Answer.— The description in this case is that of 
a rather extensive, advanced regional enteritis, with 
possibly more involvement than is visible to the 
naked eye. In some of these patients there is great 
interference with the processes of absorption. A 


deficiency state occurs, resembling that resulting 
from long-standing depletion of protein or with¬ 
holding of protein. The etiology of regional en¬ 
teritis is, of course, obscure. The symptom complex 
described in this patient’s case resembles that oc¬ 
casionally seen in a patient with regional enteritis 
in which the lesions are roentgenographically rather 
limited yet in which changes throughout much of 
the small intestine occur. Some of these patients 
have responded to roentgen therapy (Bargen, 
/. A. M. A. 165:2045-2047 [Dec. 21] 1957). A high 
protein intake ■'should be maintained. Edema and 
ascites may well be associated with lack of protein 
absorption. 

TERTIARY SYPHILIS AND YAWS 
To THE Editor:—I s there a definite method of dif¬ 
ferentiating between tertiary syphilis and terti¬ 
ary yaws (framboesia)P The modifications of the 
Wassermann test (ide’s, Kolmers, and others) 
and the Treponema pallidum immobilization test 
both may give positive results in either disease. 
What is the present treatment of choice in yaws? 
Has broad-spectrum antibiotic therapy given 
lasting and irreversible results? In a patient aller¬ 
gic to penicillin, would erythromycin, 500 mg. 
given every four hours for 30 days, be regarded 
as satisfactory treatment for tertiary syphilis? 
What wotdd be recommended as alternative 
therapy? David N. Shapiro, M.D. 

Johannesburg, South Africa. 

Answer.- There is no way of differentiating sero¬ 
logically between lesions of tertiary syphilis and 
yaws. The Treponema pallidum immobilization test 
has so far revealed no essential immunogenic dif¬ 
ferences between the treponemes of syphilis and 
yaws (Grin, Bull. World Health Organ. 15;959, 
1956). Some clinical diSerentiations between them 
are well outlined by Furtado (A. M. A. Arch. 
Dermat. 76:446,1957). Penicillin is the treatment of 
choice in yaws. In Haiti, 258 patients with early 
yaws were “cured” with sterile procaine penicillin G 
with aluminum stearate suspension. Injections of 
1 cc. at 12-hour intervals were given for four days 
for a total of 2,400,000 Oxford units. Rein stated, 
“There are no proven instances of either clinical 
re-infection or relapse in the patients followed for 
one year” (Ann. New York Acad. Sc. 55:1179,1952). 

Benzathine penicillin G, the delayed and long- 
acting penicillin, may give similar results with 
1,400,000 units. Smith and co-workers ( Bull. World 
Health Organ. 15:1087, 1956), in a fbllou'-up re¬ 
port after two years of treatment of early syphilis, 
found that one injection of 2,400,000 units of benza¬ 
thine penicillin G produced a higher clinical and 
serologic cure than 4,800,000 units of procaine peni¬ 
cillin G with aluminum stearate suspension given 
in two to four sessions. Benzathine penicillin G also 
gave “satisfactorj''” clinical and serologic results in 
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the late cases of yaws observed by Furtado. The 
results of treatment of yaws with broad-spectrum 
antibiotics are inconclusive, but apparently these 
are not as effective as penicillin. 

Ampofo and Findlay (Tr. Roy. Soc. Trap. Med. & 
Hyg. 44:311, 1950) treated six children with sec¬ 
ondary yaws with orally given oxytetracycline. They 
received either three or four capsules twice daily 
for seven days, for a total of 10.5 to 14 Gm. Dark- 
field examinations became negative within 24 to 
36 hours, and healing of the lesions was complete 
in one to four days. Three months after the com¬ 
pletion of therapy, all had shown a reduction in 
titer on serologic testing but none attained sero- 
negativit)'. Oxytetracycline apparently e.xerts only a 
bacteriostatic effect, in contrast to the bacteriocidal 
effect established for penicillin. 

Erytlmomycin, although not used extensively, ap¬ 
pears to be as effective in syphilis and yaws as the 
other antibiotics, such as chlortetracycline and oxj'- 
tetracycline. Furtado mentions erythromycin as one 
of the antibiotics which have been proved effective 
clinically and serologically in the treatment of yaws. 
Thomas (/. A. M. A.-162:1536-1539 [Dec. 22] 1956) 
and Olansky and Garson (A. M. A. Arch. Dermat. 
77:476, 1958) found that tlie broad-spectrum anti¬ 
biotics given in 1-Gm. doses every six hours for 
seven days were as effective as penicillin for treat¬ 
ment of early syphilis. In latent and late syphilis, 
similar doses are given for 15 days and in neuro¬ 
syphilis for 30 days. Half of that amount may be 
given in twice the number of days if the patient 
can not tolerate 4 Gm. of the antibiotic a day. O.xy- 
tetracycline is better tolerated than chlortetracy¬ 
cline. From these reports, it is evident that 90 Gm. 
of erythromycin should be considered adequate 
treatment unless the patient has neurosyphilis, when 
120 Gm. would be required. In latent and late 
syphilis, neurosyphilis, and late lesions of yaws, 
only symptomatic and clinical results may be ex¬ 
pected with adequate therapy, as mentioned, with 
no reversal in serologic fastness. 

MUSCLE CRAMPS 

To THE Editob;—W 7iaf is the cause and treatment of 
muscle cramps? Is there any relationship between 
them and the use of calcium in the form of 
phosphorus or carbonate? 

M. G. Radewan, M.D., Wenatchee, Wash. 

Answer.— Practically anything that interferes with 
the nutrition and gas-exchange of normally inner¬ 
vated skeletal muscle can cause the painful con¬ 
tractions ' called cramps. This is illustrated by the 
fact that cramps are seen in both sodium intoxica¬ 
tion and sodium depletion and in both oxygen 
intoxication (as when divers inhale oxygen under 
pressure) and intermittent claudication (ischemic 
pain in peripheral vascular disease). It is generally 
assumed that the calcium ion has a relaxing effect 
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on skeletal muscle, yet it antagonizes the mag¬ 
nesium ion which likewise has a relaxing effect. 
The calcium ion antagonizes both the inhibitory 
effects of potassium and the stimulant effects of 
sodium. The concentration of calcium in the blood 
is greatly reduced by intravenous injections of 
phosphoric acid or sodium phosphate, yet rather 
large doses of these two substances are necessar)’ 
in order to induce tetany. These conflicting facts 
of experiment do not afford a secure basis for pre¬ 
ferring phosphate-free compounds of calcium in the 
ti-eatment of muscle cramps. There are some 
products on the market which have been promoted 
for preventing muscular spasms in pregnancy and 
which contain the calcium in the form of carbonate 
or lactate. But it remains to be proved that these 
phosphate-free compounds, as sources of calcium, 
are better than calcium phosphate. In elderly pa¬ 
tients the most common cause of muscular cramps 
at night is impaired circulation through the muscles, 
and the logical treatment is active and passive exer¬ 
cise with or without the use of such vasodilator 
drugs as ethyl alcohol, tlieobromine sodium acetate, 
and nylidrin hydrochloride.. 

REMOVAL OF IMBEDDED TICKS 
To THE Editor:— Please advise on suitable methods 
to prevent dog ticks from becoming attached to 
the skin while a person is in brush and weeds. 
Once the pests are imbedded, how should they 
be removed without leaving the parasite’s body 
in the skin? Is there any effective antipruritic? 

Harold R. Peastey, M.D., Des Moines, Iowa. 

Answer.— The best way to prevent tick bites is to 
avoid heavily infested areas during the spring and 
summer months. If one must venture into these 
areas, protective clothing with elastic at the open¬ 
ings and high boots should be worn. The openings 
of the clothing or the entire garment may be 
sprayed with tick repellents. One of the best re¬ 
pellents is N, AUdiethyltoluamide, which may be 
obtained in a concentration of 50% in a liquid or 
15% in a spray. The U. S. Army has had consider¬ 
able success with M-1960, which consists of equal 
parts of n-butylactanilide, 2-butyl-2-ethyl-l,3-pro- 
panediol, and benzyl benzoate, with 10% polysor- 
bate 80 as emulsifier (Chandler, Parasitology, ed. 9, 
New York, John Wiley & Sons, 1955, p. 519). Vfiiile 
10% DDT powder is, not effective against all species 
of ticks, it may afford some protection. The body 
and clothing should be inspected twice a day, if 
possible, for ticks. Ticks may be removed by touch¬ 
ing tliem with the end of a lighted cigarette, by 
coating the tick with fingernail polish or petrola¬ 
tum, or by grasping tlie tick with a pair of forceps 
and twisting the head and mouth parts free. Care 
should be taken not to crush the tick lest the infec¬ 
tious contents be spilled into the wound. Paint the 
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bite witli an anlixoiilic-ioclino tincliirc is a ^ood 
one. Aniiln’siaininc ointnicnls nuiy inoduce some 
anlipruritic effects when applied In (lie in'tes. 

DESENSITIZATION OF Rll-NEGATIVE 
MOTHER 

To TiiK Ennon;—A/jorff one [ivor aoo there was <m 
ariklc coiicerniiif' a /mpfciu; that W(t.<t ht-in/' cx- 
pcrimrnloJhi med to de.'tcusUizc the Rli-nej'n/ioc 
iiio(/irr dtiriui’ prcputtwij nod the newborn in- 
]mt. lias ihk .wIkUiucc been developed further? 
is if commercialhj available, and if so, from 
whom? Arc there any recommended prophylactic 
measures other than hc.speridinc and ascorbic 
acid? 

A. D. Uceiderks. M.D., Bozeman, Mont. 

Answeh.— Many years ago it was sliossm tiuit the 
so-called Rh haptcnc had no specific activity in in 
vitro tests and that the injection of tin's material 
had no effect on the degree of sensitivity of the 
mother during the pregnancy or on the newborn 
infant. He.speridinc and ascorbic acid have also 
been fmmd to be of no real s’ahic in such cases, 
although the use of \’itamin C and other vitamins 
is generally reccnnmcndcd as part of the manage¬ 
ment of all expectant mothers. In fact, there is no 
knomi prophylactic measure of value for treating 
sensitized expectant Rh-negative motliers. The only, 
treatment of established value is exchange trans¬ 
fusion on the baby, ss'hich, of coni'se, can be applied 
only after the bab)' is born. For fuller details, the 
following reference max' be consulted: MTener, “An 
Rh-Hr Syllabus” (vol. 9, Modern Medical Mono¬ 
graphs. New York, Gnme & Stratton, Inc., 19.54). 

CATARACT SURGERY 

To THE EniTon;—tV/iw/ arc the schools of thought 
pertaining to the indications for removal of a 
cataract which has not ripened to maturity? Also, 
would it be advisable to remove ah unripened 
cataract from one eye, with the best corrected 
visual acuity of 20/200 or less, in a person who 
is blind in the opposite eye as a result of injury 
or any surgical procedure for an eye impairment? 

Joseph Bogan, M.D., Hyattsville, Md. 

Answer.— In recent )'ears the question of whether 
or not to operate on a patient with an immature 
cataract has become nearly academic. The ma¬ 
turity of the lens has no role in the decision con¬ 
cerning cataract surgery with intracapsular lens 
extraction for the improvement of vision. Nuclear 
sclerosis and posterior subcapsular cataract rarely 
progress to maturity, and most surgeons believe 
that it is not necessary to carry out artificial pro¬ 
cedures either to make the remainder of the lens 
opaque or to delay surgery. Tire decision concern¬ 
ing the time of operation is usually related to how 


much the visual defect interferes with the patient's 
activities. A housewife may be moderately content 
with 20/200 vision, while a businessman or physi¬ 
cian would find it impossible to carry' on xvith diis 
degree of visual reduction. Generally, blindness in 
the opposite eye is no indication for delaying sur¬ 
gery once the vision impairment interferes with the 
patient’s activities. 

GOLORING OF SEMINAL FLUID 
To THE Editor;—A healthy, 33-year-old married 
man has a complaint of flecks, which resemble 
graham cracker crumbs in color and consistency, 
in his seminal fluid. Physical examination revealed 
no abnormality of the urogenital tract. The result 
of a Papanicolaou smear of prostatic secretion 
was reported, as negative. He had been taking 
two high-potency multivitamin capsules daily. 
He states that the discoloration ceased when he 
stopped taking the vitamin capsules. Is there any 
possible connection between the “flecks” in the 
seminal fluid and the large amount of multivita¬ 
min and mineral ingested? 

L. J. Steffan, M.D., Plymouth, Wis. 

Answer.— A thorough search of the recent litera¬ 
ture has failed to yield any infonnation relative to 
the “graham cracker flecks” found in the semen. 
Normal semen is known to contain lecithin, choles¬ 
terol, and phosphorized fat. Whether an increase 
in these constituents after the ingestion of high- 
potency multivitamin capsules could produce such 
bodies cannot be answered. This consultant is 
aware of many unpublished reports of the coloring 
of semen by a variety of medicaments, but all of 
these await confirmation. 

ALLERGY TO PENICILLINASE 
To THE Editor:— Please furnish information regard¬ 
ing the toxic and allergic reactions induced by 
the use of penicillinase. What is its value in treat¬ 
ing an immediate reaction to penicillin? 

M.D., California. 

Answer.— Tliis consultant has heard specifically 
of at least two reactions to penicillinase; these were 
in the nature primarily of fever and to.xic effects 
resembling reactions to foreign protein rather than 
anaphylactic shock. Febrile reactions are also men¬ 
tioned by Dr. M. C. Zimmerman in his published 
articles. The major consideration, of course, is that 
penicillinase is an enzyme, and therefore a protein, 
and that the likelihood of allergic reactions must be 
anticipated, possibly on the first administration but 
more likely after repeated administration in the 
same individual. Penicillinase does not work fast 
enough to be of appreciable value in the treatment 
of immediate reactions to penicillin. It may be of 
value in delayed reactions. 
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SEASONAL ALLERGIC RffiNITIS 
To THE Editor:—I s the incidence of complications 
increased, decreased, or the same after-the treat¬ 
ment of uncomplicated seasoiial allergic rhinitis 
(i. e., no asthma or polyps) with antihistamines 
alone, as compared to that with hyposensitiza¬ 
tion? Mothers are not anxious to commit them¬ 
selves to a protracted schedule of regular visits, 
especially when the children arc fearful of in¬ 
jections. Is there any harm in advising treatment 
with the antihistamine which gives satisfactory 
relief and waiting until the child is older and 
more able to cooperate and understand the rea¬ 
son for frequent injections? 

Jf.D., New Jersey. 

Axs\ith.—E vidence tliat tlie use of antihistamines 
in hay fever diminishes or increases tlie likelihood 
of such comph'cations as asthma or poh'posis is not 
conclusive. However, the incidence of asthma in 
persons sensitii'e to ragweed pollen is about 35% or 
40%, and desensitization is effective in preventing 
the patient vdtli simple hai' fever from dei’eloping 
astlima. Thus, it is not tlie use of antihistamines but 
rather tlie omission of desensitization which is the 
important issue. 

DIABETES AxND RETLNAL HEMORRHAGE 
To THE Editor;—A diabetic patient, taking one tab¬ 
let of tolbutamide daily, had a retinal hemor¬ 
rhage. Is it possible that this teas caused or pre¬ 
cipitated by the drug? M.D., New I ork. 

Axsv'er.—A s far as is known, there is no eiidence 
to date to indicate that the taking of tolbutamide 
would cause or precipitate a retinal hemorrhage. 
Unfortunately, such hemorrhages occur frequently 
in patients with diabetes, particularh' after 10 or 
more years* duration of the disease. There is con¬ 
siderable eiidence to suggest that retinitis occurs 
earlier and more severely in patients whose diabetic 
condition has not been well controlled. Some have 
raised tlie question as to whether, over many years 
of the presence of diabetes, sulfonylurea com¬ 
pounds vill protect tlie patient against vascular 
complications as well as insulin does. However, 
the answer to tliis must await tlie passage of time. 

RECURRENT NIGHT SMTEATS 
To the Editor:—I n the Oct. 11,195S, issue of The 
JOURX.4L, page S43, is a request for advice con¬ 
cerning night sweats. In one treated patient, 
propantheline bromide was not effective but 
mcthanthcline bromide, 100 mg., gave complete 
control. Before.the drugs are used, tests must be 
done to rule but any infection. 

J. W. Robinson, M.D. 

26S6 Lockslcy PI. 

Los Angeles 39. 


To THE Editor:—W if/i reference to the Question 
and Answer ■ on-recurrent night sweats, uilu^ 
appeared in The Journal, Oct. II, T95S,--fwge 
S43, a relatively rare cause was mot mentioned. 
Autopsies were performed bn two patients with 
pheochromocytoma who had essentially identical 
histories. The symptom complex as described 
warrants investigation along this line. One pa¬ 
tient, a 28-year-old primipara, complained of 
drenching night sweats to the extent that she 
would have to change her bedclothes several 
times each night. This began at the third month- 
of pregnancy and persisted to the time of deliv¬ 
ery, which was performed by cesarean section 
because of preeclampsia. Twelve hours later she 
went into shock and died. A pheochromocytoma 
of the left adrenal was found. The second patient 
was a 40-year-old man who had suffered inter¬ 
mittent severe headaches for 10 years. The diag¬ 
nosis of pheochromocytoma was considered two 
years prior to his death. Tests with use of phen- 
tolamine at that time gave negative results. He, 
too, experienced night sweats in the year prior to 
his death. His death occurred during an acute 
episode associated with hypertension, marked 
perspiration, and a shock-like state. Again, au¬ 
topsy revealed a pheochromocytoma of the left 
adrenal. Weinberg, M.D. 

3230 W. Franklin Blvd. 

Chicago 24. 

ISOLATION OF PATIENTS MTTH , 
STAPHYLOCOCCUS INFECTION 
To THE Editor:—I n answer-to the question on iso¬ 
lation of patients with staphylococcus infection, 
which appeared in The Jourx.al, Oct. 4,193S, 
page 716, the consultant states, “All patients 
should be masked while they are in the operating 
room.” I believe this should read “All personnel 
should be masked while they are in the operat¬ 
ing room.” Bruce B. Rolf, M.D. 

12300 Wilshire Blvd. 

Los Angeles 25. 

The above comment was referred to the con¬ 
sultant who answered tlie original question, and 
his reply follows.—E d. 

To the Editor;— r/iis consultant meant that not 
only the personnel but all patients should he 
masked while in the operating room. It would 
be an error to limit it to the personnel, because 
occasionally a guest doctor, consultant, or medi¬ 
cal relative arc also privileged in being in the 
operating room. The statement that “all patients 
should be masked while they are in the operating 
room” should be accepted. This leaves no excep¬ 
tions. 
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ALL GOVERNORS INFORMED ABOUT 
CONFERENCE ON AGING 

Secretan’ Flemming, Deparlmeiit of Health, Eclu- 
ation, and Welfare, has written all governors, re- 
iiinding them of the White House Conference on 
iging, scheduled for January, 1961, and pointing 
ut to them that the U. S. is prepared to give states 
rom $3,000 to $15,000 to help in the project. The 
lonej' may be used to help finance state and local 
onferences, which are to precede the Washington 
leeting, and for travel expense of delegates to the 
ational session. 

HEW Under Secretary Bertha Adkins noted that 
lousands of people, far more than could attend the 
I'hite House sessions, will be able to take part in 
iate and local meetings. “There should be as wide 

participation as possible in these meetings,’ she 
lid, "including voluntary organizations, legislators, 
:ate officials responsible for welfare activities, 
idividuals, and of course, the aging themselves. 

“Suppose medical research results in adding 
3veral more years to life expectancy. This, we want 
) happen and are working hard to accomplish but 
^e should not be unprepared for the socioeconomic 
roblems this would bring. Consider for a moment 
'hat might happen in Washington if the Public 
lealfh Serv’ice through research at the National 
Bstitutes of Health should suddenly find a way to 
alt all heart disease. Such news would send a thrill 
f hope and relief around the world. It would also 
resent new problems. 

“Estimates of actuaries now would be out of the 
dndow. What would happen to the Old-Age and 
urvivors Insurance system if beneficiaries began 
raning benefits for much longer periods than 
riginally estimated? Would increased annuity 
layments cause private insurance companies to 

ounder? , c 11 t 

“The moral of the story is that in the held ot 
ging we are dealing with millions of people an 
fillions of dollars.” 


CANCER CHEMOTHERAPY PROGRAM 
IN FULL SWAY 

The board collaborative effort to discover chemi- 
gC cal compounds that will be effective and safe in the 
treatment of cancer is in full-scale operation. Secre¬ 
tary Flemming of the Department of Health, 
Education, and Welfare describes it as a “massive 
effort by hospitals, universities, research labora¬ 
tories, industry, and government.” 

The program is supported and centralh' directed 
by the Public Health Service through the Cancer 
Chemotherapy National Service Center at the Na¬ 
tional Cancer Institute. Initiated by Congress in 
1953, the program has been steadily e.xpanded. Mr. 
Flemming listed the following facts to illustrate the 
scope and magnitude of the effort; 

1. Over 40,000 chemical compounds or other 
materials are being tested annually on more than 
a million mice to uncover chemicals with anticancer 
properties. To date more than 70,000 materials have 
been put through this initial screening process. 

2. Between 400 and 600 materials a year are 
showing sufficient promise in the initial screenings 
to be given further intensive analysis and testing, 
including tests in larger animals. In this johase, whida 
takes about six months to complete, more than 9 out 
of 10 materials are rejected either as ineffective or 
too toxic for human use. 

3. About 40 or so materials a year, or roughly 
one out of a thousand of all those originally enter¬ 
ing the program, are being approved for clinical 
trials with human patients in some 150 cooperating 
hospitals in the U. S. 

About 70 materials are now undergoing clinical 
trials, including some newly der’eloped compounds 
and some that were already in use. Tire secretary' 
said the Chemotherapy Service Center this year 
has let 73 contracts totaling $8,300,000 with univer¬ 
sities, research laboratories, and nonindustrial insti¬ 
tutions and 19 contracts of $4,500,000 with private 
industrial firms. They cover most of the testing 
work and a wide range of other projects, including 
the synthesis or production of complex new chem¬ 
ical compounds. In addition, 140 grants amounting' 
to $3,800,000 have been made so far tliis year to 
support clinical trials with cancer patients. The 
center’s budget for this fiscal year is 23 million 
dollars. 

Mr. Flemming said, “It is important, of course, 
not to raise premature or false hopes for a drug cure 
for cancer. So far, none of the drugs being tested 
has proved to be a cure for cancer. The only exist¬ 
ing cures for cancer are through treatment by 
radiation or surgery. The Surgeon General, how¬ 
ever, advises me that some promising new com¬ 
pounds developed in the chemotherapy program 
are now being tested agairist a variety of cancers, 

■ especially acute leukemia and cancers of the breast 
and stomach.” 

(Continued on page 28) 
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SCIENCE information SERMCE 
APPROVED BY PRESIDENT 

A plan designed to help coordinate the groH'' 
volume of scientific information published here a" 
abroad, and thus make more of it available (osdt: 
tists, has been approved by President Eisenhow' 
In a report of his Science Advisor)' Committl 
headed by James R. Killian Jr., Ph.D., the Natioi 
Science Foundation was directed to e.xpand 
scientific information program to constitute a 
ence information service “that would serve to i 
and coordinate existing governmental and priva 
efforts.” The White House announcement said d 
President s action strengthens and reinforces 4 
provision of the National Defense Education \ 
of 1958, which calls for a science information ser 
ice within the foundation. ' 

The President’s committee urged tliat fullest u 
be made of e.\'isting information services, both pd 
lie and private, and that the NSF serx'ice suppl 
ment ratlier tlian supplant present .efforts. 

Comments the committee: “The reason scientii 
information has become a major problem, p3 
ticularly since World IVar II, is that the rapid r,i 
of scientific progress has multiplied the volume 
scientific information to a point where it can i 
longer be published and handled within thefran«-, 
work of existing methods. When one considers, toj- 
that much of what is significant in science is heW' 
published in unfamiliar languages, it is clear tU; 
the working scientist is faced with almost insupd; 
able problems in attempting to keep himself iJ 
formed on what he needs to Imow. J: 

“Some idea of the volume of increase may ^ 
had from the fact that tlie science and teclinoloa 
periodical collections of the Library of Congr® 
have doubled approximately every 20 years for 
past century and now contain approximately a trw 
lion and a half volumes, a significant fraction of titf 
Library’s total bound collections. The Library a 
receiving journals in science and technology'at ra 
rate of about 15,000 annually, and 1,200 to l,w 
new periodicals are appearing each year, 
library receives less than a third of the 50,000 scien¬ 
tific periodicals that appear in fire world lis> ® 
1952, and it is expected that by 1979 tire total x'Oi 
output will reach 100,000 journals. ^ 

“The language difficulty is reflected in the a 
that Russian-language publications are 
account for a tenth or more of all the • 

erature being published in the world today- 
Russian total is second only to English. 

EMPHASIS ON SCIENCE IS DAMAGING 
SCHOOL HEALTH PROGRAMS, 
CONFERENCE TOLD 

Growing emphasis on teaching of 
mathematics threatens to week school . 1 
grams, in tire opinion of a group of heal ‘ 
recreation leaders gathered in Washington. 

'The meeting was the Conference on the t' > 
Fitness of Secondary School Youth, calkd 1 
American Association of Health, Physical Edu * 
and Recreation (AAHPER). Cooperating 
number of private and public /"pjinpcj 

President Eisenhower’s Council on Youth r 
“If today’s teenagers are to be tlie 
ship operators and rocketmen in the not too , , 
future, the high schools are going to have ■ 
them keep their ‘fitness quotients as high a 
( IQ’s,” AAHPER cautioned. 


, Xo. IT 

/nic health unci physical cclncatiou section of llie 

rcncc ajiroccl that, since Sputnik, (he emphasis 
bam so stvonply in the direction of mathe- 
tics, science, and engineering that the physical 
cation and health iirogranis have been or will 
lie seriously curtailed. 

Paul E. Elicker, c.xccnlivc secrclaiy of the Na- 
Ifonal Association of Secondary School Principals, 
bade a strong appeal for iinpros'ing schools by 
irtencling the school day instead of reducing the 
jirsent curricnhnn to make room for more mathe- 
Batics and science. He said there was a danger to 
ducation in the proiioscd four-day work week 
hat has some popular support. He is convinced that 
here would he a strong temptation for some par- 
nts to keep their children out of school the extra 
lays thev arc away from the job. The result, Mr. 
Slicker feels, would be to drastically shorten the 
ffeefive school week. 

CUT-OFF DATES FOR DEFENSE 
EDUCATION FUNDS 

Department of Ilealtb, Education, and \\’elfare 
asset cut-off dates for applications for funds under 
te National Defense EcTucation Act jaassed by the 
ist Congress. The last postmarked date for applica- 
ons from colleges and unis’ersitics in the fellow- 
lip program is Dec. 31, 1958. For the student loan 
rogram, the last date is Jan. 6, 1959. While no 
innal application procedure is contemplated for 
le counseling ancl guidance institutes, schools 
lanning to propose institutes for the summer of 
959 are urged to submit their proposals prior to 
eb. 1, 19.59. 

OCDM TO TAKE OVER FUNCTIONS 
OF COMMITTEE 

On Jan. 1, the Office of Civil and Defense Mo- 
ilization will take over the functions of a presi- 
ential committee that for more than two years has 
een carrying on a campaign to identify bright 
udgnts and encourage them to study science and 
igineering. The group is the Presidents Com¬ 
mittee on Scientists and Engineers. While no 
physician is on the committee, its leaders have en¬ 
couraged doctors at the local ler'cl to work with 
other professionals to encourage talented students 
to continue their educations. 

Under OCDM, witli E. L, Keenan in charge, the 
committee will continue with its program. Local 
action kits and questionnaires will be issued to am' 
doctors or others interested in promoting the com¬ 
mittees efforts. 

Doctors who ha\’e worked with the committee 
point out that unless medicine makes an orgatiized 
effort to channel a fair share of capable students 
to medical colleges, the practice and teaching of 
medicine will suffer in the future, when a pre¬ 
ponderance of the best students will be in other 
scientific and engineering careers. 

Tliose familiar with the problem of improving 
the teaching of science and mathematics in second¬ 
ary schools feel strongly that there cannot be good 
instruction in these subjects unless the \yhole school 
curriculum is strengthened.- They caution that the 
curriculum should not be overweighted m the 
science field. Phy'sicians who have been active m 
the committee’s work have, among otlier things, 
attempted to insure that biology' is not neglected as 
a major science. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President 
1959 Annual Meeting, Atlantic City, June 8-12. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

1960 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 

1961 Annual Meeting, New York City, June 26-30. 

1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 

1959 

January 

American Academy of Orthopaedic Surgeons, Palmer House, Chicago, 
Jan. 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretary. 

A^^ERICAN College of SimcEONS, Sectional Meeting, Francis Marion 
Hotel, Charleston, S. C., Jan. 19-21. Dr. Michael L. Mason, 40 E. 
Erie St., Chicago 11, Secretary. 

American Protestant Hospital Association, Jefferson Hotel, St. Louis, * 
Jan. 27-30. Mr. Leo M. Lyons, 105 W. Adams St., Chicago, Executive 
Director. 

American Society for Surgery of the Hand, Palmer House, Chicago, 
Jan. 23-24. Dr, George S. Phalen, 2020 E. 93d St., Cleveland 6, 
Secretary. 

International College of Surgeons, Southeastern Regional MfeET- 
ING, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

International Medical Assembly op Southu'est Texas, Guuther 
Hotel, San Antonio, Tex., Jan. 26-28. Nfr. S. E. Cockrell Jr., 202 
W. French PI., San Antonio, Tex., Executive Secretary, 

National Association of Methodist Hospitals and Homes, Sheraton- 
Jefferson Hotel, St, Louis, Jan. 27-29. Mr. Olin E. Oeschger, 740 llush 
St., Chicago 11, General Secretary, 

Rocky Mountain Traumatic Surgical Association, Aspen, Colo., Jan. 
28-31. Dr. Charles B, Bartell, 1600 Orange Ave., Long Beach 18, Calif., 
Secretary. 

Western Society for Clinical Research, Cannel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, I^s Angeles 24, Secretary. 

February 

American Academy of Allergy, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 

American Academy of Forensic Sciences, Drake Hotel, Chicago, Feb. 
26-28. Dr. Walter J. R. Camp, 1853 W, Polk St., Chicago 12, Secretary. 

American Academy of Occupational Medicine, Boston, Feb. 11,-13. 
Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 

American College of Radiology, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronacb, 20 N, Wacker Dr., Chicago 6, Executive Director. 

American College of Surgeons, Sectional Meeting, Shamrock Hilton 
Hotel, Houston, Texas, Feb. 2-4. Dr. J. Griffin Heard, 6410 Fannin St., 
Houston 25, Texas, Chairman. 

American College of Surgeons, Sectional Meeting, Hotel Vancouver, 
Vancouver, B. C., Feb. 26-28. Dr. Michael L. Mason, 40 E. Erie St., 
Chicago 11, Secretar>’. 

American Otorhinologic Society for Plastic Surgery, Inc., Del 
Prado Hotel, Mexico City, Feb. 15-25. Dr. Joseph G. Gilbert, 75 Bar- 
berr>* Lane, Roslyn Heights, N. Y., Executive Secretary. 

Association of Clinical Scientists, Scientific Session, Mobile, Ala., 
Feb. 27-28. Dr. Earl B. Wert, Mobile Infirmary, Mobile, Ala., Chairman. 

California NIedical Association, Sheraton-Palace Hotel, San Francisco. 
Feb. 22-25. Mr. John Hunlon, 450 Sutter St., San Francisco 8, Executive 
Secretary’. 

Colorado State Medical Society, MidNvinter Clinical Session, Shirley- 
Savoy Hotel, Feb. 17-20. Mr. Harvey T. Sethman, 1612 Tremonl Place, 
Denver 2, Executive Secretary. 

Congress on Industrial Health, Netherland Hilton Hotel, Cincinnati, 
Feb. 16-18. Dr. B. Dixon Holland, 535 N. Dearborn St., Chicago JO, 
Secretary*. 

Mid-South Postgraduate Medical Assembly, Hotel Peabody, Memphis, 
Tenn., Feb. 10-13. Mr. Leslie H. Adams, 774 Adams Ave., Memphis 5, 
Tenn., Executit’e Secretary. 

Society of UNn’ERSixY Surgeons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 

March 

Alaska Territorial Medical Association, Baranof Hotel, Juueau, 
March. Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary! 

American Broncho-Esophagological Association, The Homestead, 
Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St.! 
Philadelphia 3, Secretai>*. 

American College of Ajllercists, Fainnont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Hams, 450 Suiter St., San Francisco, Secretary. 

Axierican College of Surgeons, Sectional Meeting for Surgeons and 
Nurses, Kiel Auditorium, St. Louis, Mar. 9-12. Dr. Michael L. Mason 
40 E. Erie St., Chicago 11, Secretar>'. * 

American Laryncological Association, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell., University Hospital. Ann J^thor, 
Mich., Secri'lnry. 


Dec. 27, 


American Laryncological, Rhinological & Otolocical Socinr t 
Homestead, Hot Springs, Va., Mar. 10-12. Dr, C. Stewart Kasli'i 
Medical Arts Bldg., Rochester 7, N. Y., Secrelaiy. ’ i 

American Orthopsychiatric Association, Sheraton-Palace Hotel 
Francisco, Mar. 30-Apr. 1, Dr. Marion F. Langer, 1790 Broadwa> 
York 19, Executive Secretary. ■” ; 

American Otolocical Society, Tlie Homestead, Hot Springs, Va. Mi 
13-14. Dr. Lawrence R. Boies, University Hospital, Minneapcils \\ 
Secretary. ] 

American Society of Facial Plastic Surgery, New York Cih- Mi 
18. Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Seuriin 
Michigan Academy of General Practice, Post-Graduate Cun^ 
Sheraton-Cadillac Hotel, Detroit, Mar. 4. Dr. F. P. Rhoades, 9T0 Mat 
cabees Bldg., Detroit 2, Convention Manager. I 

National Health Council, Palmer House, Chicago, Mar. 17-19. ]i(i 
Philip E. Ryan, 1790 Broadway, New York 19, Executive DirectJr. 1 
National Multiple Sclerosis Society, New York, Mar. 9. Mr. oiali 
Vail, 257 4th Ave., New York 10, Secretarj*. 3 

Southeastern Surgical Congress, Deauville Hotel, Miami Beach, 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. AliJ 
3, Ga., Secretary. 1 

Southwestern Surgical Congress, New Browm Palace Hotel, Deo\tt 

Mar. 30-Apr. 1. Dr. C. M. O'Leary, 1213 Medical Arts Bldg., OVlahoai 
City, Okla., Secretary, \ 

April I 


Aero Medical Association, Hotel Statler, Los Angeles, Apr. 27-29. Dg 
' fhomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. i 
Alabama, Medical Association of the State of, Birmingham. A® 

- 9-11. William A. Dozier, 17 Moulton Bldg., Montgomer)*, Exeatiwl 
SecretRr}'. i 

American Academy of General Practice, San Francisco, Apr. 

Mr. Mac F. Cabal, Wolker Blvd., at Brookside, Kansas City 12, M< 
Execiitiv'e Secretary. , 

American Academy of Neurology, Statler Hotel, Los Angeles, Apr. 11| 

18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 
American Association of Anatomists, Seattle, Apr. 1-3. Dr. B. Fleiaff. 

Univ, of Pa., Med. School, Philadelphia 4, Secretary, { 

American Association for Cleft Palate Rehabiutatios, Sheratt^ 

Hotel, Philadelphia, Apr. SO-May 2. Dr. D. C. Spn'estersbach, VM 
Hosps., Iowa City, la., Secretary. ^ 

American Association of Genito-Urinary Surgeons, Seariew 
Club. Absecon, N J„ Apr. 15-17. Dr. William J. Engel, 2020 E.9lfi 
St, Cleveland 6, Secretary. ^ v t a lU 

American Association of Immunologists, Atlantic City, h. J-. Apr- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretry* 
American Association of Pathologists and Bacteriologists, Somew 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulaw A«, 
New Orleans 12, Secretary. , « . i 

American Association of Railway Surgeons, Drake Hot^ 

Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Aw., arcagaS/., 
Secretary. _ 

American Association for the Study of Neoplastic Diseases, 
Greystone, Gatlinburg, Tenn,, Apr. 30-May 4. Dr. Bruce H. aiser, 

268, Gatlinburg. Tenn., Secretary. . . 

American Association for Thoracic Surgery, Statler Ho[“» 
geles, Apr. 21-23. Dr. Hiram T. Langston, 7730 Carondelet A\e., 
Louis 5, Secretary. 

American College of Obstetricians & Gynecologists, Traym 
Atlantic City, N. J.. Apr. 5-9- Dr. John C. Ullery, IS S. Clark bt-, 

cago 3, Secretary. rn.v-,«rn Aw. 

American College of Physicians, Conrad Hilton Hotd, Cni • ^ . 

20-24. Mr. E. R. Loveland, 4200 Pine St, Philadelphia 4. wecu 
Secretary. , p jud 

American College of Surgeons, Sectional Meeting for q 

Nurses, The Queen Elizabeth Hotel, Montreal, Quebec, Apr. 

Michael L. Mason, 40 E. Erie St., Chicago 11, Secreta^. ^ 

American Goiter Association, Chicago, Apr. 30-May — 

McClintock, 149*/^ Washington Ave., Albany, N. Y., Secjosai 

American Group Psychotherapy Association, Dr II. S 

Meeting, Sheraton-Palace Hotel, San Francisco, Apm - • • 

Morgenstem, Langley Porter Clinic, U. C. Medical Cen er, 
cisco, Chairman. ^ . j2*l6. Dr 

American Physiological Society, Atlantic City, W*J*’^P * rTeceta* 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D.t., i:- 

Secretar>% Philadelphi* 

American Psychiatric Association, Civic Auditorium, 

Apr. ZT-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ate., 

‘ Lake City, Secretary. y 64 

American Radium Society, The Homestead, Hot Spnngs, •, 

Dr. Robert L. Brown, Robert Winship Clinic, Emory 
lanta 22, Ga., Secretary. ^ Hotf' 

American Society for Artificial Internal xfaloi* 

Atlantic City. N. J., Apr. 12-13. Dr. Charles K- Kuby. 

Bldg., University Hospital, S. E. Comer 36th and Spruw ■» i. 
phia 4, Secretary. p. N.T., Apr^ 

American Society of Biological Chemists, Atlantic V/ /’p ^ 

13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gaiaest 
Fla., Secretary. . .. N.J-' 

American Society for Experimental Pathology, Allan 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Meoi 
Birmingham 3, Ala., Secretary. ir-unn Hotel. Cbi* 

American Society of Internal Medicine, Conrad xlut p S , 

cago, Apr. 19. Dr. Clyde C. Greene Jr., 350 Post St., an 
Assistant Secretary. 

American Society for Pharmacology and Univ* ^ 

tics, Atlantic City, N. J., Apr. 13-17. Dr. Harold Hoag » 
Rochester, Rochester 20, N. Y., Secretary. Hotel. 

American Society for the Study of Steriijti’, Sheio^ 
lantio City. N. J., Apr. 3-5. Dr. Herbert H. Thomas, 

Bimiingham 5, Ala., Secretary. 

(Continued on page 34) 
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EDUCATION IN MOTOR VEHICLE ACCIDENT PREVENTION 

Amos E, Ncyhart, University Park, Pa. 



School 


WOULD LIKE to start my discussion 
with an appropriate quotation from the 
yearbook "Safety Education” prepared in 
1940 by the American Association of 
-- Administrators: "It is to tire school par¬ 
ticularly that we must look for the development of 
the knowledge, the attitudes, the habits, and the 
skills that are necessary if we are to live with rea¬ 
sonable safety in the modem world.’ 

This quotation, I think, is especially appropriate 
at this time when we are putting renewed empha¬ 
sis on education as a result of the launching of 
satellites by Russia and the United States. It is even 
more significant and important today—18 years 
later—than it was when originally prepared, for the 
entire world looks to education for guidance and 
direction. 

However, since Russia and the United States 
launched their satellites, those of us in the field of 
education and especially those of us teaching 
courses in driver education will be severely criti¬ 
cized for participating in a program considered by 
many to be a frill. The emphasis for many months 
to come will be on science courses, and the elimina- 
- tion of home economics, shop, health and physical 
education, driver education, and other similar 
courses suddenly considered nonessential in this 
space age will be at least debated if not accom¬ 
plished. 


Too many leading edueofors, through igno¬ 
rance, misinformation, or inertia, consider 
driver education a frill and would like to see it 
dropped completely. Evidence shows that 
youths trained in driving education programs 
while in high school have 40 to 66% fewer 
violations and accidents than similar groups 
not so trained. Now is the time for the phy¬ 
sician to become a real crusader for one of the 
most important of our school subjects—driver 
education—thot is, if it is believed that educa¬ 
tion should be preparation for living. 


Frankly, I feel that people are emotional and 
are not using their heads when orating and writing 
about the present “needs” in education. I also be¬ 
lieve' that the main reason for the present-day cry 
to eliminate driver education is the fact that many 
Americans have little knowledge of the urgency, 
objectives, scope, and results of the high school 
driver education program. 

Both former President Tmman and President 
Eisenhower have publicly stated that traffic acci¬ 
dents form a major problem in the United States 
and have called five President’s Highway Safety 


Administrative Head. Institute of Public Safely. Pennsylvania State University, and Consultant on Driver Education. American 'Automobile 


Association, Washington, D. C. 


1 Motor Vehicle Accidents and their Prevention in tlie Session on Traffic Accidents before the Stikion 
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Conferences to do something about the situation. 
Killing 40,000 and injuring a million and a half an¬ 
nually is nothing less than an indictment against 
this great nation. Since the advent of the motor car, 
over 1,200,000 citizens have been killed, to say noth¬ 
ing of the milions seriously injured and the billions 
of dollars lost in propert)' damages. 

We now have evidence that youths trained in 
high school have 40 to 66% fewer violations and 
accidents than similar groups not so trained. This 
is ample evidence of the value of these courses 
and the need to extend them. And, further, think 
of the training in that important field of science 
in which chemical tests for intoxication, friction, 
centrifugal force, kinetic energy, gravity, motion, 
power, heat, light, color, and sound are discussed 
during the course. 

We believe it is extremely shortsighted to fever¬ 
ishly teach many young scientists how to travel to 
the moon when, through lack of training in how 
to travel on this earth, their lives will be snuffed 
out completely or they will be turned into hope¬ 
less ci'ipples before they have a chance to put their 
space travel knowledge to use. 

We look to the educators to prepare youth for 
living now as well as in the future. Rather than 
eliminate learning in earth travel, let us increase it 
until every boy and every girl of legal driving age 
will be able to receive this instruction and driver 
education will assume its rightful role of impor¬ 
tance in this age when the motor car is still very 
much with us. Let us cease to consider this area 
of education as a mere frill. 

In spite of the present criticism, driver educa¬ 
tion is on the move both forward and "for good.” 
The following progress report will serve as a basis 
for this statement. 

Progress in Driver Education Programs 

This year we are celebrating our 25th year in 
high school driver education. This new subject has 
stood the criticism, the growing pains, and every¬ 
thing else for a quarter of a century. The program, 
progressed from one high school offering driver 
education during, the 1933-1934 school tenn to 
11,846 high schools during the 1957-1958 school 
term and from 20 students enrolled in that first 
course at State College, Pennsylvania, High School 
to 1,219,065 enrolled in the 1957-1958 courses. This 
is ample evidence that driver education is on the 
move and that this relatively new teaching field has 
the look of permanence. 

Teacher Preparation.—There are over 800 college 
professors prepared to offer safety education courses 
for teachers of evety^ grade level. This is real prog¬ 
ress when we look back to 1937 when the first 
college professors’ seminar in driver education was 
offered at the University of Kentucky. 

There are over 18,000 high school teachers pre¬ 
pared to offer driver education courses. During the 
1957-1958 school term, 453 colleges and univer¬ 


sities offered 929 courses in safety education. This 
also is real progress when we look back to the 
summer of 1936 when Pennsylvania State Univer¬ 
sity offered the first course for high school teachers 
in driver education. 

In 1947, the State Council on Education in 
Pennsylvania established 12 semester hours of credit 
in safety education as the teacher certification 
requirement to teach driver education in Pennsyl¬ 
vania high schools. In addition, each teacher must 
hold a valid teaching certificate. Many of the states 
require tire valid ■ teaching certificate and two 
courses in the field of safety, one in general safety 
education and one in driver education. A few of 
the states require only a valid teaching certificate. 

Organizational Programs.—Six states received the 
United States’ top award in this field, the achieve¬ 
ment award for the extent and quality of driver 
education programs conducted during the 1957- 
1958 school year. Six earned the, progress award. 
This award program is conducted each year by the 
Association of Casualty and Surety Companies. 

In 1938, when Dr. Charles Glenn was President 
of the American Association of School Administra¬ 
tors, it was decided to have a yearbook on the sub¬ 
ject “Safety Education.” Dr. Henry H. Hill was 
appointed chairman of the commission, and with 
the direction of a group of educators and safety 
specialists the book was released in 1940. This par¬ 
ticular book gave visible evidence that educators 
were interested in safety education. 

Another milestone in the development of the 
safety education program on a national basis was 
the establishment in 1943 of the National Commis¬ 
sion on Safety Education, a division of the Na- 
■tional Education Association (NEA). This com¬ 
mission gave prestige and status to the entire 
safety movement. Funds were made available in 
1944 for the operation of the commission. 

In 1949, the first .conference of the new Penn¬ 
sylvania Association for Safety Education (PASE) 
was held at.Hershey, Pa. There are now close to 
400 members of this association. The annual meet¬ 
ing .offers both college and high school instructors 
an opportunity to exchange ideas and improve 
teaching methods. There are now 40 such state 
associations. 

The presidents of the state associations met in 
Washington, D. C., in 1956 and formed the Ameri¬ 
can Driver and Safety Education Association. The 
first conference was held in Philadelphia in 1957 
in connection with the NEA centennial. The second 
conference was held at the University of Colorado, 
June 22-24, 1958. These conferences help the teach¬ 
ers improve their teaching in both tlie classroom 
and the practice driving part of the program. 

The National Commission on Safety Education 
has arranged for three national driver education 
conferences. The first was at Jackson’s Mill in 1949, 
the second at Michigan State University in l9o3, 
and the third at Purdue University in 1958. 
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These nutioiml conferences are responsible for 
the administrative practices and policies used in 
driver education courses today. Thirty clock hours 
in the classroom and a minimum of si.x clock hours 
in practice driving for each student are standards 
recommended by the national conference. 

Contrih((tion.s.—During the 1957-1958 school 
term, the automobile dealers lent o\ er 11,000 cars 
to schools at a s'aluc of o\'er 24 million dollars. 
This is truly a significant civic activity on the part 
of the dealers. 

Fifteen stales now offer financial aid to schools 
when their driver education courses meet accepted 
standards. Bills will be introduced by other states, 
and in all probability 50% of the states will offer 
financial aid within tlie ne.vt five j'cars. The details 
of the present plan are as'ailablc from the Ameri¬ 
can Automobile Association and the National Com¬ 
mission on Safety Education. 

Teaching Techniques 

The college instructors in Pennsylvania meet 
ever\' year, during the PASE conference to discuss 
ways and means to improve the safets' education 
courses on the college level. In addition, they meet 
for two days in September to impros’e teaching 
materials and methods. California and Michigan 
also hold conferences regularl)' to bring the col¬ 
lege professors together in an effort to improve 
their safety' education courses. 

Youth Driver Education.—The young people to¬ 
day are just as eager and anxious as adults to help 
solve some of the serious problems of the United 
States. One method that is being used successfully 
in the field of traffic is the holding of youth con¬ 
ferences; others include radio and television panels. 
These young people need the assistance of tlie 
driver education teachers in arranging facilities, 
transportation, discussion topics, speakers, and 
method of conducting such conferences. 

For a number of years the Junior Chamber of 
Commerce "has been sponsoring Teen-Age Road- 
e-os. In addition, many local areas conduct their 
osTO “road-e-os.” If you cooperate in such an ac¬ 
tivity, you should make sure that every step is 
taken to make it of high quality. In our community, 
for instance, a road test is given as well as skill 
tests and a written test. These tests are adminis¬ 
tered by professionals in the field. 

Economy Rims.—The economy run is gaining in 
popularity all over the nation. In most places it is 
conducted under the sponsorship of one oil com¬ 
pany. However, .in some places it is conducted 
with the cooperation of a number of oil companies 
and other organizations. 

Adult Driver Education.—Each year over a mil¬ 
lion adults complete courses in driver education 
conducted by colleges, high schools, police depart¬ 
ments, American Automobile Association clubs, 
commercial driving schools, motor vehicle fleets, 
and others. In a number of instances, the adult 


driver education schools are licensed by the state. 
Pennsylvania’s commercial schools are under the 
supervision of the Department of Public Instruc¬ 
tion. One of the outstanding schools for training 
commercial drivers is at North Carolina State Col¬ 
lege. The graduates have established an enviable 
record. 

The Common Carrier Conference of the Ameri¬ 
can Trucking Associations, Inc., is making plans to 
have vocational schools conduct courses for com¬ 
mercial drivers. This is now being done at Wash¬ 
ington High School in Los Angeles. 

The National Committee for Motor Fleet Super¬ 
visor Training, working cooperatively witli over 50 
colleges and universities, has prepared over 15,000 
supervisors who have under their direction over 
2 million drivers. Another forward move is the 
directive from Air Force Headquarters in Wash¬ 
ington, D. C., requiring every airman 25 years of 
age and under to complete 10 hours of instruction 
in driver education. These different programs are 
certainly indications that driver education is on 
the move. 

Driver Licensing and Preparation.—In Connecti¬ 
cut and Michigan, laws have been passed requiring 
boys and girls to complete in a satisfactory manner 
an a 2 >proved course in driver education in order 
to get a license at 16 or 17 years of age. There is 
also considerable agitation for more junior license 
laws which would require approved courses, and, 
would permit driving only at certain hours without 
adult supervision. 

There are a number of states that now permit 
boys and girls to practice in the school car with 
die approved instructors six months or a year be¬ 
fore the age at which a license can be obtained. 
According to reports from the instructors, prefer¬ 
ence is given to the six-month period because diere 
is too long a gap in a year’s interval between 
course completion and the examination for a license. 

Teachers, in general, do a fairly good job when 
conducting their driver education courses. Ho\y- 
ever, there is always plenty of room for improve¬ 
ment. One of the big problems is the cost for the 
practice driving part of the program. Efforts are 
being made to cut this cost. One method is to use 
simulators, such as the American Automobile Asso¬ 
ciation Auto Trainer or the Aetna. Drivotrainer. 
Those who haye made studies of the use of these 
devices say that they reduce significantly die 
amount of practice time. Some experiments showed 
that pupils with 12 hours practice first in a simula¬ 
tor reduced the actual behind-the-wheel time from 
six to three hours. Of course, we must consider 
equipment costs and the cost of the space for the 
simulators. But, in the long run, the cost per pupil 
should be less. 

Other plans to help with the practice driving 
have included use of cadet teachers, high school 
seniors, and school bus drivers. In most instances^. 
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these plans are not very satisfaetoiy because such 
persons are not professional teachers. Some in¬ 
structors use flash film, commentary' driving, or 
the discussion-decision technique to improve driv¬ 
ing practice exyrerience and to shorten time and 
costs. 

In Michigan, the multiple-car plan is used quite 
e.xtensively for the practice driving part of the 
yrrogram. One instructor, through the use of a 
public address system, or car radios, can handle 
from 6 to 12 cars on the driving range. The driv¬ 
ing range usually includes signs, signals, markings, 
one-way' streets, curves, parking stalls, and other 
traffic patterns found in regular driving. 

It is quite evident from these different plans that 
a variety of approaches are being used to reduce 
the cost of the program and still produce good 
drivers. 

Supervisors in Safety Education.—Txventy-Rve 
y'ears ago we could have counted on the fingers 
of one hand the number of cities and states having 
a full-time supervisor in safety education. Today', 
practically even' city and community', as well as 
every state, has at least one individual assigned 
full time or part time to safety education in the 
school system. In some instances, there is a full 
time staff worker in driver education alone. When 
this is the case, the program has acceptance by top 
educators. 

Scientific Advancement 

We are all aware of the research dealing with 
seat belts and harness, padded insti-ument panels, 
recessed steering posts, padded sunvisors, shatter¬ 
proof glass in rear-view mirrors, special door latches, 
rearward seating, and, finally, the safety' car with 
the driver in the middle and without a steering 
wheel. Such developments will most certainly' af¬ 
fect our teaching. 


We, also know that it is now possible to keep a 
car in its own lane automatically and to warn driv¬ 
ers of impending dangers, such as curves and fog, 
electronically. Research in these- fields will con¬ 
tinue because of the help such installations will 
offer in reducing traffic accidents. 

Conclusions 

One of the big problems in driver education 
today' is getting the acceptance and approval of 
top educators. Too many leading educators, through 
ignorance, misinformation, or inertia, still consider 
driver education a frill and would like to see it 
dropped completely. Others advocate its being 
scheduled as a vocational subject or conducted 
during the suggested 13th year in the public schools. 

I believe such problems help us because we are 
now forced to stand up and speak out just as posi¬ 
tively' in favor of driver education as others are 
speaking negatively about this program. Please let 
your voice be heard in public. Now is the time to 
become a real crusader for one of the most im¬ 
portant of our school subjects—driver education- 
that is, if y'ou believe that education should be the 
preparation for living. We are counting on your 
help, not only' as citizens and parents but as a 
group of people welded into one of the most effec¬ 
tive of all organizations for combating human mis¬ 
ery—the medical profession. M^e enlist your aid. 

I would like to close with this basic concept con¬ 
cerning traffic, one that offers great hope in reduc¬ 
ing the all-too familiar traffic accidents: Our great¬ 
est potential for achieving smooth, safe, orderly, 
and efficient movement of traffic is through a driver 
education program in every high school that reaches 
every boy' and girl prior to the time when they 
become legally old enough to be licensed to drive. 

This, then, is the long-range program that will 
eventually offer the greatest contribution to the 
development of good traffic citizenship. It doesnt 
cost to teach them to drive—it pay's. 


C HOLESTEROL PRESENT IN ALL CELLS.—Chole^rol is an alicyclic un¬ 
saturated alcohol present in all animal cells and in blood. It is the character¬ 
istic sterol of animals, the plant sterols having additional carbon in 
the side-chain. In the body, cholesterol functions as a precursor of the bile acids 
and of numerous hormones of the adrenals and gonads. Cholesterol itself is a 
constituent of lipoproteins and both in serum or in tissues may occur either free 
or esterified by' fatty acids. ... As well as being absorbed from food, cholesterol is 
synthesized in the animal body, as was shown quite early by feeding experiments. 
The liver is an important site of synthesis and appears to be the principal endogenous 
source of the cholesterol in blood plasma. Many other tissues are also known to sy'ii- 
thesize the sterol: the intestinal mucosa, ovary', and all foetal tissues of the rahbit; 
the theca interna, theca e.xtema, and zona granulosa of the hen’s ovary; the adrenal 
cortex, kidney, the testis and skin are all sites of active synthesis.-J. W. Cornforth, 
M.Sc., D.Phil., F.R.S., and G. Popjak, M.D., F.R.IC, Biosynthesis of Cholesterol, 
British Medical Bulletin, September, 1958 
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THROMBOPENIC PURPURA AS A COMPLICATION OF MUMPS 

Charles P. Kolars, M.D. 

nnd 

Wcslo)’ W. Spink, M.D., Minneapolis 


Tlirombopcnic purpura and nonllirombopcnic 
purpura arc occasionally observed in patients with 
infectious diseases. Clement and Diamond ’ re¬ 
ported on the findings in 96 children with tbrombo- 
penic purimra. In 65 of those children the purpura 
was associated mostly with upper respiratory infec¬ 
tions, but it occurred also as a complication of 
nibclla, chickenpox (varicella), and infectious 
mononucleosis. 

IVe are presenting the clinical course of three 
adults with mumps who had tlirombopcnic purpura 
as a serious complication. In rcvicu'ing the litera¬ 
ture, we have been unable to find any documented 
instance of this complication occurring with mumps. 
Perhaps thrombopenic purpura appears more fre¬ 
quently in mumps than is realized, since the three 
patients were seen over a relatively brief period of 
time. Further emphasis should be given to this 
complication because of the difficulties encountered 
in controlling the bleeding. 

Report of Cases 

Case 1.—A G3-year-old woman entered die University 
Hospitals on March 7, 1955, because of bleeding. Having 
always enjoyed good health, the patient developed an oc¬ 
cipital headache six weeks prior to admission. A week later 
parotid .sivelling appeared, which was soon followed by 
cpist.xxis and “red spots all over the body.” M'ithin the next 
few weeks, lethargy was associated with vaginal bleeding, 
hematuria, and ccchymoses. 

Her only medicaments were salicylates and an iron prepa¬ 
ration. Of considerable significance, was the fact that just 
prior to her illness she had had close contact with several 
members of her family, including children, who had mumps. 
She was not certain of having had mumps previously. There 
was no history of a bleeding tendency. Her family history 
was irrelevant. 

Physical examination revealed an obese woman with a 
normal temperature and pulse rate and a blood pressure of 
165/85 mm. Hg. There was a fresh hemorrhage in the left 
ocular fundus. A grade 2 systolic murmur was heard over the 
precordium. The liver and spleen were not palpable. There 
was a generalized petechial eruption of the skin over the 
entire body, especially the legs. 

The pertinent laboratory data revealed 3-f- erythrocytes in 
the urine. Hematological data showed a hemoglobin level of 
14.0 Gm. %, erythrocytes, 4,210,000 per cubic millimeter, 
leukocytes, 5,800 per cubic millimeter with 68% neutrophils, 
277 o lymphocytes, and 5% monocytes, platelets, 18,000 per 
cubic millimeter, a bleeding time greater than 15 minutes, 
and a clotting time of 5 minutes, with orJy a slight retraction 
of the clot in 17 hours. The prothrombin time was normal. 
The cuff test gave positive results. The reticulocyte count 
was 4.9%, and a section of sternal bone marrow showed a 
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Three adulfs wifh mumps had thrombopenic 
purpura as a serious sequela. Thrombopenia 
must be added to orchitis and meningoen¬ 
cephalitis as a complication of this not un¬ 
common infection in adults. Although direct 
invasion of the tissues by virus may be respon¬ 
sible for the inflammatory reaction, the possi¬ 
bility also exists that a state of acquired hy¬ 
persensitivity may be the cause. Steroid 
therapy is helpful in thrombopenia occurring 
os o complication of mumps. 


marked increase in megakaryocytes. Findings on the direct 
and indirect Coombs’ test were negative. The four-day fecal 
urobilinogen excretion was normal. The complement-fixation 
test for mumps showed positive results in a dilution of 1:64. 
The L.E. cell test was negative. Liver function tests were 
normal except for a 3-f- cephalin flocculation. 

Because of the diffuse bleeding and the scarcity of periph¬ 
eral platelets, she was given 200 mg. of cortisone orally for 
tlie first three days. No improvement occurred, and for the 
three following days 400 mg. of cortisone was administered 
daily. The daily intake of cortisone was then reduced to 300 
mg. Because only 18,000 platelets per cubic millimeter were 
present and because of continued hemorrhage, splenectomy 
was carried out on March 18, 1955, after preparation with 
one unit of whole blood. The resected spleen weighed 180 
Gm. and appeared normal, grossly and histologically. Corti¬ 
sone therapy was continued. Two days after operation the 
platelets numbered 144,000 per cubic millimeter. The corti¬ 
sone intake was reduced to 150 mg. daily on March 23, at 
which time there were 371,000 platelets and 18,000 leuko¬ 
cytes per cubic millimeter. The dose of cortisone was gradu¬ 
ally reduced, and this tlrerapy was discontinued on March 
25, at which time 15 units of ACTH was administered. At 
this point there were 765,000 platelets per cubic millimeter. 
The platelet level tlren gradually stabilized at 90,000 to 100,- 
000 per cubic millimeter. She was discharged from the hos¬ 
pital on April 6, 1955, after an uncomplicated postoperative 
period. She has had good health up through tlie last follow¬ 
up examination on June 10, 1958. 

Comment.—This elderly woman undoubtedly had mumps 
widi thrombopenic purpura as a complication. The number 
of platelets remained low through the period of steroid 
therapy, and splenectomy was followed by only a transient 
rise in the platelet level. 

Case 2.— A 27-year-old woman was admitted to the Uni¬ 
versity Hospitals on March 15, 1957. On Dec. 7, 1956, she 
was, seen by her physician because of fever and parotid 
swelling. A diagnosis of mumps was made. There had been 
an exposure to the disease three weeks previously. Ten days 
after tlie onset of the parotitis, a petechial eruption appearer’ 
over the . lower extremities, and thrombopenia was found t< 
be present. She was admitted to a hospital on Dec. 18, 1956 




2214 


THROMBOPENIC PURPURA-KOLARS AND SPINK 


and given 300 mg. of cortisone daily for three weeks. The 
platelet count approximated 25,000 per cubic millimeter dur¬ 
ing this time. Hie cortisone dosage was reduced to 150 mg. 
daily on Jan. 19, 1957, and this therapy was continued for 
several weeks. 

Because the platelet level failed to rise, she entered the 
University Hospitals for splenectomy on March 15, 1957. 
Furdier questioning at tliis time revealed that she had taken 
only salicylates prior to the onset of thrombopenia. There 
had been no previous history of her having had mumps. On 
examination she had an appearance resembling that seen 
in adrenal cortical hyperfunction (Cushing’s disease). Tlie 
temperature and pulse rate were normal, and the blood 
pressure was 120/70 mm. Hg. There was an acneiform 
eruption over her face and shoulders, and a few abdominal 
striae were present. The liver and spleen were not palpable. 
A few scattered petechiae were present on the legs. 

Significant laboratory data showed a hemoglobin level 
of 12.4 Cm. %, leukocytes, 8,550 per cubic millimeter with 
75% neutrophils, and a platelet count of 23,000 per cubic 
millimeter. The bleeding time was lO'A minutes and the 
clotting time 3/5 minutes. The reticulocyte count was 2.2%. 
Clot retraction was normal. Normal senun protein values 
were found. The serum iron level was less than 20 /»g. per 
100 ml. Findings on tliree L. E. cell tests were negative. 
The direct and indirect Coombs’ test results were negative. 
The complement-fixation test for mumps showed positive 
findings in a titer of 1:32. A four-day fecal urobilinogen 
excretion was normal. Sternal bone marrow aspiration on 
March 19, 1957, revealed a normal number of megakaryo¬ 
cytes, but they were morphologically abnormal in appear¬ 
ance. 

On March 22, cortisone therapy was discontinued and 
she was given 40 mg. of prednisone daily. Tlie platelet levels 
continued to fluctuate between 16,000 and 80,000 per cubic 
millimeter. Splenectomy was carried out on April 10, 1957. 
The spleen weighed 150 mg. and grossly and microscop¬ 
ically appeared normal. The platelet count just prior to 
.surgery was 54,000 and 12 days later 826,000 per cubic 
millimeter. The steroid intake was gradually reduced, and 
this therapy discontinued on April 30, at which time the 
platelet count was 630,000 per cubic millimeter. When she 
was discharged on May 7, 1957, the platelet count was 
450,000 per cubic millimeter. On follow-up visits it was 
observed that the thrombopenia had returned. On June 4, 
1957, the platelet count was 80,000 per cubic millimeter and 
steroid therapy was resumed. By June 11, tlie count was 
164,000. Over the succeeding weeks steroid therapy was 
gradually reduced and finally discontinued on Sept. 3, 1957. 
At this time the platelet count was 282,000 per cubic milb- 
meter. When last seen on Feb. 4, 1958, she was in good 
health and the platelet count was 275,000 per cubic milli¬ 
meter. 

Comment.—The foregoing case report emphasizes the seri¬ 
ousness and chronicity of thrombopenia occurring as a com¬ 
plication of mumps. Steroid therapy did not abolish the 
tlirombopenia, but it was helpful in controlling tlie bleeding 
tendency. Again, splenectomy failed to achieve any sus¬ 
tained rise in tlie platelet count. 

Case 3.—A 44-year-old man was admitted to the Univer¬ 
sity Hospitals on April 1, 1958, because of bleeding gums 
and a generabzed petecliial eruption over the skin of his 
body. Seven days prior to admission he had had a severe 
headache, which was followed two days later by parotitis. 
Two of his children, aged 5 and 6 years, had had mumps 
three weeks before the onset of Iris illness. On the day 
before entry to the hospital he had noted right testicular 
pain and tenderness. On the morning of admission he had 
bleeding of the gums and observed a generalized petechial 
rash. 


J.A.M.A., Dec, 87, 19»S 

The only medicament he had taken prior fo his illness 
was a salicylate. There was no history of mumps. For a 
number of years he had had a scaly erythematous rash over 
his cheeks which appeared each spring and fall. He had 
episodes of wheezing during the ragweed season. 

Physical examination revealed a well-developed and well- 
nourished white man with a normal temperature and pulse 
rate and a blood pressure of 108/75 mm. Hg. No parotid 
swelling was present. The liver and spleen were not felt. 
The right testis was enlarged and quite tender. A severe 
petechial eruption was present on tlie skin of his neck, hard 
palate, arms, and legs. 

The laboratory data revealed occasional erythrocytes in 
the urine. The hemoglobin level was 14.1 Gm. %, leukocytes, 
6,800 per cubic millimeter with 66% neutrophils; platelet 
count, 12,000 per cubic-millimeter, and prothrombin time, 
normal. A study of aspirated sternal bone marrow revealed 
slight hypoplasia witli a moderate increase in tlie number 
of megakaryocytes. The complement-fixation titer for mumps 
was 1:128. 

During the first six days of hospitalization, the platelet 
counts fluctuated between 8,000 and 34,000 per cubic mil¬ 
limeter and petechiae continued to appear. Beginning on 
April 7, 1958, 60 mg. of prednisone was given daily. Within 
48 hours the painful orchitis had subsided, and by April 16 
the platelet count rose to 110,000 per cubic millimeter. The 
dosage of prednisone was gradually reduced to 35 mg. daily, 
but further reduction was follow^ by a diminution in the 
number of platelets. On April 24, the platelet count was 
52,000 per cubic millimeter and the dosage of prednisone 
was increased to 45 mg. daily. During the following tliree 
weeks the ma.ximum platelet count was 95,000 per cubic 
millimeter. On May 15, 1958, the dosage of prednisone was 
reduced, so that by June 5, 1958, the platelet count had 
stabilized at about 100,000 per cubic millimeter. Finally, 
on July 7, 1958, the prednisone therapy was discontinued, 
the platelet level being 139,000 per cubic millimeter. He 
was asymptomatic. 

Comment.—This man had two acute complications of 
mumps, orchitis and thrombopenia. The hemorrhagic tend¬ 
ency was serious, but persistent steroid therapy controlled 
the bleeding. It is interesting that, altliough splenectomy 
was not carried out in tliis patient, the natural course of 
the thrombopenic state was similar in character to that m 
the other two patients. 

Summary and Conclusions 

Mumps is not an uncommon infection of adult 
life. The complications can be painful and serious; 
they include orchitis and meningoencephalitis. Less 
commonly, pancreatitis and oophoritis occur. 
Thrombopenia must be added as a complication, 
and this is potentially serious. The pathogenesis of 
these complications is not clearly understood. Al¬ 
though direct invasion of the tissues by virus may 
be responsible for the inflammatory reaction, the 
possibility also e.xists that a state of acquired hyp^f" 
sensitivity may be the cause. 

There is now substantial evidence showing that 
tlie inflammatory complications of orchitis and men¬ 
ingoencephalitis can be controlled by therapy with 
adrenocorticosteroids.° The present report indicates 
that steroid therapy is also efiective in thrombopenia 
occurring as a complication of miunps. In rivo of 
the three patients steroid therapy was insufficient to 
correct the platelet deficiency but did control Ae 
bleeding tendency. In a third patient with orchitis 
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and (hromhopcnic piirpuni, .steroid llierapy alone 
controlled Ijotli complications. It is suggested that 
mumps should he considered as a possible causative 
factor in eases of '‘idiopathic” thromhopenic pur¬ 
pura. The cliuical course of these three patients 
suggests that splenectomy was not definitive in ter¬ 
minating the thromhopenic state. Steroids did con¬ 
trol the bleeding tcndenc)'. 
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^BJECXn^ES FOR STATE MEDICAL SOCIETY TRAFFIC SAFETY COMMITTEES 

Jolm R. Rodger, M.D., Bellaire, Mich. 


It is my belief that every state medical society 
should have an active traffic safety committee or 
sliould assign a traffic safelj’ program to some 
appropriate e.xisting committee of tire state society. 
The Committee on Medical Aspects of Automobile 
Injuries and Deaths of the American Medical Asso- 
ciation can develop suggested healtir standards for 
driving automotive vehicles, but these standards 
must be tailored to the individual needs of the 
separate states. Fortunately or not, the legal prob¬ 
lems attendant on driving on the liighways of the 
United States are functions of state governments 
rather than of the federal government. Educational 
campaigns to improve driving abilities are largely 
effective on a state basis. For this reason the suc¬ 
cessful cooperation of the medical profession in the 
field of traffic safety will be even more dependent 
on what state medical societies do than on what 
the A. M. A. does. 

What can a state medical society do about this 
problem? I say “state medical society” rather than 
just the trafific safety committee of a state medical 
society, for success will come only as all the mem¬ 
bers of a state medical society contribute to meeting 
the problem under the leadership of a traffic safety 
committee. The job of the committee is to guide 
and stimulate. By itself, it can do little. 

How large should such a committee be, and who 
should be on it? Five should be a minimum num¬ 
ber. A committee of over 10 or 12 members be¬ 
comes unwieldy. Interested members should come 
from many fields of medicine, not just one or two. 
Such areas would include general surgery and its 
subbranches most interested in t'rauma, general 


Chnirman, Study Committee for Prevention of Highway Accidents, 
Michigan State Medical Society. 

Read in the Symposium and Panel Discussion on Motor Vehicle 
Accidents and Their Prevention in the Session on Traffic Accidents 
before the Section on Miscellaneous Topics at the 107th Annua! Meet¬ 
ing of the American Medical Association, San Francisco, June 25, 1958. 


The cooperation of the medical profession 
is needed in the field of traffic sofefy, and 
effective leadership can be supplied by com¬ 
mittees appointed by state medical societies. 
Their function should be to guide and stimu¬ 
late; they can supply needed information to 
interested groups, seek to improve existing 
laws that affect automobile traffic, and co¬ 
operate in special projects of research and 
education. In addition to carrying out the 
strictly medical aspects of its activities, a traf¬ 
fic safety committee can do much to promote 
programs of training for student and adult 
drivers, supplement the efforts of civic groups 
and governmentoi agencies, and, in general, 
set good examples of driving habits, law ob¬ 
servance, and good citizenship. 


practice, internal medicine, eye, ear, nose, and 
throat, psychiatry, public health, and other related 
fields. 

Such a committee may well spend one meeting 
or more just in finding out what the traffic situation 
is in that particular state, determining statistics, 
finding out something about the more important 
existing traffic laws, and meeting with a representa¬ 
tive of the state police and state driver licensing 
agency. It will soon discover tlrat there are many 
otliers just as interested in this traffic safety problem 
as physicians are and that the job is a cooperative 
one with no easy answers and no one master solu¬ 
tion. The members of the committee will find that 
there is an avalanche of facts and present programs 
about which it knows very little. After looking over 
the field carefully, it should then settle on one or 
two projects at a time which are necessary and 
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reasonably attainable within a few years at most. 
All progress is agonizingly slow to those who are 
entbusiasts! 

There is a large group of medical and a smaller 
group of nonmedical projects which such a com¬ 
mittee might consider in view of the primary needs 
in an individual state. The following objectives are 
offered as suggestive only and not as all-encom¬ 
passing. Medical Objectives 

The committee should first aim to provide the 
practicing physician with technical medical infor¬ 
mation regarding driving limitations for his pa¬ 
tients. This can be done by drawing attention to 
(1) the A. M. A. manual soon to be published: 
“Medical Guide for Physicians in Determining 
Fitness to Drive a Motor Vehicle”; (2) special traffic 
safety editions of the state medical society journal, 
with the authors of the articles primarily, but not 
necessarily, from that state (the authors need not 
all be doctors); a recent such issue of the Journal 
of the Michigan State Medical Society contained 
articles with the following titles: “Are Your Patients 
Physically Qualified to Drive?” “Use of Chemical 
Tests for Intoxication in Michigan Law Enforce¬ 
ment,” “Drugs and Driving,” “The Highway Acci¬ 
dent Problem in Michigan and What Has Been 
Done About It,” “Automotive Crash Injury Re¬ 
search in Michigan,” “Traffic Accidents and Safety,” 
“The Speeding Ambulance,” and “Emotional Prob¬ 
lems in Driving”; (3) both intramural and extra¬ 
mural postgraduate courses for practicing physi¬ 
cians in both prevention'and treatment of traffic 
injuries; and (4) appropriate information through 
the secretary’s letter as well as other special media 
from the office of the state medical society. 

The second objective should be to inform the 
driwng public, through the use of proper media, of 
those medical conditions which may adversely 
affect driving proficiency. This can probably be 
done best by an effective distribution of the 
A. M. A. booklet, “Are You Fit to Drive?” either by 
the state medical society alone or in cooperation 
with other interested groups, such as industrial and 
insurance companies. Placement in local offices for 
driver licensing would be most effective if enough 
copies are available. Information to the public can 
also be given through the usual media of the press, 
television, radio, luncheon clubs, parent-teacher 
associations, and other groups. And let us not forget 
one of the most important means of all, i.e., indi¬ 
vidual contact with our patients! 

Third, the committee should become familiar 
with the individual state’s driver licensing laws and 
seek to improve them. This is a long, slow process 
and will not be accomplished overnight. It may' 
take repeated years of introduction of legislation 
before it even gets out of a legislative committee 
and more years yet before it becomes law in an 
unemasculated form. 


Fourth, the committee should cooperate with 
special projects, such as the Cornell Crash Project 
and other programs of medical research in the 
traffic safety field. This will mean work, but it will 
yield results that can be gained in no other way. 
The facts of traffic epidemiology and research 
.should guide our efforts. ■ 

Fifth, the committee should seek to encourage 
the teaching of first-aid courses. Such courses, if 
they are to receive Red Cross recognition, must be 
taught either "by trained lay instructors or by phy¬ 
sicians. 

Sixth, the committee should promote state and 
municipal standards for ambulance operators and 
equipment. Flint, Mich., has such regulations, and 
the Michigan State Medical Society is considering 
legislation of this ty'pe for possible introduction in 
the next session of the legislature. 

Seventh, the committee should cooperate with 
state departments of public instruction in the se¬ 
curing of adequate health standards for school 
bus drivers. 

Eighth, the committee should seek to promote, 
particularly in the larger county societies, traffic 
safety committees for county medical societies. 

Nonmedical Objectives 

There are several nonmedical fields of traffic 
safety in which it is advantageous and proper for 
a state medical society to lend its cooperation, even 
though in most instances the more strictly medical 
fields should receive a first priority of time and 
effort. 

First, inclusive student driver training legislation 
should be a goal for each state. Comparison studies 
have pointed up tlie fact that students who have 
passed behind-the-wheel student driver training 
courses in high school have approximately one-half 
the accident rate of those who have not. In most 
states at least one-fourth of all traffic fatalities in¬ 
volve drivers 25 y'ears of age and under, and in 
some states this figure is closer to one-third. In all 
the publie schools of the United States, just over 
one-third of the students reaching legal driving age 
are able now to take behind-the-wheel driver train¬ 
ing. Total figures for the private and parochial 
schools are not available, but they are undoubtedly 
much less than the one-third mention for public 
schools. 

Benefits from a comprehensive student driver 
training program would be cumulative from year 
to year in this younger age group, probably averag¬ 
ing a total reduction of approximately 8% in the 
over-all traffic' death rate when the program has 
been in existence for 10 years and allowing for a 
one-third coverage at the present time. Based on 
the total annual traffic toll of 38,000, this would 
mean a reduction of 300 deaths the first year, wth 
increased savings of an additional increment of 300 
lives each y'ear until approximately 16,500 lives 
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would be siivcd o\'er u l()-yeai- period. At least a 
part of the marked drop in traffic fatalities in Michi¬ 
gan over the past two and one-half years (over 257o) 
has been attrihulcd to an inclusive driver training 
program. 

Traffic experts say that the altilndcs of individual 
drivers play a large part in (he accident picture. 
Nowhere is there a better chance to develop, cn 
masse, good attitudes along with the technical skills 
than in a comprehensive program of student driver 
tmining, for such courses must he taught hy trained 
I teachers with minimum standards for the subject 
I material and the amount of time behind the wheel. 

What is envisioned in such a comprehensive pro¬ 
gram? Michigan legislation requires that each teen¬ 
ager must wait until he is 18 to get Iris driver's 
license unless he has first passed an approved stu¬ 
dent driver training program, in which case he 
may get his license at the age of 16. This is the 
c.irrot in front of the donkey that gets the students 
into the courses! Every public high school must 
offer the course if it is requested by students. 

In return for the fact that dris'er education is 
more expensive per pupil than other courses offered 
in high school, the state subsidizes the schools 
approximately $20-$25 per pupil, this money being 
secured by eiirmarking 50 cents a year from the 
driver license fee. Without some such subsidy, the 
schools, for the most part, woidd not be able to 
finance comprehensive training coverage, and it 
seems fair for those driving on the highways to help 
insure the young drivers becoming safer drivers. 
The young driver himself will have repaid the cost 
of his subsidy after paying for his driver license 
fees over a 45-year period. 

In Michigan, private and parochi.al students who 
want to take the course may do so at a nearby 
public high school, with tire public high school 
receiving the subsidy. 

In the current critical examination of school 
curriculums, the place of driver education has been 
attacked by some, including Mr. Adlai Stevenson. 
I am sure that Mr. Stevenson and the other critics 
have not examined the available statistics on the 
problem. Furthermore, it is not necessary that basic 
subjects be sacrificed for driver education. The 
small high school in my community requires 20 
units instead of the customary ■ 16 for graduation, 
and 16 of these 20 must be in basic subjects. In 
Jackson, Mich., the extra time for driving is taken 
from physical education and not from basic subject 
time. Man)' of the larger high schools conduct 
courses in the summer for those unable to take 
them during the school year. Our future scientists 
will not suffer for being taught driver education 
while in high school, and, because of this training, 
they will stand a greater chance of staying alive 
long enough to be scientists! There is no hint that 
school critics would toss physical education out of 
the curriculum, and yet in terms of conservation of' 


human life we must conclude that there is an even 
greater potential in a comprehensive student driver 
training program than in a physical education pro- 
gram. 

Second, we should also urge the formation of 
special schools for adult driver training and for 
chronic traffic offenders. This is already being done 
in some states, including the state of Michigan, with 
schools organized on a fee basis which meets all 
their costs and adults either going voluntarily or 
being sent there by the courts for remedial instruc¬ 
tion. 

Third, we should cooperate actively in state and 
local citizens’ haffic safet)' committees. Such com¬ 
mittees are eager for support, on many issues tliey 
need our advice, and on safety matters of public 
education and proposed legislation we may need 
theirs! A citizens’ traffic safety committee is much 
like a military division which is composed of differ¬ 
ent types of troops, not all of whom may be in 
action at the same time but who still need each 
other’s support. We also must not forget that, as 
doctors, we also are citizens and have responsibili¬ 
ties apart from our profession. 

Fourth, we should early offer the facilib'es of the 
state medical society to the governor, the state 
police, the state’s licensing authority, and any other 
governmental agency on the state or local level 
which is attempting to meet tlie traffic safety prob¬ 
lem. I scarcely need to point out that a by-product 
of these activities can be excellent public relations 
to the profession in the state. 

Fifth, we should discipline ourselves and encour¬ 
age our colleagues to set good examples in driving 
habits and law observance. There are times when, 
perhaps, it seems necessary for us to go faster tlian 
the speed limits and to take chances, yet, like a 
speeding and red-light crashing ambulance which 
kills more lives than it saves, the speeding doctor 
may be more of a health hazard than a health pro¬ 
tector at times! Let us take the hvo-by-four out of 
our own eye before we start looking for the splinter 
in tlie other driver’s eye! 

Conclusions 

A traffic safety committee of a state medical so¬ 
ciety must be more than just a window-dressing 
committee. It should carefully e.xamine possible 
courses of action and programs for the society to 
undertake. The committee members and the society 
members they represent should come to see that, 
like anything else of value, a wortlnvhile traffic 
safety program will cost somediing in terms of 
time, effort, money, and sometimes, perhaps, even 
changed attitudes. 

Finally, we can take the advice which Stonewall 
Jackson once gave to his younger officers: "Never 
underestimate yourself in action; never overesti¬ 
mate yourself in the official report.” 

117 S. Bridge St. 
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USE OF PROMETHAZINE (PHENERGAN) HYDROCHLORIDE IN OBSTETRICS 

REPORT OF A TWO AND ONE-HALF YEAR SURVEY 
John J. Carroll, M.D., C.M. 

and 

Robert S. Moir, M.B., Ch.B., Vancouver, British Columbia, Canada 


Our efforts to improve present methods for relief 
of pain of normal labor, as well as for management 
of dystocia, and at the same time to reduce perina¬ 
tal mortality have led us to investigate a number of 
compounds credited with a relaxant action on the 
cervix. It is a common observation that labor is 
more difBcult and dilatation unusually slow in the 
frightened, tense, and highly emotional patient. 

Psychological preparation for parturition, al¬ 
though an important factor in prenatal care, has 
limited usefulness as the sole means of managing 
labor and delivery. Hypnosis is suitable for few 
patients, and the “childbirth without fear” concept 
popularized by Grantly Dick-Read is satisfactory 
for only about 25 to 30%, according to this author 
himself. In the great majority of cases, therefore, 
analgesic and sedative drugs are the only recourse. 
No drug, however, satisfies all criteria: (1) no in¬ 
crease in risk to parturient and fetus, (2) no inter¬ 
ference with the labor mechanism, (3) no clouding 
of the mental faculties of the patient, (4) conven¬ 
ience of administration, and (5) promptness of ac¬ 
tion. All conventional agents, such as barbiturates 
and narcotics, are readily transmitted through the 
placental circulation, with well-known deleterious 
effects, and, in dosages within the limits of safety 
for the fetus, they are usually far from adequate for 
the needs of the mother. 

Since fear-induced discharge of epinephrine in¬ 
creases the cervical tonus, we tried, in our parturi¬ 
ent patients, to block the release of epinephrine 
with agents that depress the sympathetic nervous 
system (dihydroergotamine, dihydroergocornine, 
and similar substances). The use of these agents 
has now been largely abandoned in this hospital, 
and greater attention has been directed toward the 
potentialities of the various phenothiazine com¬ 
pounds with suppressive activity on the reticular 
formation of the central nervous system. Animal 
e.xperiments ' have shown that chlorpromazine hy¬ 
drochloride (in doses of 3 to 6 mg. per kilogram of 
body weight) prevents the altering response to pain 
and that promethazine hydrochloride (in doses of 5 
to 10 mg. per kilogram) produces the same effect. 

Our first report “ described the results of clinical 
studies employing combinations first of chlorproma- 
zirie with meperidine hydrochloride and then of pro¬ 
methazine mth meperidine for sedation and anal¬ 
gesia during the first stage. The action of chlor¬ 
promazine proved most unpredictable, arid labor 

Director, Department of Anesthesia (Dr. Carroll), and Fellow in 
Anesthesiology (Mr. Moir), Grace Hospital. 


Sedation and analgesia during the first 
stage of labor have been induced in more 
than 7,500 obstetric patients during a two 
and one-half year period^by a regimen in- 
volving use of promethazine (25 to 100 mg. 
by deep intramuscular injection) and meperi¬ 
dine. The hospital charts of these patients' 
have been compared with those of obstetric 
patients, during the two and one-half years 
before promethazine was used, with respect 
to maternal, fetal, and neonatal mortality, 
prematurity, duration of labor, and frequency 
of need for resuscitating the infant. The data 
showed that promethazine was a safe and ef¬ 
fective tranquilizer, rendered labor less un¬ 
pleasant, and reduced the need for those 
analgesics and anesthetics which have un¬ 
desirable side-reactions. A shortening of la¬ 
bor was found and was particularly significant 
in uncomplicated primiparous cases. Resusci¬ 
tation of the infant was almost never neces¬ 
sary. The average total dose of promethazine 
was 56.5 mg., and its effect in reducing the 
total amount of meperidine needed was con¬ 
vincingly demonstrated. 


appeared prolonged. The patients in whom adequate 
sedation was achieved showed evidence of decreased 
muscle tone; such limpness was believed partly to 
aecount for the increased duration of labor. Combi¬ 
nation of promethazine with meperidine, on the 
other hand, was highly effective and produced re¬ 
sults as predictable and analgesia as satisfactor}' as 
with twice the dose of meperidine alone. In conse¬ 
quence of these initial trials, more than 75% of the 
obstetricians and general practitioners on the staff ot 
this hospital now use promethazine and meperidine 
in varying combinations for routine sedation during 
labor. Since predelivery medication is administered 
entirely at the discretion of the attending^ obstetri¬ 
cian, there is considerable variation in the volume 
and timing of the doses. In some cases both mepen- 
dine and promethazine are administered together; 
in others, the doses are administered in succession, 
from one-half hour to two hours apart. Single doses 
of each agent range from 25 to 100 mg. Prometha¬ 
zine is always administered by deep intramuscular 
injection. 
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Since tl)c piiblicwlion of oiir fir.sl rejiorl,'' more 
th.in'7,500 obstetric patients have been given seda¬ 
tion under tins regimen. We ba\'c reviewed their 
charts and compared tliem with tliosc of lire pa¬ 
tients in whom delivery was performed in the two 
and one-lialf years prior to the use of promethazine. 
All eases of infant morbidity and fetal and neonatal 
deaths have been reviewed in detail (tables 1, 2, 


Taiile 1.—V(vir/(/ Aiiahjais licitorl.i of Ohxletric Data iil 
Grace Ilosiiital 


Prior to Uko of After Us«'of 
rroiortlinrlnc PronipthnxJm* 

-A-,,- A - 


Total births, no... 

lavi 

19*>l 

2.0i'.9 2 

,811 2 

19.VI 

9^2 

1957 

3.tCiS 

Neonatal deaths, full term and 
premature, no.. 


33 

27 

2fi 

*'7 

Rate per 1.000 live births, % ... 

8.PU 

12.7 

9.0 

8,8 

8,87 

Neonatal deaths, term, no. 

9 

10 

« 

11 

13 

Hatepor l.onolive lilrtlis. ... 

.ris 

3.82 

2.00 

.3.75 

4.25 

Neonatal death*, premature, no. 

14 

2:1 

20 

15 

14 

Half i>er l.fw live Mrtln, “i;, ... 

5.42 

8.79 

T.iri 

5.14 

4.57 

.Slinbltthj, Ictnl mortiillty. no. . 

21 

«V1 

20 

29 

29 

Kate per l,(Yollvc lilrths, ej ... 

9.13 

8.2 

7.03 

9.7 

OJi 

StilUilrths, premature, no. 

14 

9 

7 

15 

23 

Rate per l.ixin live tilrths, 'X ... 

a‘l.42 

3,44 

2.50 

5.14 

7,52 

Premature Infants, tUschnrgctl 
alive anti well, no. 

92 

83 

80 

89 

92 

Maternal deaths, no. 

U 

0 

1. 

1 

0 


and 3); also, the records of 263 consecutive unse- 
lecfed patients given this sedation in 1957, who were 
delivered of 265 infants (including two pairs of 
twins), were studied in detail. The results of these 
re\iews will be presented here. We believe they 
will provide an adequate picture of the over-all re¬ 
sults. 

Description of Series and Drug Administration 

More than 7,500 patients were treated with pro¬ 
methazine. The neonatal and fetal mortality rates 
were not appreciably altered (table 1), and, in all, 
maternal sedation and anesthesia can be ruled out 
as a cause of death. The pulmonarj"^ neonatal mor¬ 
bidity, however, has shown a definite improvement. 
The decrease in neonatal pulmonary' morbidity we 
attribute to reduction in the amount of respiratory- 
depressant agents (such as narcotics and barbitu¬ 
rates) required to control the discomforts' of first- 
stage and second-stage labor and decrease in the 
level of general anesthesia necessary for delivery. 
During the past bvo and one-half years (July, 1955, 
through December, 1957), since the obstetric use of 
promethazine was initiated, the need of infant resus¬ 
citation has become so rare that the members of 
the resident staflF have complained they are getting 
no training or experience in this in;portant phase 
of infant care. 

Paradoxically, with the decrease in the amount 
of narcotics used labor rooms have become quiet 
and peaceful. Except in the cases managed by the 
few physicians who do not prescribe promethazine, 
it is most unusual to hear patients in labor crying 
or complaining bitterly of their pains. The elimina¬ 
tion of apprehension not only has reduced the 
discomfort of the patients but has enabled the 
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case room staff more easily to evaluate their prog¬ 
ress and has lessened the tenseness, fatigue, and 
irritability of the nurses in charge. 

A detailed study of 263 consecutive patients 
treated with promethazine was made. Of these 
patients, 46% were primiparas. Ages ranged from 
14 to 44 years. 

Pregnancy had proceeded without incident in 
214 (81%). Complications in the remainder in¬ 
cluded two cases of preeclamptic toxemia. Mod¬ 
erate to excessive vomiting during pregnancy had 
occurred in 17 patients. 

Gestation was of normal duration in 89%. In 3% 
labor was premature, and 8% of the patients went 
into labor at 41 to 43 sveeks. 

On admission, about 75% appeared calm or were 
able to conceal their natural nervousness and fear 
of pain, while the other 25% were openly frightened 
and apprehensive. 

Dosflge.—Medication was usually administered 
according to the plan followed in the initial study; 
i. e., when the patient began to complain unduly 


Table 2.—Analysis of Full-Term Neonatal Deaths by Year 


Contlltlon 

ltcsi>lriitory 

nynHnc membrane (llscn?c. 1 

Fetal anoxia . 2* 

Congenital atelectasis (one of twins). 

Acute Interstitial imcumonltls.. 

Neonatal asphyxia (cause undcterminccl) ... 
Caitllac 

Tronsposltlon of Rroat vessels. 

Tricuspid valve Incompetency. 

Tetrnlopy of Fallot. 

Conpcnitnl eor Idloculare. 

Conpenital cor triloculare .. 

Rli Incompatibility 

Erythroblastosis . 1 

Pulmonary infarction (during 

replacement transfusion) . 

Hemolytic disease (twins). 

Other 

Spina bifida . 2 

ConKcnltal dlaphrapmatic hernia. 1 

Conpenital dysplasia of cerebrum. 1 

Conpenital hypoplasia of kidneys. 1 

Conpenital npenesis of kidneys. 

Massive hemorrhage of adrenals. 

Subarachnoid hemorrhage. 

Intracranial hemorrhage (from 

dllhcult labor). 

Ancncepbaly . 

Mongolism (primary atelectasis). 

Vacuolation In central nervous system 
(possible x-radlatlon effect). 


1953 1934 1955 1956 1957 


It 

1 


1 

It 


• 2J 


Totals 


9 10 


1 

in 


iP '2: 

1 ... 

1 ... 

1 

1 

11 l:t 


•Placenta previa. 

t Premature separation of placenta, 
t Cause undetermined. 

5 Pulmonary embolism during replacement transfusion. 

W Difficult delivery, 
i Aorta and pulmonary vessels. 

5 One difficult rotation and deliverj' and one breach presentation. 


of her discomfort, 25 to 50 mg. of promethazine 
and 50 mg. of meperidine was administered intra¬ 
muscularly regardless of tlie extent of dilation. 
Thus, many patients, especially older primiparas 
and tliose whose labor was associated noth com¬ 
plications (23 patients), received the initial dose 
early in the first stage. The dose was repeated at 
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the discretion of the labor room nurses or accord¬ 
ing to the individual physician’s orders and, occa¬ 
sionally, if indicated, in an amount larger than 
that used initially. Although we discouraged the 
use of other agents, a few obstetricians, in rare 
instances, supplemented the medication with a 
small dose of some other narcotic or barbiturate. 

For the individual patient the total dosage of 
promethazine ranged from 25 mg. (14%) to 125 to 
150 mg. (5%). Fourteen per cent required 75 mg. 
and 11% 100 mg. The majority (56%) obtained 
adequate sedation with 50 mg. In uncomplicated 
cases meperidine was required for analgesia in 
total doses of 25 to 200 mg. Eighty per cent re¬ 
ceived 50 or 100 mg. In protracted cases with 


Table 3.~Anahjsis of Term Stillbirths by Year 


Condition 1953 1954 1955 1950 

Antepnrtum deaths 

Toxemia of pregnancy. 1 

Rh incompatibility ... 2 2 2 1 

Placental infarction. 1 1 3 

Fetal anoxia ... 2* ... 2§ ... 

Antepartum hemorrhage .. St 1 4 

Tnie knoi in cord. 1 . 

yucbnl cord .... .. 

Hydrocephalus. 

Unknown cause... 2 1 


1957 


2 

2*1 


1 

1 


Totals . 6 7 10 0 

Intrapartum deaths 

Breech presentation... 2t Iti ... 

Premature separation of placenta . 1 1 ... 4 

Siamese twins . 1 . 

Fetal asphyxia (traumatic delivery). 1 . 

Intra-alveolar hemorrhage. 1 . 

Placental Insufficiency (one of twins) .... ... ... i 

Prolapse of cord.. 1 

Premature nipture of membranes.. 1 

Hydrocephalus (craniotomy).. ... 2 

Pulmonary edema (cause undetermined). 

Congenital atelectasis (cause 

undetermined). 


0 


2 

1 # 

1 

1 


Totals .. 4 8 2 8 


* Cause undetermined, 
f Difficult delivery. 

I Placenta previa. 

S Cord around neck. 

1! Prolonged labor. 

*1 With asphyxia; cause not definitely determined. 
5 Intrauterine pneumonia. 


abnormalities of presentation or other difficulties 
and in trial labor, pain was adequately relieved in 
50% with 50 or 100 mg. of meperidine. The re¬ 
mainder received 125 mg. or more, and 275 mg. 
was required by two patients (table 4). 

Although most patients (61%) received the last 
dose of meperidine one to two hours before de¬ 
liver}’, the timing of this dose ranged from eight 
minutes to 18 hours before deliver}’. 

For the entire 263 patients, the average total 
dose of promethazine was 56.5 mg. and of meperi¬ 
dine 93.7 mg. (table 5). 


Results 


Average Duration of Labor. In uncomplicated 
cases, the average length of the first stage, for 
primiparas, was about 11 hours and of the second 
stage about 35 minutes. The total length of un¬ 
complicated first-stage and second-stage labor for 


primiparas averaged 11 hours and 35 minutes. For 
the multiparas in this group, the first stage aver¬ 
aged seven hours, 30 rtiinutes, and the second stage 
20 minutes. The total lengtli of uncomplicated first- 
stage and second-stage labor in the multiparas 
averaged seven hours and 50 minutes (table 6). 


Table 4.—Distribution of Total Dose of Afeperidme 
Required for Adequate Analgesia Throughout Labor 


Meperidine, Mg. 

Uncomplicated 
Labors, % 

Protractetl 
Labors, % 

25.. 

... 3 ’ 


GO.. 

40 

15 


... 2 


100. 

... 40 

35 

125. 

1 

1 

250... 

... 7 

'• }30 


... 8 

1 

250-275... 


20* 


* Pour patients. 


For difficult and protracted cases, in which rota¬ 
tion and delivery with midpelvic forceps was re¬ 
quired, the total duration ranged from 15 hours 
and 10 minutes to 55 hours and 15 minutes, with an 
average of approximately 27 hours and 50 minutes. 

Trial labor, conducted in five primiparas, ranged 
from 8 to 34 hours and averaged 26 hours and 
23 minutes (table 6). 

Presenfflfion.—Eighty-eight per cent of the fe¬ 
tuses were in cephalic presentation. Difficulties in 
descent and abnormalities of position and presen¬ 
tation, such as transverse lie, transverse arrest, and 
shoulder dystocia (two cases), occurred in 67o. The 
breech presentation occurred in 3%. In the remain¬ 
ing 3%, cephalopelvic disproportion, small outlet, 
deep transverse arrest, and presence of Bandl s con¬ 
striction ring (in a 31-year-old primipara) necessi¬ 
tated cesarean section. 

Anesthesia.—Delivery was performed in 71% of 
patients with uncomplicated cases under general 
anesthesia. Intermittent inhalation of nitrous oxiae 
and o.xygen was used for analgesia during painful 
second-stage contractions; for delivery, deeper anes¬ 
thesia was induced with cyclopropane or trichloro¬ 
ethylene. The average duration ofgeneral anes- 

l( 

Table 3.—Potentiation of AnalgesicVAction of 
Meperidine by Promethazine 


Promethnzine. 
patfents, Av. Total Dose 

No. per Patient, Ms. per Patient, sit- 


Routine sedation In controls 
(prior to use of 

promethazine) . 435 

1955 series . 300 38.5 

1957 series . 203 50.5 


156.8 

9S.0 

93.7 


thesia was about 38 minutes. Peridural anesthesia 
was used in 28% of patients. Two multiparas 
delivered without use of anesthetic agents. 

Rotation and delivery with midpelvic forceps 
was performed widi the patient under anesthesia 
with nitrous oxide and trichloroethylene (six pa¬ 
tients) or under peridural anesthesia (nine patients/. 
Average duration of anesthesia in this group was 
about one hour and five minutes. 
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Cesarean scctinns wt-re* pcM'foiined with the pa¬ 
tient under subarachnoid block ancstbc.sia with nsc 
of tetracaine Iiydrocblon'do. 

DffiiTry.-Delivcry wa^K spontaneous in 50% of 
tlie patients (28 priinipara.s, 104 inultipara.s), and 
for42Tc' low forceps were used (77 priiniparas, 33 
muUiparas), in a few cases after manual rotation. 
For 57r (10 priiniparas. 5 inoltipara.s) midpclvic 
forceps rotation and delivery were required. 

In 55% of patients with vaginal deliveries cpisi- 
itomy was performed (87 priiniparas, 57 miiltip- 
iras), and 67c of patients experienced lacerations, 
flic umbilical cord was wound around the neck 
if the fetus in R\'c cases. The placenta was retained 
n two primiparas; manual extraction w'as performed 
n one of these after one-half boor. Of the eight 
vsarcan operations (3%), one was a repeat section. 

Mortolifj/.—There were three antenatal deaths 
a fetal mortality of 1%). One was in a stillborn 
temale, delivered spontaneously with .shoulder pres- 


One child in the latter group was delivered with 
low forccjis, with the mother under peridural anes¬ 
thesia for 60 minutes, after 21 hours and’ 50 min¬ 
utes’ labor. The mother had.received a total of 
150 mg. of meperidine and 100 mg. of prometha¬ 
zine during labor. In the second case, the umbilical 
cord was wound around the neck; transverse arrest 
and shoulder dystocia necessitated forceps rota¬ 
tion and delivery with'the mother under peridural 
anestliesia for one hour and 54 minutes, after labor 
of 15 hours. The predelivery medication of the 
mother had consisted of 250 mg. of meperidine 
and 150 mg. of promethazine. In the third case, the 
infant was delivered by cesarean section of a mother 
who had shown symptoms of preeclamptic toxemia. 
This, patient had received 3 grains (0.19 Gm.) of 
phenobarbital (Luminal) sodium and grain 
(15 mg.) of morphine, in addition to 50 mg. of 
promethazine in the preanesthetic medication. The 
fourth infant, delivered spontaneously after 12 
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entation, of a 35-year-old multipara at 42 weeks’ 
gestation. Labor was medically and surgically 
.induced 48 hours after rupture of the membranes. 
Death was attributed to intrauterine pneumonia, 
intramedullary' adrenal hemorrhage, and septicemia. 
The second was in a stillborn male of a 26-year-old 
multipara by spontaneous vertex deli\'ery, after 26 
hours’ labor at 40 weeks’ gestation. Death was 
believed to be the result of placental separation, 
since no fetal heart sounds had been detectable 
for two days prior to induction of labor. The third 
fetus in this group was aborted at 28 weeks’ gesta¬ 
tion; the mother was a 26-year-old primipara. There 
Were no maternal deaths. 

Infants.—Ninety-five per cent of the 262 viable 
infants breathed and cried spontaneously within 
one minute of delivery; 3.57£> required mild re¬ 
suscitation with removal of mucus from the pharynx 
nnd administration of oxygen by mask, and 1.5% 
(four infants) showed some respiratory depression 
nnd received, in addition to o-xygen in positive- 
pressure breathing, intravenous injection of a 
narcotic antagonist (nalorphine hydrochloride, 
0.2 mg.). 


hours and 50 minutes’ labor, showed evidence of 
asphy.xia as a result of a tight nuchal cord. The 
mother had received 200 mg. of meperidine and 
75 mg. of promethazine for predelivery analgesia 
and sedation. 

Nine of the 262 viable infants had either con¬ 
genital malformations (six infants) or symptoms 
suggesting brain damage (three infants, or 1% of 
'the series). 

The infants exhibiting signs of neurological dam¬ 
age included one male in whom cerebral palsy 
was probable (he had been delivered of a primip¬ 
ara, with low forceps, under peridural anesthesia 
of two hours’ duration after 20 hours of labor), one 
male with symptoms of meningism (delivered of a 
multipara, with low forceps, under general anes¬ 
thesia' for 30 minutes after about 15 hours’ labor), 
one female with sy'mptoms of cerebral irritation 
(delivered of a primipara, with low forceps, under 
peridural anesthesia for 45 minutes after 20 hours 
of labor, and with a tight nuchal cord). 

Postpartum Period.—Vomiting occurred in four 
patients after delivery and was controlled in each 
case by an additional injection of 25 mg. of pro- 
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metliazine. Two patients experienced postpartum 
hemorrhage, one on tlie 1st and one on the lOtli 
day. Dehiscence of the episiotomy occurred in one 
patient. One had endometritis, a second pyelone¬ 
phritis, and a third cystitis. Three complained of 
pain in the back and coccyx and one of headache 
(a multipara delivered under general anesthesia). 
Enlargement of the spleen was observed in one 
patient; monilial infection of the episiotomy de¬ 
veloped in anotlier; and a third had hemorrhoids. 

Complications developed in six infants during 
the postpartum period; infection of the umbilical 
stump, thrush of the mouth, and impetigo on . the 
face occurred in each of tliree infants. Purulent 
conjunctivitis occurred in two infants. A toxic erj'- 
thema developed in one who had received a nar¬ 
cotic antagonist. No bacteria were found in cul¬ 
tures of nose and throat. 

Ninety-nine per cent of the infants were dis¬ 
charged in good general condition. Of the re¬ 
mainder, the condition of two was considered “fair” 
(one infant had a congenital heart lesion and one 
showed symptoms of meningism). One infant with 
esophagotracheal fistula was transferred to another 
service for further evaluation. 

Comment 

The findings in this survey confirm the impres¬ 
sions obtained in our controlled initial study. We 
believe the best effect may be achieved by ad¬ 
ministering 50 to 75 mg. of promethazine intra¬ 
muscularly early in labor before analgesia is needed. 
The sedation provided by one dose lasts four to 
five hours; the dose may be repeated as indicated. 
As distress becomes more severe, meperidine may 
be injected intramuscularly in doses of 50 mg. 

Before the potentialities of promethazine in the 
obstetric field were realized, meperidine was used, 
we feel, in doses larger than were necessary to 
control the actual pain. Such doses were adminis¬ 
tered mainly because the parturient was excited 
and frightened and her appreciation of the con¬ 
tractions was e.xaggerated. On administration of 
promethazine early in the first stage, however, the 
patient is relaxed and relieved of her fears, so that 
effective labor is soon established, especially in 
the primipara. She sleeps or rests between pains 
throughout the course but remains mentally clear; 
thus, her own estimate of the need of analgesia 
becomes more reliable. 

The atmosphere of the labor room is noticeably 
quieter; it is rare to hear a patient cry out even 
at the peak of the contractions. One of us (R. S. M.) 
thought, on first acquaintance with the labor room 
here after arrival from Britain, that the patients 
were “abnormally” quiet. He was surprised to find 
that the average total dose of meperidine required 
per patient was quite small. An obstetrician re¬ 
cently returned from New York was similarly im¬ 
pressed and believed the patients were under the 
influence of Heavy doses of sedatives. 


J.A.M.A., Dec. 27, 1958 

The patient arrives in the delivery room in a 
comparatively unfatigued state and, hence, is better 
able to cooperate with the anesthetist and obste¬ 
trician; she does not resist-the anesthetic and under 
light niti-ous oxide anesthesia is able to push effe^ 
tively with her contractions. 

Our experience, in common with that of other 
workers," suggests that promethazine potentiates 
all anesthetic agents. Therefore, rapid induction of 
deeper anesthesia for delivery of the head is ac¬ 
complished with smaller dosage. Patients are usu¬ 
ally awake or can be aroused soon .after deliver)- 
and repair, although they generally remain drows}- 
for several hours post pai-tum. 

The degree of relief provided by promethazine- 
meperidine medication is difficult to assess from 
the patients’ statements after delivery. It may be 
impossible to obtain from multiparas reliable in¬ 
formation for a valid comparison with previous 
obstetric experiences without asking leading ques¬ 
tions. However, a multipara will usually state that 
the contractions were less distressing and that she 
was better able to relax and sleep in the inters'als 
between pains than in previous labors managed 
with conventional medication. 

The suppressive action of promethazine on the 
alerting response to pain, as demonstrated in ani¬ 
mals, may explain the obvious relaxation produced 
in the parturient. This is apparently reflected in 
die shortening of'labor"' (particularly significant 
in primiparas) and in the definite reduction of the- 
total amount of narcotics required. In our con¬ 
tinued experience of t\vo and one-half years with 
' this regimen, we have gradually increased the aver¬ 
age total dose of promethazine per patient and 
have steadily reduced the total amount of meperi¬ 
dine (table 5). ^ 

The antihistaminic, antiemetic,’ antiedema,’ and 
atropine-like ’ properties of the compound, as ob¬ 
served by otiiers, have been clinically demonstrated 
in these patients. No evidences of sensitmty to 
the medication have developed. Our . obstetricians 
have the impression that the antihistaminic action 
of the compound is reflected in lessened edema of 
the tissues traumatized by episiotomy or laceraton 
and in more rapid healing after the repair. The 
drying action is such that atropine is no longer 
administered even before anesthetization with cy¬ 
clopropane, and the strong antiemetic effects have 
rendered vomiting an extremely unusual e.xperi- 
ence even during and after use of anesthetic agents 
that predispose to emesis. A sedative is especially 
valuable when it reduces the incidence of vomit¬ 
ing and, consequently, the catastrophe of aspiration. 

Unlike chlorpromazine and some other ataraxic^ 
promethazine does not alter the maternal bloo 
pressure or pulse rate .or unfavorably influence the 
fetal heart rate. Thus, patients in shock, from what¬ 
ever cause, are relieved of the additional insult 
of drug-induced hypotension. Similarly, fetuses in 
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distress lire not cmbarrassecl furtlior by a maternal 
bliKxl pressure ton low to prox’icle adequate trans¬ 
port of oxygen across the placenta. 

Promethazine is unafTectod by narcotic antago¬ 
nists, Should tlie mother Iiave been given narcotics 
to the extent that either her or her baby’s respira¬ 
tor)' center is depressed, the antagonists are as 
effective as if the narcoties Irad been given alone. 
The drug is not in itself an analgesic; therefore, 
when pain is present, the administration of a nar¬ 
cotic or other analgesic is indicated. It has been 
our experience in these 7,.500 obstetric cases and 
in over 15,000 surgical cases of all l\’)X's and in ail 
age groups that there arc practically no contra- 
indicirtions to the use of promethazine. In a few 
elderly arteriosclerotic patients, intramuscular in¬ 
jection of over 75 mg. has given rise to a state of 
confusion and restlessness. ’This condition has been 
controlled easily by small doses of meperidine. 

Promethazine is not a panacea for all the prob¬ 
lems of obstetrics. It is an effective tranquilizer 
and, as .sueh, renders labor le.ss unpleasant and 
reduces the need for those analge.sics and anes¬ 
thetics which have undesirable side-actions. It is a 
safe dmg with no undesirable side-effects, and its 
administration does not interfere with or ))reclude 
the use of any other drugs which the physician 
might wish to use. 

CoiulUion of Fc/iis.—Recent chemical .studies" of 
fetal cord and maternal x'enous blood samples seem 
to indicate that promethazine either does not enter 
the placental circulation or does so slowl)' and in 
insignificant amounts. However, whether the com¬ 
pound crosses the placental barrier or not appears 
clinically unimportant, because it obviously has 
little or no adverse effect on the fetus. 

The fetal respiratory centers are evidentl)' bene¬ 
fited by the significant reduction in the dosage of 
depressant agents required for analgesia and anes¬ 
thesia in the mother.® Spontaneous respiration in 
the newborn infant is the rule. Resuscitation is 
almost never required, e.\cept when some abnor¬ 
mality of delivery is involved or the infant has 
been asphyxiated by the winding of the cord about 
the neck or body. The use of narcotic antagonists 
has been almost eliminated. On delivery to the 
nurser)', the infants are usually pink, crying lustily, 
and showing good muscle tone—a circumstance 
which impresses both pediatricians and nursing 
staff. 

Fetal and Neonatal Mortality.—Analysis of the 
records covering the period from 1953 through 
1957 (i. e., two and one-half years before and 
two and one-half years after the introduction of 
promethazine into predeliverj' medication) shows, 
first, no significant alteration in the incidence of 
full-term antepartum and intrapartum deaths. Aside 
from those caused by congenital anomalies and Rh 
incompatibility, the majority were (or are assumed 
to have been) the result of faults in the placenta 
or cord (table 1). Analysis shows, second, no pro¬ 


nounced difference in the incidence of full-term 
neonatal deaths (tables 1 and 2). Again, most of 
these deaths are the result of Rh incompatibility 
and congenital anomalies. Although the number of 
deaths from respiratory causes does not show a 
marked change during tlie period under rev'iew, 
the over-all incidence of respiratory complications 
has declined. 

Mor?;ifZit|/.—Morbidity in the newborn infant 
from pulmonary complications, especially atelectasis 
and pneumonia, showed a significant decrease in 
the first two and one-half years that promethazine 
was used. 

Since resuscitation of the newborn infant is now 
so infrequent, drug-induced respiratory depression 
apparently has been reduced to a satisfactory low 
level. VVe feel that, if this is so, neonatal respira¬ 
tory depression from predelivery medication of the 
mother is now less important as a cause of neo¬ 
natal death and morbidit)^ tlian difficult delivery. 
However, the fact remains that in premature and 
complicated labors even small doses of respiratory 
depressants may be sufficient to upset the delicate 
balance governing survival. 

Summary 

The charts for more than 7,500 obstetric patients 
to whom promethazine and meperidine were ad¬ 
ministered for predelivery sedation-analgesia were 
reviewed. These were compared with the records 
covering the two and one-half years prior to tlie 
use of promethazine in obstetrics. Records for 263 
consecutive, unselected patients delivered in 1957 
were reviewed in detail. Forty-six per cent were 
primiparas. Labor was premature in 3%. 

The average total dose of promethazine per pa¬ 
tient has been gradually increased and the total 
amount of meperidine used consistently reduced. 
The total dose of promethazine-averaged 56.5 mg. 
and of meperidine 93.7 mg. per patient, including 
those in whom labor was attended by abnormali¬ 
ties. The results with the prometliaane-meperidine 
combination were as predictable as those from al¬ 
most twice the amount of meperidine used alone; 
maternal analgesia and rela.xation were vastly su¬ 
perior, and infant morbidity was decreased. 

In 92%, labor and delivery were without compli¬ 
cation or special difficulties. In 5%, labor was pro¬ 
tracted and difficult, necessitating midpelvic forceps 
rotation and delivery. Cesarean section was per¬ 
formed in 3%. In none of these complicated cases 
was medication a contributing factor. The fetal 
mortality was 1%, and there were no neonatal 
deaths. 

The analgesia of anesthetics and analgesics is 
potentiated by promethazine without any alteratio)i 
of their action on the respiratory center; therefore, 
smaller doses are effective but less depressing. Atro¬ 
pine is no longer used before induction. Vomiting 
is rare, even with use of anesthetics that predispose ■ 
to emesis. 
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The medication does not alter the vital signs in 
the mother or affect the fetal heart rate. This is of 
benefit to patients in shock and to infants who 
already have hypoxia. 

Ninety-five per cent of the viable infants cried 
spontaneously within one minute of delivery. Re¬ 
suscitation is almost never necessary, and the use 
of narcotic antagonists has been almost eliminated. 

There has been little or no change in the inci¬ 
dence of full-term antepartum, intrapartum, and 
neonatal deaths. Morbidity in the newborn infant 
from pulmonary complications has been reduced. 
The shortening of labor is particularly significant 
in uncomplicated primiparous cases. 

The combination of meperidine and prometha¬ 
zine for patients in labor is recommended, since 
this regimen provides superior sedation-analgesia 
and is attended by greater safety than is use of 
meperidine alone. 

1530 W. 37th Ave. (Dr. Carroll). 

The promethazine hydrochloride used in this study was 
supplied as Phenergan hydrochloride by Poulenc, Ltd., Mont¬ 
real, Canada. 
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CAUSES VERSUS SYMPTOMS IN AUTOMOBILE ACCIDENTS 

Robert C. Blossom, Sacramento, Calif. 


Recently, a member of the American Medical 
Association forwarded to the Department of Cali¬ 
fornia Highway Patrol a request that a representa¬ 
tive of this department present a paper before the 
Committee on Medical Aspects of Automobile In¬ 
juries and Deaths. The conte.xt of the paper was to 
be “Causes of Automobile Accidents.” This request 
seemed appropriate, as the -California Highway 
Patrol presently employs approximately 2,000 offi¬ 
cers who are well trained in accident investigation 
and, during the past 30 years, has carefully analyzed 
investigation reports covering more than 2 million 
automobile accidents. 

Data secured from these reports are coded, tabu¬ 
lated, and exposed to the mathematical scrutiny of 
an electronic computer capable of calculating 

ReseanA and Development Officer, California Highway Patrol. 

Read in the S>'mposium and Panel Discussion on Motor Vehide 
Accidents and Their Prevention in the Session on Traffic Accidents 
before the Section on Miscellaneous Topics at the 107th Annual Meet¬ 
ing of the American Medical Association, San Francisco, June 25, 1958. 


Basic causes of automobile accidents can¬ 
not be classified in such terms as speeding, 
wrong side of the road, or drunken driving. 
True causes must be listed in such terms as 
anxiety, causing preoccupation,- heart attack, 
resulting in loss of consciousness; or pro¬ 
longed use of alcohol, resulting in psychotic 
condition. The most effective method of treat¬ 
ing the problem of automobile deaths and in¬ 
juries is the attacking of the basic causes, 
thereby effecting a reduction in the number of 
accidents. The most effective approach to ac¬ 
cident prevention is through active, planned 
use of methods available only to the medical 
profession. 
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niathcmalical correlations at the rate of 200,000 
jwr minute, Tlie fini.shccl analytic .snniniarics arc 
transmitted to the research and development officer 
for Iiis review prior to dissemination. 

Certainly, the research and development officer 
slioiild ha\’o a wealth of information regarding the 
causes of traffic accidents. However, when the re¬ 
quest from the A. M. A. was referred to me, I was 
forced to reply that the factual data regarding 
accident causes were almost none.vislent. This state¬ 
ment appeared so unreasonable that I was asked 
to appear before the Committee and e.vplain it. Tlic 
basis for the statement was as follows. 

The Search for Basic Causes 

For 30 years those agencies responsible for deal¬ 
ing with the social illness called traffic accidents 
have adopted almost tlic same method as the medi¬ 
cal field dealing with the common cold. In other 
words, they have constantly e.vplored methods of 
treatment of the symptoms of the illness and have 
realized almost no progress in attempts to analyze 
basic causes. 

This fact will become self-evident if one considers 
such subjects as types and degrees of injuries, 
chemical tests to determine intoxication, and effect 
of seat belts. Each discussion may provide assist¬ 
ance to accident prevention agencies but will not 
further the search for facts regarding basic causes. 
Tlie reason for this is that basic causes cannot be 
classified in such terms as speeding, wrong side of 
tile road, or drunken drix^ng. True causes must be 
listed in such terms as anxiety, causing preoccupa¬ 
tion; heart attack, resulting in loss of consciousness; 
or prolonged use of alcohol, resulting in psychotic 
condition. 

Tlie validity of tliis conclusion is borne out by a 
recent analysis of coroners’ reports covering motor 
vehicle deaths submitted to this department. In 653 
reports submitted by an agency that had access 
to adequate postmortem examination, 30 of the re¬ 
ported deaths received preliminary listing as “may 
have been due to natural causes.” Later, autopsies 
increased this figure to 62. The inability to deter¬ 
mine whether physiological conditions caused the 
accident or the accident aggravated the existing 
condition may have restricted additions to this 
figure. 

From this small sample, plus logic, it would 
appear that existing and induced physiological 
conditions of drivers involved in fatal automobile 
accidents may constitute a major portion of the 
true causes of death in an automobile. Our logic 
may be based on scrutiny of the actual time spent 
in automobiles. A total of 1.5 billion hours—200 
hours per driver per year or approximately 3% of 
total time of each driver—is spent in an automobile 


in California. If 3% of the natural deaths due to 
chronic disease should occur during this time span, 
the number would approximate 1,350 deaths. This 
argument, while logical, will not allow a conclusion, 
because there are factors which have not been 
evaluated. However, the sample, plus logic, does 
indicate that it is necessary to attempt to lessen 
the influence of physiological conditions of drivers 
in automobile deaths. 

Responsibility of the Medical Profession 

It is my opinion that the most effective approach 
to this is through active, planned use of methods 
available only to the medical profession. It is also 
my opinion that the medical profession is presently 
unaware of the significance of this aspect of the 
problem and consequently is not taking active or 
planned curative action. 

For example: how many doctors, when diagnos¬ 
ing hypertension, recommend relaxation through 
an automobile trip down crowded highways? How 
many depressant or stimulating drugs are adminis¬ 
tered without restriction being placed on the pa¬ 
tient’s driving? How many patients with cardiac 
problems are cautioned about the strain involved 
in driving at high speeds on crowded freeways? 
How many persons suffering from diabetes are, be¬ 
cause of sugar imbalance, exposing other motorists 
and themselves to destruction? 

Anotlier small sampling was recently conducted 
which may lead to an inference in this regard. One 
hundred convicted drunken drivers were asked if 
they had discussed with a physician their problem 
of drinking and driving. Out of the 100, only 7 had 
discussed witlr a doctor their excessive drinking 
and, in these 7 instances, the problem of their 
drinking as it affected their driving was not 
mentioned. 

Conclusions 

The preceding information results in the follow¬ 
ing conclusions: The most effective method of 
treatment of the problem of automobile deaths and 
injuries is attacking the basic causes, thereby effect¬ 
ing a reduction in the number of accidents. Basic 
causes are existing mental and physiological condi¬ 
tions of drivers which dictate such behavior as 
speeding or reckless driving. Planned action cannot 
be effectively taken unless facts are gathered by 
joint research teams composed of representatives 
of the medical profession and existing accident- 
prevention agencies. Unless these steps are taken, 
10 years from today xve will have investigated and 
analyzed 15 million more accidents and still be 
forced to admit that we know very little about the 
basic causes of those accidents. 

P. O. Box 898 ( 4). 
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INFLUENCE OF CHLOROTHIAZIDE ON WATER AND ELECTROLYTE 

EXCRETION IN PREECLAMPSIA 

Russell R. de Alvarez, M.D, 
and 

John M. O’Lane, M.D., Seattle 


It has long been a goal of research scientists to 
develop a diuretic drug which would be effective 
on oral administration and which would not 
produce serious electrolyte imbalance. Recently, 
chlorothiazide (Diuril), a new diuretic agent, has 
showm considerable promise in animal experiments. 
Chemically, chlorothiazide is 6-chloro-7-sulfamyl-l, 
2, 4-benzothiadiazine-l, 1-dioxide.' Its structure is 
represented in figure 1. This compound is struc¬ 
turally related to some carbonic anhydrase-inhibit- 
ing diuretics, in that it contains a sulfamyl group 
attached to a benzene ring. 

Preclinical experiments indicate that this com¬ 
pound possesses a high degree of activity as an 
inhibitor of carbonic anhydrase in vitro." It is con¬ 
sidered to be about 10 to 30 times as potent as 
sulfanilamide in this respect. In animals, chloro¬ 
thiazide causes a marked increase in the urinary 
excretion of sodium, potassium, chloride, and 
water." Excreted sodium is matched appro.ximately 
mol for mol by chloride ions." This effect is similar 
to that of mercurial diuretics, although chlorothia¬ 
zide does not contain mercury. At high doses, 
bicarbonate excretion takes place, presumably be¬ 
cause of inhibition of carbonic anhydrase. Because 
chlorothiazide is an effective diuretic in dogs at 
doses which do not produce bicarbonate excretion, 
these animal experiments suggest that its mecha¬ 
nism of action cannot be e.xplained on the basis 
of carbonic anhydrase inhibition. Since the mecha¬ 
nism of this agent is still doubtful, we were 
particularly interested to inx'estigate both the clini¬ 
cal effectiveness and the mechanism of action of 
chlorothiazide in some of the abnormalities of 
human pregnancy. 

Materials and Methods 

All patients diagnosed as having toxemia of 
pregnancy who were admitted to the obstetrics and 
gynecology service of King County Hospital during 
a period limited to the study of chlorothiazide xvere 
included in this study, with the exception of those 
patients who left the hospital against medical ad¬ 
vice before the experimental period had elapsed. 
All patients rvere hospitalized during the period of 
investigation. The final diagnosis of toxemia xvas 
based on information obtained during the ante¬ 
partum period, the period of hospitalization, and 
the follow-up period, at least three months post 

From the Department of Obstetrics and G>'necology, University of 
YVashinglon School of Medicine and Hospitals. 


The mechanism of the diuresis provoked by 
chlorothiazide was studied in 14 women hos¬ 
pitalized for toxemia of pregnancy. They re¬ 
ceived 500 mg. of chlorothiazide orally twice 
a day in addition to a well-established basic 
treatment for toxemia, and the results were 
compared with those in a group of 23 patients 
who received the basic treatment without the 
chlorothiazide. It was also possible to com¬ 
pare two-day periods in which the drug was 
given with two-day periods in which it was 
withheld. While the drug did not cause any 
consistent changes in the urinary pH, titrafable 
acidity, mean urinary ammonia level, serum 
carbon dioxide content, serum sodium level, 
serum potassium level, serum chloride level, 
or patient's body weight, it did cause a 
marked increase in the urinary excretion of 
sodium, potassium, and chloride. Chlorothia¬ 
zide in vitro strongly inhibits carbonic anhy¬ 
drase, but its action under the conditions 
described in patients with preeclampsia dif¬ 
fered from that of other carbonic anhydrase- 
inhibiting diuretics and also from that of 
mercurial diuretics. , 


partum. The series consisted of a total of 14 women, 
9 Caucasian, 3 Negro, and 2 American Indian, who 
were investigated during the immediate postpartum 
period in die hospital. This group of patients lent 
itself to comparison with another group of similar 
patients with toxemia of pregnancy previously 
studied in the same manner, with the exception 
that no diuretic drug was administered. In this 
controlled study of hospitalized patients we were 
able to investigate extensively many factors bearing 
on the course -of toxemia of pregnancy and to 
analyze the effect of chlorothiazide in modifying 
those factors. 

Each patient was studied over a seven-day 
Ijez-iod. Bed rest was enforced for the first three 
day's, after xvhich the majority of patients wctb 
made ambulant. A food intake consisting of a 1,200- 
calorie, neutral-ash, low-salt diet, containing ap¬ 
proximately 30 mEq. of sodium daily, was main¬ 
tained unless the patient was unable to tolerate oral 
feedings, in which case intravenous feedings were 
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carried oul. Food Ivays were weighed before and 
after each meal, and the aeUial daily intake of 
sodium, calories, acid, and basic ash was calculated. 
Sedation in varying degrees depending on the 
severity of the toxemia was prescribed as appropri¬ 
ate. All urine was colleeted as 24-honr specimens 
and kept .under 25 ml. of mineral oil in order to 
prevent alterations in chemical values because of 
exposure to air. To prevent contamination by lochia, 
the urine from all postpartum patients was collected 
through indwelling Foley catheters. 

The foregoing general measures constitute the 
general toxemia regimen of the department of 
obstetrics and gynecology of the University of 
\Vashington and have been kept constant for sex'cral 
years. Tlie only modification from the usual pro¬ 
gram was the addition of 500 mg. of chlorothiazide 
given orally twice a day in the experimental group. 
Patients in the control group rcceix’cd no diuretic 
agents. During the first 24 hours of hospitalization 
no chlorothiazide was administered. On the second 
and third postpartum days, 500 mg. of chlorothia¬ 
zide was given twice daily. During the fourth and 
fifth postpartum days, no chlorothiazide was. given. 
On the sixth and seventh days the drug was again 
administered in the same dosage. 



Fig. 1.—Clicmieal structure of chlorotliiiizicte. 


Serum sodium, potassium, and chloride levels 
were determined daily. On the second, fourth, and 
six-th hospital days blood urea nitrogen level, total 
protein level, albumin-globulin ratio, and fibrinogen 
and serum carbon dioxide levels were measured. 
On each of tire daily 24-hour urine samples, urine 
pH, total volume, albumin level, specific gravity, 
ammonia content, titratable acidity, and sodium, 
potassium, and chloride levels were determined. 
The weight of each patient in grams was deter¬ 
mined daily at the same time by the same person 
on a specially' constructed scale for bedside weigh¬ 
ing. The weights were accurate to 10 Gm. Blood 
pressure and edema were evaluated daily by the 
same person. 

Sodium and potassium levels were determined by 
a flame photometer method with use of the Baird 
spectrophotometer. The chloride level was deter¬ 
mined by the method of Schales and Schales,'* 
blood urea nitrogen level by a slight modification 
of the method of Van Slyke and Cope,’ carbon 
dioxide content by a slight modification of the 
method of Van Slyke and Neill,*’ titratable acidity 


by the method outlined by Hawk and co-workers,’ 
ammonia by a slight modification of the method of 
Van Slyke and Cullen,'’ and pH with the Beckman, 
model G, pH meter. 

All data were submitted to statistical analysis to 
determine the effect of chlorothiazide on the course 
of toxemia of pregnancy in the postpartum period. 
Since most reports attach great significance to the 
day-to-day changes occurring after the administra¬ 
tion of a given drug, we considered it highly im¬ 
portant to determine whether such changes would 
occur in a group of patients similarly treated except 
for the use of the drug. The fact that untreated 
patients may e.xhibit statistically significant changes 
from day to day makes it imperative that observa¬ 
tions be made in a control group if the effect of a 
drug is to be properly evaluated. It is incorrect to 
ascribe to the action of a drug the finding of a 
significant difference until control studies have been 
performed. The failure to observe this principle has 
led to much confusion and misinformation in the 
past. 

The Student’s t test ” was used to compare means 
in the chlorothiazide and control groups on a day- 
for-day basis. The reproducibility of the individual 
determinations was considered in establishing the 
p values on levels thought to be significant. In 
general, those observations having a low coefficient 
of variation, such as on the serum electrolytes, were 
considered significant at a level of p=:0.01. For 
observations having a high coefficient of variation, 
as on the urine electrolytes and weight gain, tlie 
level of significance was established at p=:0.05. 

Results 

The results obtained in this study in the 14 
postpartum patients with to.xemia of pregnancy 
who were treated with chlorothiazide are sum¬ 
marized in table 1. The results obtained in the 
group of 23 patients with toxemia of pregnancy 
studied in the postpartum period who did not re¬ 
ceive any diuretic drugs are summarized in table 
2. The latter group will be referred to as the control 
group. 

Urine Sodium.—As shoxvn in table 1, the urine 
sodium excretion remained constant during the first 
tliree days, being 73.2 mEq. per 24 hours the first 
(no drug) day and 70.7 and 75.9 on the second and 
third postpartum days, which were the first two 
days that the drug was given. Thus, the patients 
treated with chlorothiazide did not experience the 
drop in sodium excretion that the control group did 
(fig. 2). Significant increases of sodium excretion 
were found on the second day of the first course 
of drug administration (control group 47.3 mEq. 
per 24 hours, chlorothiazide group 75.9 mEq. per 
24 hours: p=0.05) and on both days of the second 
course (control group 23.6 mEq. per 24 hours, 
chlorothiazide group 59.7 mEq. per 24 hours: p= 
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0.002; control group 28.0 mEq. per 24 hours, 
chlorothiazide group 66.2 mEq. per 24 hours: p= 
0.005). On the fourth and fifth days, on which no 
drug was given, the chlorothiazide group excreted 
significantly less sodium than the control group 
(control group 59.1 mEq. per 24 hours, chlorothia- 
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(control group 54.5 mEq. per 24 hours, chlorothia¬ 
zide group 81.9 mEq. per 24 hours: p=0.005; con¬ 
trol group 45.9 mEq. per 24 hours, chlorothiazide 
group 90.4 mEq. per 24 hours: p=0.001), as illus¬ 
trated in figure 3. The statistical level of significance 
for this determination was established at p=0.0.5. 


Table I—Data in Postpartum Patients with Toxemia of Pregnatwy Treated with Chlorothiazide 


Day of Treatment* 


1 2t 

3f 

4 •> (5t 7t 

No. Moan S.D No. Mean 

S.D. No. Moan 

S.D. ' No. Mean S.D. No. Mean S.D. No. Moan S.D. No. Mean S.li.' 


Sodium excretion, mEq./24 hr. . 

10 

73.2 

01.0 

9 

70.7 

14.9 

10 

75.9 

32.1 

9 

Sl.C 

28.8 

10 

28.9 

21.4 

10 

59.7 

34.5 

10 

(!(i.2 

l'!.7 

Potassium excretion, 
mEq./24 hr. 

10 

.->3.4 

lo.n 

11 

80.3 

37.8 

12 

92.8 

23.0 

10 

04.2 

23.8 

12 

09.1 

24.0 

10 

81.9 

20.2 

10 

90.4 

31.0 

Chloride excretion, inEq./24 hr. 

9 

.12.9 

28.7 

11 

129.1 

74.1 

12 

107.4 

75.4 

10 

33.3 

21,1 

11 

25.1 

20.5 

10 

53.2 

.30.4 

10 

59.2 

32.0 

Serum sodium level, mEq./liter 




10 

136.2 

2.78 

12 

135.5 

3.47 

12 

13.5.3 

3.82 

1113S.2 

2.71 

10 

137.2 

3.08 

10 

130.2 

2.0.1 

Scrum potas.^ium level, 
mEq./liter . 




11 

4.59 

0.001 

12 

4,38 

0.371 

12 

4.49 

0.48.) 

12 

4.44 

0.513 

ID 

4.75 

n.cio 

10 

4.45 

0.012 

Serum chloride level, mE<i /liter 




11 

lOl.l 

3.07 

11 

98.0 

2.C4 

12 

97.7 

3.00 

12 

97.7 

3.93 

10 

99.1 

3.92 

in 

97.4 


Weight loss, kg./24 hr. 




10 

0.27! 

0.01 

11 

0.55 

0.90 

12 

1.25 

1.38 

11 

o.os 

O.OS 

9 

n.5o: 

0.3S 

9 

0.50 

(i.H 

Urine titratahlc acidity, 
mEq./24 hr. 

10 

30.3 

10.2 

11 

28.0 

13.4 

12 

27.7 

8.0 

12 

30.1 

13.9 

12 

29.4 

15.7 

10 

24.7 

9.1 

10 

29.0 

13.8 

Urine ammonia level, 
iuEq./24 hr. 

8 

40.9 

10.8 

11 

57.4 

34.3 

12 

71.0 

37.6 

12 

57.4 

23.2 

11 

73.2 

20.3 

8 

55.5 

14.0 

10 

S3.2 

42.0 

Urine pH . 

10 

0.11 

O.GG 

11 

6.40 

0.50 

12 

G.40 

0.30 

12 

6.24 

0.49 

12 

0.24 

O.S.'i 

10 

0.40 

0.48 

10 

0.27 

o.st 

Scrum carhon dioxide content, 
mEq./liter . 




10 

23.1! 

3.0 



... 

11 

23.3 

4.4 




9 

24.31 

3.0 





* No.=:rmmbor of iiatlent'^: S.D.=standard deviation, 
f Chlorotliiazlde, 1,000 inj;. 

♦ Detcnnined prior to druK administration. 


zide group 31.6 mEq. per 24 hours; p=0.04; control 
group 42.6 mEq. per 24 hours, chlorothiazide group 
28.9 mEq. per 24 hours; p=0.05). The level of 
significance for this determination was established 
at p=0.05. 

Urine Potassium.—In the chlorothiazide group 
the urine potassium excretion increased during the 
administration of chlorothiazide and decreased 
when tlie drug was withdrawal. In general, the 
changes w'ere more pronounced quantitatively than 
those of urine sodium excretion. When the chloro¬ 
thiazide group was compared to the control group 
it w'as found that, in contrast to findings on urine 


Urine Chloride.—Mean urine chloride excretion 
rose sharply from that of the-control group during 
the first course of chlorothiazide tlierapy, as shown 
in figure 4 (first drug day: control group 77.4 mEq. 
per 24 hours, chlorothiazide group 129.1 mEq. per 
24 hours: p=0.007, second drug day: control group 
51.0 mEq. per 24 hours, chlorothiazide group 107.4 
mEq. per 24 hours: p=<0.001). The chloride ex¬ 
cretion rose from 52.9 mEq. per 24 hours on the 
first (no drug) day to 129.1 mEq. per 24 hours on 
the first day of drug administration. As was also 
noted for the urine sodium excretion, the excretion 
rate of chloride fell below' the control values on 


Table 2.—Data in Postpartum Patients witii Toxemia of Pregnane;/ Not Treated with Chlorothiazide 


Diiy* 

A _________N 


1 2 3 4 7 

/ -■'''-1/- ^ - ^ -s -—V-^- \r - ''' - 

No. Mean S.D. No. Mean S.D. No. Mean S.D. No. .Mean S.D. No. Mean S.D. No. Mean S.D. No. Mean b.U. 


Sodium excretion, inEq./24 hr. . 

18 

92.8 

55.2 

21 

09.2 

44.0 

21 

47.3 

29.2 

22 

.59.1 

40.0 

20 

42.0 

18.4 

12 

23.0 

10.8 

10 

2S.0 

12.4 

Potassium excretion, 
mEq./24 hr.. 

18 

61.52 

44.1 

21 

5G.2 

28.5 

21 

50.0 

14.9 

23 

.51.7 

47.6 

18 

oo.c 

27.4 

14 

54.5 

20.3 

14 

45.9 

21.1 

Chloride e.xcretion, mEq./24 hr. 

17 

124.0 

85.0 

19 

77.4 

31.6 

21 

:.i.o 

25.S 

23 

541.5 

30.1 

19 

47.7 

21.5 

15 

43.8 

28.4 

15 

35.6 


Serum sodium level, mEq./liter 

21 

140.2 


17 

139.2 

5.93 

20 

IS7.7 

5.50 

19 

141.2 

4.81 

21 

141.0 

5.90 

IS 

140.7 

5.85 

17 

142.0 

5.01 

Serum potassium i‘*vcl, 
mEq./liter . 

oo 

4.27 

0.,5S5 

19 

4.37 

0..')10 

20 

4.38 

0.503 

19 

4..‘rfl 

0.740 

21 

4.49 

0.005 

17 

4.34 

0.075 

IS 

4..')0 

0.57< 

Serum chloride level, 
mEq./24 hr. 

20 

101..') 

1.71 

20 

99.5 

5.49 

20 

97.8 

7,0.5 

18 

tH.l 

7.20 

oo 

9S.4 

5.72 

17 

99.0 

1.91 

17 

101.9 

7,05 

Weight loss, fcg./24 hr. 




17 

0.79 

1.03 

19 

0.S4 

1.0.5 

21 

<1.55 

0.77 

21 

0.59 

0.01 

21 

0..')3 

0.60 

23 

0.64 

0.09 


* No.=:nuinlier of patients; S.D.=stan(iard deviation. 


sodium, a statistically significant increase in excre¬ 
tion of urinar}' potassium occurred on each daj' of 
botli the first drug period (control group 56.2 mEq. 
per 24 hours, chlorothiazide group 89.3 mEq. per 
24 hours: p=0.004; control group 50.0 mEq. per 
24 hours, chlorothiazide group 92,8 mEq. per 24 
hours: p= <0.001) and the second drug period 


the rest days (days four and five) after the first 
course of chlorothiazide therapy. This decrease was 
statistically significant on the fifth day (fourth day: 
control group 50.5 mEq. per 24 hours, chlorothia¬ 
zide group 33.3 mEq. per 24 hours: p=:0.10; fifth 
day: control group 47.7 mEq. per 24 hours, chloro- 
tliiazide group 25.1 mEq. per 24 hours: p=0.00o). 
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Owing the second course oC cUlorotliiay.klc 
therapy the chloride excretion rate was markedly 
mluccd and was significant!)' increased from that 
of the control gvonp only on the second, or seventh 
postpartum, day (control 35.8 mEq. per 24 hours, 
chlorothiazide group 59.2 inEq. per 24 hours: p= 
0,02). The statistical level of significance for this 
determination was established at p=:0.05. 

Urine pJ/.—The urine pTI showed no consistent 
p.attcni of change. The lowest mean value was 6.11 
and the highest 6.40. No significant changes from 
day to day in mean pi I were delected. In fact, on 
each day certain patients’ urine pH went up slightly 
while that of other patients went down slightly. 
The level of significance for this determination was 
set at p=0.01. 

-Titralahlc Acidity.—VIrmixvy tilralable acidity 
varied from 27.7 mEq. per 24 hours to 30.3 mEq, 
per 24 hours during the seven dav’s of observation. 



£ NS NS .009 OA 05 002 .005 


Fig. 2.—Increased urine sodium e.\cretion in postpartum 
patients with toxemia of pregnancy treated with chlorothia¬ 
zide over that of simitar patients given no drug. 

Widr the level of significance set at p=0.01, no 
significant differences from day to day in mean 
titratable acidity were noted. As in the pH deter¬ 
mination, some patients had slight increases in 
titratable acidit)' and others slight decreases on the 
same day. No consistent pattern of titratable acidity 
change with drug administration could be made 
out. 

Urine Ammonia.—Mean urine ammonia level 
varied from 46.9 mEq. per 24 hours to 83,2 mEq. 
per 24 hours during the seven days of observation. 
With tire level of significance set at p=0.01, no 
significant differences from day to day were noted. 
On the second day (first drug day) and the fifth 
day (second day of the rest period), increases in 
urine ammonia levels which might be labeled 
“almost significant” occurred (first drug day p= 
0.02; second rest day p=0.03). Since these increases 


in urine ammonia levels were observed both when 
the drug was given (second day) and when the 
drug was withheld (fifth day), it is difficult to at- 



DAYS 
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P >.25 .OOA <001 >25 .22 .005 .001 


Fig. 3.—Incre.ised potas.sium urine excretion in postpartum 
patients witli toxemia of pregnancy treated with chlorothia¬ 
zide over that of similar patients given no drug. 


tach much importance to this finding. On neither of 
these days was enough change seen to be con¬ 
sidered statistically significant, and, therefore, we 
ascribe the changes on the first drug day and die 
second rest day to chance. 



Fig. 4.—Increased urine chloride excretion, on three of 
four days that chlorothiazide was given, in postpartum pa¬ 
tients with toxemia of pregnancy. 


Serum Carbon Dioxide.—The serum carbon di¬ 
oxide content did not change significantly from day 
to day during the administration of chlorothiazide. 
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Mean values were 23.1, 23.3, and 24.3 mEq. per liter 
respectively. The statistical level of significance for 
this determination was set at p=0.01. 

Serum Sodium.—The mean serum sodium values 
for the chlorothiazide group and the control group 
are shown in figure 5. It is seen that on the second 
day of drug administration essentially no change in 
serum sodium levels occurred. The mean value for 
the chlorothiazide group was 135.5 mEq. per liter 
on the first drug day, changing to 135.3 mEq. per 
liter on tire second drug day (the third day of 



P .15 .11 .001 .08 .05 .001 

Fig. 5.—Serum sodium levels in postpartum patients witli 
toxemia of pregnancy. Since blood specimens were obtained 
on days two and six before drug was administered, effect of 
chlorothiazide on serum sodium is reflected in values for days 
three, four, and seven. Note that mean serum sodium level 
of chlorothiazide group was not elevated on days four and 
seven. 

observation). The control group, however, ex¬ 
perienced an increase on the corresponding day 
from 137.7 to 141.2 mEq. per liter. The change in 
serum sodium levels exhibited by the control group 
constituted a significant difierence, compared to the 
change e.xhibited by the chlorothiazide group 
(p=0.001). Thus, on the second day of drug ad¬ 
ministration the serum sodium levels in the drug 
group were not seen to have the same increase as in 
the control group. Similarly, on the second day of 
administration of chlorothiazide in the second 
course of therapy the chlorothiazide group did not 
show a coiTesponding elevation of serum sodium 
levels when compared witli the control group (con¬ 
trol 142.6 mEq. per liter, chlorothiazide group 
136.2 mEq. per liter; p=0.001). 

Serum Potassium.—The mean serum potassium 
level varied from a low of 4.38 to a high of 4.75 
mEq. per liter during the seven-day period of 
observation. No statistically significant variation in 
the serum potassium level was detected through the 
course of this study. The statistical level of sig¬ 
nificance for this determination was set at p=0.01. 

Serum Chloride.—The serum chloride level varied 
from a low of 97.4 mEq. per liter to a high of 101.1 
mEq. per liter. The statistical level of significance 


J.A.M.A., Dec. 27, 195J ' 

for this determination was set at p=0.01. No sig¬ 
nificant changes in the level of serum chloride were 
found. 

Patients’ Weight.—Weight changes of the chloro¬ 
thiazide patients were not impressive when com¬ 
pared with those of the control group (fig. 6). The 
only day in which the drug group lost significantly 
more weight than the control group was on the 
second drug day (control 0.55 kg. [1% lb.], chloro¬ 
thiazide group 1.25 kg. [3 lb.]: p=0.04). On the fol¬ 
lowing day (the first rest day) the control group lost 
significantly more than the drug group (control 0.59 
[1/6 lb.], chlorothiazide group 0.08 kg. [Is lb.]; 
p=0.025). While the average for all patients in the 
drug group was a net loss in weight each day, 
there actually were several cases in which patients 
gained weight while receiving chlorothiazide. 

Toxicity.—In one patient who had bleeding dur¬ 
ing the third trimester, administration of the initial 
dose of chlorothiazide was followed by shock with 
increased pulse rate, decreased blood pressure, and 
pronounced diaphoresis. After blood transfusion, 
the patient improved; on subsequent delivery 
a partial abruption of the placenta was demon¬ 
strated. It is believed that her symptoms of shock 
could be considered as secondary to the abruption 
of the placenta and not secondary to the adminis¬ 
tration of chlorothiazide. No definitely related in¬ 
stances of toxicity of any sort were noted during 
the course of the study. 



P 0.8 .25 .04 .025 . >.25 >-25 

Fig. 6.—Weight change in clilorothiazide and control 
groups, showing loss of approximately same amount of weig 
during period of investigation. 

Comment 

Chlorothiazide, when administered in the post¬ 
partum period to patients with toxemia of pre^ 
nancy in doses of 500 mg. hvice a day, produced 
the following effects: 

The urinary excretion of sodium, potassium, and 
chloride was markedly increased. Urine pH, htrah 
able acidity, and ammonia levels were not changed 
significantly. 
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Scrum chloride, poUissiiun, mid carhon dioxide 
levels were not significanUy altered. The serum 
sodium level of these patients failed to show the 
control pattern of increase when chlorothiazide was 
given. 

It is interesting that the chlorothiazide group 
excreted significantly Ic.ss sodium in the urine than 
the control group during the fourth and fifth days 
of tlic study, on whicli no chlorothiazide was given. 
\\diile one might liave expected the urine sodium 
level to drop to the control level when chloro¬ 
thiazide therapy was discontinued, it docs seem 
surprising that the Icx’el of sodium excretion should 
.actually drop below- that of the control group. The 
mechanism of such a change is not clear, cspecially 
in view of the finding that the serum sodium level 
was not altered significantly during this period. 

One might postulate that, since the drug group 
lost more sodium early in the experimental period 

BLOOD TUBULE CELLS TUBULAR 


tubule. Apparently that potassium which is filtered 
through tlie glomerulus is almost entirel)- reab¬ 
sorbed in the proximal tubule. It follows, therefore, 
that any process which increases the sodium con¬ 
centration in the distal tubule will enhance the ex¬ 
cretion of potassium. In the distal tubule, both 
potassium and hydrogen ions within the tubule cell 
are exchanged for tubular sodium. Therefore, a 
process reducing the available hydrogen ion within 
the tidnilc cell would enhance potassium excretion, 
as occurs with carbonic anhydrase inhibitors. One 
can see that potassium excretion is affected by 
several varying processes; therefore, it is difficult 
to draw- conclusions as to possible mechanisms of 
drug action from changes in the level of urine po- 
ta.ssium. 

Tire acidification of urine is dependent on the 
enzyme carbonic anhydrase. Its mechanism of 
action may be depicted as follow-s; In the renal 

LUMEN TUBULE CELLS BLOOD 



No H CO3 


Fig. 7._How inliibition of carbonic anhydrase decreases urine acidification. 


because of the administration of chlorothiazide, an 
increased reabsorption of sodium occurred when 
the drug was withdrawn. The e,xact mechanism 
through which this increased reabsorption was 
accomplished remains to be determined. If chloro¬ 
thiazide acts by blocking a normal renal mechanism 
for sodium reabsorption, the withdrawal of tire 
drug could permit the “unblocking of that mecha¬ 
nism with a subsequent decrease in urine sodium 
excretion. When the experimental group was com¬ 
pared with the control group, the urine potassium 
level was significantly increased during each day 
of drug administration. 

It now seems well established that almost all of 
the potassium found in the urine results from an 
exchange with sodium in the distal convoluted 


tubule cells carbon dioxide from internal metabolism 
is combined with water to form carbonic acid which 
dissociates into hydrogen ions and bicarbonate ions. 
The hydrogen ions then pass across the cell mem¬ 
brane into the lumen of the tubule where they re¬ 
place basic ions (for example, sodium ) in the urine. 
Tliis mechanism results in a conservation of tlie 
fi.xed basic ions of the body and in their replace¬ 
ment by hydrogen ions in the urine (fig. 7). 

The urine pH may be considered as a measure of 
carbonic anhydrase activity in the kidney. As uri¬ 
nary acidification occurs, the pH of the urine should 
decrease. Therefore, a carbonic anhydrase inhibitor 
should cause an increase in the urine pH, because 
it reduces urinarx- acidification by blocking the 
formation of carbonic acid from carbon dio.xide 
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in the tubule cell. In animal experiments no 
instance of the pH rising above 7.0 was observed 
when single doses of chlorothiazide were given. It 
has been reported" that large doses of chloro¬ 
thiazide in man cause an increase in urinary pH 
but as dosage is reduced tire urine becomes more 
acid, because the chloruretic effect persists in the 
face of a decreased bicarbonate excreting power. 
In some of our patients, the urine was alkaline. 
However, no statistically significant change in urine 
pH was demonstrated. This is an indication that, 
in the clinically effective doses used in this study, 
no measurable carbonic anhydrase inhibitor}' ac¬ 
tivity is detectable. 

If chlorothiazide is an effective inhibitor of car¬ 
bonic anhydrase activity, one would expect tire 
titratable acidity to fall during the administration 
of the drug and to rise after its withdrawal, as is 


acidity because, in addition to depending on avail¬ 
able hydrogen ions, the urine ammonia level also 
depends on a functioning glutaihinase and on wine 
pH. As the patient’s nitrogen intake is held relativ^ 
ly constant, inhibition of carbonic anhydrase by 
chlorothiazide should be reflected by decreased 
urine ammonia levels during periods of drug ad¬ 
ministration. No such decrease was observed. The 
observation that there was no significant change in 
urine ammonia levels may be interpreted best as 
an indication that no dysfunction of either the 
glutaminase or carbonic anhydrase systems oc¬ 
curred as a result of chlorothiazide therapy. This 
agrees with and lends support to the finding that 
there is no significant change in titratable aciditj' 
and pH and is strong evidence that no inhibition 
of carbonic anhydrase activity occurred in our 
patients. 


/. AMMONIA MECHANISM 


BLOOD TUBULAR CELLS 


Serum 


COz + HjO 
Carbonic 

Anhydrase Inhibitor 


(Absence of H"^) 

Glutamine 

/ \ 

Glutaminase NHj- 



TUBULAR 

LUMEN 


TUBULAR CELLS BLOOD 



NaHCO, 


Fig. 8.—Interaction of carbonic anliydrase and glutaminase systems in reabsorption of urine sodium. 


observed nuth classic carbonic anhydrase inhibitors. 
No such change was detected, indicating that car¬ 
bonic anhydrase inhibition did not occur in our 
patients. 

Tire measurement of urine ammonia level pro¬ 
vides another indication of carbonic anhydrase 
activity'. Glutamine is acted on in the renal tubule 
cell to give glutamic acid, plus ammonia, through 
tire action of the enzyme glutaminase. The ammonia 
combines witir hydrogen ions from the carbonic 
acid reaction to produce ammonium ions, which 
diffuse into the urine and replace basic cations 
(fig. 8).Of course, the urine ammonia determination 
may not be considered as specific a test for carbonic 
anhydrase function as those for pH and titratable 


The carbon dioxide content did not change 
sigirificantly during the administration of chloro¬ 
thiazide. Tire classic carbonic anhydrase inhibitor 
type of diuretic produces a state of metabolic aci¬ 
dosis after a day or two of administration. This may 
be e.xplained on the basis of the electrolyte excre¬ 
tion pattern. Thus, sodium, potassium, and bicarbo¬ 
nate are excreted in large amounts, while almost 
no hydrogen ion is excreted. This means that tlrere 
is a net loss of basic cations (sodium and potassium) 
with the production of hyponatrenric, hypokalemic, 
metabolic acidosis. The serum carbon dioxide level 
is, therefore, markedly reduced. 

The fact that no significant reduction in serum 
carbon dioxide content was observed indicates that 
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acidosis was nol ('vidoiil in onr palioiits witli tlic 
doses used in one sliidy. Tliis oliseivation provides 
evidence (Iiat carhonic anhydrase inhibition docs 
not explain the nicchanisin of action of chloro- 
Ihiaxide. Neither is tliis action similar to that of 
inevcurial diuretics, Tliesc agents characteristically 
cause hypochloremic metabolic alkalosis with a 
compensatory increase in serum carbon dioxide 
level. In its elfccls on sernm carbon dioxide, chloro' 
thiazide differs from both of these groups of 
diuretics. 

Some cardiac patients bax'c been reported to 
c.xliibit signs and symptoms of low' scrum sodium 
levels after administration of chlorothiazide.'" This 
was observed in one of onr patient.s with chronic 
renal disease, diagnosed as diabetic glomeruloscle¬ 
rosis after renal biopsy. No other patient exhibited 
an unusually low serum sodium level. 

Compdrhvn of Chhrothinzidc with Corhonic 
Anh[i(hasc luhihilors.—When compared with car¬ 
bonic anhydrasc inhibitors, chlorothiazide exhibits 
striking differences, as shown in figure 9. Carbonic 
anliydrase inhibitors characteristically produce an 
increase in urine pH and a decrease in urine titrat- 
ablc acidity and ammonia level. These changes 
were not obsen’ed during the administration of 
chlorothiazide. Chlorothiazide is similar to carbonic 
anhydrase inhibitors in that both agents produce 
increased urinary excretion of sodium and potas¬ 
sium. While carbonic anhydrase inhibitors cause 
little change in chloride excretion, chlorothiazide 
results in a markedly increased excretion of chloride. 
Carbonic anhx'drasc inhibitors tend to lower senim 
sodium and potassium levels. This did not occur 
in the chlorothiazide group. However, a rise in 
serum sodium level which occurred in our un¬ 
treated, control patients did not occur in the chloro¬ 
thiazide group. Finally, carbonic anhydrase inhibi¬ 
tors cause metabolic acidosis, as determined by 
low serum carbon dioxide content; in our hands 
chlorothiazide caused no acid-base imbalance, and 
the serum carbon dio.xide content was not signifi¬ 
cantly changed. At the doses used the carbonic 
anhydrase inhibitory properties of chlorothiazide 
demonstrable in vitro u’ere not obserx'ed in xdvo. 

Animal experiments reported by Ford and 
others " have indicated that the diuresis mechanism 
of chlorothiazide is different from that of the classic 
carbonic anhydrase inhibitor acetazolamide. Ap¬ 
parent!)', the carbonic anhydrase-inhibiting proper¬ 
ties which are demonstrable in vitro are not 
responsible for the diuretic effect, for, unlike 
acetazolamide, chlorothiazide causes (in animals) 
the excretion of similar amounts of sodium and 
chloride. It does not result in acidosis and does not 
lose its effectiveness if given on successive days. In 
general, our results in women with toxemia of 
pregnancy confirm those found by Ford and Spurr 
in their animal experiments. 


It is important to consider that the statements 
made about lack of carbonic anhydrase inhibition 
apply to the dosage schedule used in our study. 
Perhaps at a higher dosage level or with prolonga¬ 
tion of administration carbonic anhydrase inhibi¬ 
tion might manifest itself, causing a much different 
excretion of electrolytes. 

Additional evidence for a different mechanism of 
action between chlorothiazide and carbonic anhy¬ 
drasc inhibitors is provided by the studies of 
Finnerty and associates on patients with toxemia 
of pregnancy. Their results, based on weight losses 
without electrolyte studies in clinic outpatients, 
showed a potentiation of acetazolamide diuresis 
when chlorothiazide was administered. The fore¬ 
going evidence, both from the literature and from 
our own studies, seems to indicate conclusively that 
chlorothiazide acts through some mechanism other 
than inhibition of the enzyme carbonic anhydrase. 
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TOXEMIA OF PREGNANCY 


Fig. 9.—Action of ciilorothmzide in toxemia of pregnancy 
contrasted with that of .carbonic anhydrase inhibitors, mer¬ 
curial diuretics, and chlorothiazide in nonpregnant patients. 


Comparison of Chlorothiazide with Mercurial 
Diuretics.—The electrolyte excretion pattern of 
sodium and chloride is qualitatively similar with 
both chlorothiazide and mercurials (fig. 9). Chloro¬ 
thiazide causes a marked excretion of potassium, 
which is not observed with mercurials. In the serum, 
mercurials tend to cause hypochloremia with asso¬ 
ciated metabolic alkalosis and elevated serum 
carbon dioxide level. These serum changes were 
not observed with chlorothiazide. 

While the electrolyte excretion pattern of chloro¬ 
thiazide in the moderate doses used for this study 
somewhat resembles tliat of mercurial diuretics, 
Laragh has cited several reasons to indicate that 
a different mechanism is involved. The activity of 
chlorothiazide is neither inhibited nor reversed by 
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dimercaprol. Conditions refractor}' to mercurials 
have responded to chlorothiazide, while those re¬ 
fractory to each drug given separately may respond 
to both drugs given simultaneously. The addition 
of a second drug for patients already receiving one 
agent often gives an increased dixmesis. Steroid- 
induced edema is inhibited or reversed by chloro¬ 
thiazide, while the mercurials are usually ineffective 
in such cases. Chlorothiazide is effective in hypo¬ 
chloremic alkalosis, while mercurials are not. The 
addition of ammonium chloride results in a poten¬ 
tiation of mercurial action, while chlorothiazide ac¬ 
tion is unaffected. 

Tliese facts, together with the differences in 
serum and urine electrolyte balances demonstrated 
in our study, provide good evidence that chloro¬ 
thiazide has a different mechanism of action from 
mercurial diuretics. 

Possible Mechanism of Chlorothiazide—One ex¬ 
planation of tlie mechanism of chlorothiazide which 
accounts for the observations made in our study is 
that the drug in some way inhibits sodium reab¬ 
sorption in the proximal renal tubule. This would 
result in the delivery of an increased amount of 
sodium into the distal renal tubule. Tlie increased 
sodium level would provide more opportunity for 
potassium exchange in the distal tubule, leading to 
an increased excretion of potassium. Because not 
all of tlie extra sodium is replaced by potassium, the 
amount of sodium delivered into the urine would 
be increased also. Since it is believed that chloride 
ions follow sodium ions rather passively, with the 
blocking of sodium reabsorption in the proximal 
tubule, a larger amount of chloride would flow into 
tire distal tubule. There is no known active mech¬ 
anism affecting chloride ions in the distal tubule, 
and the increased amount of chloride is thought to 
pass into the urine in association with the increased 
sodium and potassium levels. Thus, increased excre¬ 
tion of sodium, potassium, and chloride could oc¬ 
cur on the basis of a blocking of reabsorption of 
the single ion, sodium. 

Conclusions 

Chlorothiazide is a potent agent in promoting 
the excretion of sodium, potassium, and chloride 
from the body. MTien it was administered in a 
dosage of 500 mg. twice daily for t^vo-day periods 
widi a two-day rest period between each course of 
therapy, no serum electrolyte abnormalities were 
noted to occur. Despite the pronounced elevation of 
electrolyte excretion caused by chlorothiazide, pa¬ 
tients with toxemia of pregnancy studied during the 
postpartum period did not lose weight at a signifi¬ 
cantly faster rate than patients not given the drug. 
Chlorothiazide is equally effective on readministra¬ 
tion after a two-day rest period. No instances of 
toxicitj' or undesirable side-effects were noted. 
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PATHOLOGICAL FINDINGS IN JAUNDICE ASSOCIATED WITH 

IPRONIAZID THERAPY 

Hniis Popper, M.D., New York 


Tlic evaluation of injurioxis clTccl.s of drugs and 
diemicals on the liver is frequently difTicult. Some 
of these, e. g., carbon tetrachloride, cause charac¬ 
teristic functional disturbances and structural alter¬ 
ations in the li\’cr of all persons exposed to them. 
A close relationship between dose and extent of 
lesion exists, and the changes are reproducible in 
experimental animals. In contrast, some drugs pro¬ 
duce hepatic injury only in some persons exposed 
to tliem-in fact, the percentage of those afflicted 
may be veiw small, the dose relation is not always 
exiclcnt, and the lesion cannot be produced in ani¬ 
mals at will. In such instances, even if the hepatic 
injury is associated with jaundice, a causal relation 
between drug intake and li\’cr damage has been 
recognized onb’ after the obscrx’ation of a consid¬ 
erable number of similar cases; the mechanism of 
this injurx’ remains not established. Hepatic injuries 
of the cholestatic type, occurring after the adminis¬ 
tration of chlorirromazine, methyltestostcronc, nor- 
ethandrolone, or other drugs,' fall into this categor)'. 

Iproniazid (Marsilid) phosphate (1-isonicotinyl- 
2-isopropylhydrazine), an amine oxidase inhibitor 
initially used in the treatment of tuberculosis,' was 
recently found to be effective in allexiating various 
mental disorders, particularly depressions.'' After 
the widespread use of iproniazid, reports of cases 
of jaundice have appeared ^ winch developed after 
administration of tliis drug and may be related to it. 
Tile jaundice in iproniazid-treated patients is asso¬ 
ciated with biochemical evidence of significant 
hepatocellular injury and, in contrast to the chole¬ 
static tjqDe of hepatic damage, the mortality is rela¬ 
tively high. To determine the tj'pe of injury and 
possible causal relation to drug intake, a study was 
made of the pathological features of biopsy and 
autopsy specimens of liver of patients w'ho had 
developed jaundice after administration of ipronia¬ 
zid. An attempt wms made to correlate these find- 
■ ings w'ith the clinical manifestations of the hepatic 
disease and w'ith the dosage of drug administered. 

Material and Methods 

The study comprised 13 biopsy specimens and 16 
autopsy specimens obtained from 27 patients. Of 
the 23 patients on whom pertinent data are avail¬ 
able, 16 were females and 7 males, and tlieir ages 
ranged from 21 to 82 years. Ten patients were under 
50 years of age; five patients each were in their 
sixth and seventh decades of life, and two patients 
and one patient in their eighth and ninth decades 
respectively (table 1). In one instance (case 19) two 

From the Department of Pathology, the Mount Sinai Hospital. 


Specimens of liver tissue were studied in 27 
patients who had developed jaundice after 
taking iproniazid in amounts that totaled from 
600 to 19/200 mg. over treatment periods 
ranging from 4 to 1 26 days. The aim was to 
define the type of hepatocellular damage os- 
socioted with the jaundice and to account for 
the evident lack of relation between the dose 
of iproniazid and the severity of the hepatic 
lesions. The biopsy specimens showed severe 
spotty necrotic hepatitis with or without ex¬ 
tensive necrosis; the 16 autopsy specimens 
showed either acute massive and submissive 
necrotic hepatitis or subacute hepatitis with 
mossive and submossive collapse. Clinically, 
the findings were those of diffuse parenchy¬ 
mal liver disease, mostly without fever, com¬ 
monly with hepatomegaly, and with terminal 
hepatic coma in the fatal cases. Results of con¬ 
ventional laboratory tests ore tabulated. In 
some cases the joundice appeared as late os 
20 days after the cessation of therapy. Either 
the iproniazid activated existing subclinical 
viral hepatitis or else it was able to produce 
morphologic changes closely resembling 
those of viral hepatitis. In either case the 
possibility of inducing an insidious form of 
liver disease with high mortality should be 
kept in mind whenever the administration of 
iproniazid is found necessary. 


biopsy specimens were studied, of which the second 
specimen was taken tlrree months after the first (or 
one month after subsidence of the jaundice), while 
in another (case 25) a biopsy and an autopsy speci¬ 
men w'ere examined which were obtained 23 days 
apart. Two biopsy and two autopsy specimens 
(cases 7, 14, 16, and 21) w'ere from patients treated 
for jaundice at the Mount Sinai Hospital, New York, 
w'hereas most of the otlier specimens were supphed 
by odier hospitals from all sections of the United 
States. 

The clinical and laboratory data reported were 
secured by analysis of the entries made in question¬ 
naires submitted by Hoffmann-LaRoche, Inc., to tlie 
clinicians who attended die patients included in the 
study. The findings in the biopsy and autopsy speci¬ 
mens of several patients who had received ipro¬ 
niazid, but did not develop jaundice and did not 
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exhibit symptoms of liver disease, were not included 
in the study, since these specimens did not show 
structural abnormalities. Moreover, one patient, 
who imder treatment with iproniazid developed 
jaundice which subsided and on rvhom a biopsy 


Table l.—ClitUcal Data and Iproniazid Intake in 
Patients with Jaundice 





Total 

Iproni¬ 

azid 

Dose, 

3Ig. 

Dura¬ 

tion 

of 

Treat¬ 

ment, 

Days 

Interval Between 
Appearance 
of Jaundice 
of Jaundice and 


Case, 

No. 

Afje, 

Yr. 

Sex 

^ ^ 
Cessa- Obtain- 
tion of of 

Therapy, Specimen, 
Days* Days 

Type 

of 

Speci- 

ment 

1 

43 

F 

9,200 

37 

0 

12 

A 

2 

65 

F 

2,100 

14 

0 

17 

A 

3 

31 

F 

4,400 

33 

—22 

12 

A 

4 

57 

F 

3,150 

31 

3 

11 

A 

5 

21 

31 

GOO 

4 

2 

33 

B 

G 

32 

31 

19,200 

118 

0 

12 

A 

7 

58 

F 

2,200 

36 

—3 

9 

B 

8 

39 

31 

12,000 

102 

0 

17 

B 

9 



3,000 

53 


17 

B 

10 

63 

F 

4,000 

80 

0 

10 

A 

11 

40 

31 

5,000 

35 

6 

11 

B 

12 

36 

F 

4,Go0 

34 

—20 

13 

B 

13 

20 

F 

4.500 

55 

0 

10 

A 

14 

n 

F 

3,050 

63 

—S 

30 

A 

15 

69 

F 

5,200 

90 

-6 

29 

A 

1C 

74 

F 

1,000 

42 

0 

30 

B 

17J 

52 

F 

1,850 

10 

0 

5 

B 

18 

86 

F 

2,550 

44 

0 

24 

B 

19A 

45 

31 

1,340 

52 

0 

12 

B 

19B§ 

45 

31 

1,340 

52 


102 

B 

20 

52 

F 

2,500 

72 

0 

8 

B 

21 

82 

P 

3,525 

126 

0 

42 

A 

22 

68 

F 

2,000+ 

60 

0 

32 

A 

2311 
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1,800 

50 


7 

A 

25A 

66 

31 

10,100 

101 

: 

30 

B 

2513 

66 

31 

10,100 

101 

... 

53 

A 

20 li 




... 



A 

27 

60 

31 

11,000 

60 

0 

11 

A 


* Negative figures indicate number of days medication was discon¬ 
tinued prior to appearance of jaundice, 
f A=autopsy; B=biopsy. 
t This patient died subsequently, 

§ Repent biopsy; jaundice had disappeared. 

I] Data not available. 


was performed several months later, was omitted 
since hepatitis was not evident in the specimen 
examined. Hematoxylin-eosin stains and, in addi¬ 
tion, where possible, reticulum impregnations and 
chromotrope/aniline blue stains were used to study 
the sections. 

Results 

The cases studied by either biopsy or autopsy can 
be divided, from the morphologic viewpoint, into 
several groups. 

Biopsy Specimens—The study of biopsy speci¬ 
mens resulted in a division of tlie cases into two 
main groups. 

Severe Spott)' Necrotic Hepatitis (Cases 9,11,12, 
16, 17, and 19A): The liver cell plates were inter¬ 
rupted throughout tlie lobule by necrosis of single 
cells or small groups of liver cells which were re¬ 
placed by aggregations of histiocytes and lympho- 
cj-tes with a varj'ing admixture of segmented leuko¬ 
cytes, some of which were eosinophilic (fig. lA). 
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The persisting liver cells varied greatly in size and 
staining qualities. Some were conspicuously en¬ 
larged and their cytoplasm was rarefied (ballooned 
cells); others were smaller and exhibited,a dense 
cytoplasm, while a third type of cell had strongly 
acidophilic cytoplasm and a pyknotic or broken 
nucleus. These cells were often expelled from the 
liver cell plate and were seen as refractile globules 
in the tissue spaces (acidophilic bodies) (fig. IB). 

Other liver cells showed conspicuous evidence of 
regeneration. The variation in the appearance of 
the cells in the same area was the outstanding 
feature of the process. The Kupffer cells were 
mobilized and contained, as did intralobular mac¬ 
rophages, much brown lipofuscin pigment, appar¬ 
ently derived from liver cell breakdown. The sinus- 



Fig. 1.—Pliotomicrographs of liver biopsy specimens ^ 
patients who developed jaundiee after intake of iproniazid 
(liemato.sylin and eosin stain). A (case 12), acute spotty 
necrotic hepatitis with severe interstitial and portal inflam¬ 
mation and regeneration of individual cells (120X )- 
aeidophilie body lying in tissue space containing pyknotic 
nucleus (arrow) (400x )• C, interstitial accumulation ot 
lympliocytes and macrophages containing lipofuscin <yound 
liver cells varying greatly in appearance and bordering on 
bile plugs in bile capillary (arrow) (240x )• 


oids were dilated in places but more often they 
were obstructed by protein debris intermixed with 
exudate cells. Many bile canaliculi were dilated 
and contained bile plugs (fig. 1C). Extracellular bile 
droplets were also seen. The thickened wall of the 
Central vein frequently harbored similar exudate 
cells. The enlarged and edematous portal tracts 
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i'.\l)il)ite(l cxviclute ccIls-iiK-IiKling lipofn.sein jiiul 
l)i!e pigment carrying macrophages. The borders of 
the portal tracts were obscured by proliferation of 
(luctnles, some of whicli contained bile plugs and 
exudate cells in their irregularly widened lumens. 
TIic duration of jaundice up to the time of biop.sy 
varied in these cases from 5 to 30 days. In one 
instance a second hiopsx' after subsidence of jaun¬ 
dice (case 19B) revealed only portal and ])cri|)ortal 
proliferation of ductules surrounded by fibrosis and 
exudate cells. 

Severe Spotty Necrotic Hepatitis with Extensive 
Necrosis (cases 7, 20, and 25A); Exten.si\*e areas of 
necrosis were seen in addition to the changes de¬ 
scribed ahox'c. Particularly in the centrolobular 
zone, liver cells had disappeared from large con¬ 
tiguous areas, and the stroma xvas collajised around 
the persisting mesenchymal elements (fig. 2A). In 
one patient (case 25A) who subsequently died with 
subacute hepatitis, the collapse involved whole 
lobules, the outlines of which were marked by 
periportal ductular proliferations. The accentuated 
liver cell breakdomi w-as indicated in all these cases 
by a very heavy accumulation of lipofuscin both 
in the KupfFer cells and the macrophages. The jaun¬ 
dice had sot in 8 to .30 days before the biopsv was 
done. 

In one instance of mild spotty necrotic hepatitis 
(case 8), the lesions were similar to those in the first 
group except that the hepatocellular degeneration, 
necrosis, and inflammatorx' reaction were far less 
severe, although the jaundice was of similar dura¬ 
tion. In a subsiding hepatitis (case 5), cellular de¬ 
generation and inflammatory lesions in the paren¬ 
chyma were subdued, while the portal tracts still 
showed the same pathological picture described 
above. Lipofuscin pigmentation of the Kupffer cells 
and regenerators' processes of the liver cells were 
conspicuous. The total dose of iproniazid adminis¬ 
tered was the smallest and the duration of therapy' 
the shortest in the entire group. Howex-er, this pa¬ 
tient had been exposed to cases of jaundice, proba¬ 
bly of infectious origin. This raises the question as 
to whether this patient might not have had infec¬ 
tious hepatitis. 

In a case of subacute hepatitis (case 18), the cen¬ 
trolobular zone e.xhibited severe bile stasis, hepato¬ 
cellular degeneration, and necrosis (fig. 2B), xvhile 
in the intermediate zone regeneration with multi- 
nucleated giant cells and acidophilic bodies were 
noted. The portal tracts contained cellular exudate 
and were fibrotic and connected with each otlier 
producing perilobular fibrosis. The patient had be¬ 
come jaundiced only 24 days before the biopsy was 
performed. 

Autopsij Specimens.-A study of autopsy speci- 
mens resulted in a division of the cases into two 
main groups. 


atS Hno macrophages, both of which 

toniamtc hpofusem and occasionally bile piement 
I hose cells were interspersed to a varyin^degTee 
u'llh lymphocytes, plasma cells, and neutrophnie 
and eosmoph.hc .segmented leukocytes (fig 3A) 
The rcticulmn framework itself was intacf even 
where clo.scly approximated. Fragments of the pre¬ 
existing lobules revealed liver cell plates with dense 



(hematoxylin and eosin S. VtcL 2^ 
necrotic hepatiti.s witli extensive centrolohnllv 

B T ‘‘"r”?'”'' T™'" w 

B, (case 18), subacute Iiepatitis with hilf» ejor* ^ j ^ ^ 
tral vein which exhibits inllainmatorv infii'trof- 
{straight arrow). Perilohnlar fiWsh 
nects porta! tracts (63X ). ^ arrow) con- 

firt-free cytoplasm. Occasionally, beginning regener¬ 
ation was indicated by formation of liver LllSaSs 
which were several cells tliick. On the border Sf £ 
preserved parts of the parenchyma, the liver cells 
disintegrated completely, passing through a stage of 
heavy vacuolization apparently produced brfat 
deposition; acidophilic bodies were also present 
T^lie acuity of the process was indicated bv the 
absence of liver cell breakdown products. 
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Toward the periphery of the lobules many bile 
ductules, arranged in cords and plates, were lined 
by irregular epitlielial cells which sometimes piled 
up, formed giant cells, and seemed to be derived 
from liver cells. The lumens of the ductules con- 



Fig. 3.—Photomicrographs of liver autopsy specimens of 
patients who developed jaundice after intake of iproniazid. 
A (case 3), fulminant type of massive necrotic hepatitis; 
collapse and accumulation of red blood cells in central and 
intermediar}' zone around hepatic vein branch e.\]iibiting in¬ 
flammatory infiltration (arrow), tlie periphery of the lobule 
marked by ductular proliferations (40x )• B, proliferated 
ductules and scavenger cells (straight arrow) as well as 
vacuolated degenerating liver cells (curved arrow) (240x )• 

tallied bile casts and protein-rich e.xudate inter- 
mi.xed with segmented leukocytes which, with other 
inflammatory cells, also accumulated around the 
ductules (fig. 3B). These ductular structures indi¬ 
cated the border of the otherwise deepithelialized, 
collapsed “ghost” lobules. Their center frequently 
e.xhibited a thickened hepatic vein branch infil¬ 
trated by e.xudate cells. This apparently fulminant 
tj'pe of hepatic necrosis was obsen'ed after 10 to 12 
days of jaundice. 

Subacute Hepatitis unth Massive and Submassive 
Collapse (cases 2, 14, 15, 21, 22, and 25B); The 
lobular architecture, although basically almost al¬ 
ways intact, was obscured by degeneration and 
necrosis, collapse, and regeneration. In the degen¬ 
erated areas, the cytoplasm of the liver cells was 
irregular, clumped, bile-pigmented, and vacuolated. 
Acidophilic bodies were seen in some instances, and 
the mesenchymal response in three of these cases 


resembled somewhat that seen around the areas ol 
spotty necrosis in the biopsy material. However, tin 
degree of the inflammatory reaction was remark¬ 
ably less than in comparable biopsy material. The 
accumulation of lipofuscin pigment was of equa 
degree. The collapsed areas usually involved the 
central zones as well as the immediate periporta 
area of the parenehyma. 

In addition, slits of collapsed parenchyma pro 
duced septums linking central zones with eacl 
other as well as with portal tracts and dissectec. 
portions of the lobules (fig. 4). The collapse ap¬ 
peared recent since the wavy collagenous mem¬ 
branes of the collapsed zones in connective tissue 
stain were differentiated from the heavy connective 
tissue bundles of the preformed portal tracts. The 
isolated portions of the parenchyma exhibited con- 



Fig. 4 (case 21 ).—Photomicrograph of liver autopsy speci¬ 
men of patient who developed jaundice after intake of ipron¬ 
iazid. Subacute hepatitis e.xisted with submassive collapse, 
acute degeneration (straight arrow), and beginning nodular 
regeneration and bile stasis (curved arrow) (hematoxylin 
and eosin stain) (63 X ). 

spicuous regeneration, with giant cells and plates 
that were two or more cells thick in places where 
there was still degeneration and necrosis as well as 
bile stasis. In some of these nodules, the liver cell 
plates were rearranged concentrically to present tlie 
typical regenerative nodules of cirrhosis. Bile duc¬ 
tules often eonnecting with liver cells were just as 
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prevalent as in tlic acute group, rretpiontly llicir 
1 lumens appeared dilated by large dense inicro- 
■ ralcnli, and, in two instances, bile infarcts were 
' csent. The nodular transformation of the paren- 
iMua represented transition into early postnecrotic 
rrhosis, but in most instances broad areas of acute 
assive collapse were still present. Jaundice bad 
}cn present from 17 to 53 das’s. 

Two cases (eases 4 and 23), which were of 
shorter duration, presented a transition between 
both groups. In these specimens necrosis and col¬ 
lapse were observed in the ccntrolohular and peri- 
iwrtal areas, while spotty necrotic changes were 
seen in the remainder of the parenchyma. 


The results of some hepatic tests are available in 
25 of the 27 ])aticnts (tabh; 2). 'file total serum 
bilirubin level was elevated in all patients for 
whom findings were reported. In 11 of flic fatal 
cases and in 5 of the nonfatal eases, the bilirubin 
values exceeded 15 mg. per 100 ml. of serum close 
to the time at which specimens for pathological 
examination were obtained. In one instance (ease 2) 
the bilirubin value 10 days before death of the 
patient was almost three times that recorded pre- 
tcrminally. In five other fatal instances (cases 1, 3, 
10, 13, and 25), bilirubin levels rose progre.ssively. 
In five nonfatal case.s (5, 7, 12, 16, and 19) records 
are available of the return of bilirubin levels, as 


'rAin.i: H.—nrsiills of llrpiilic Tests Done Close to Time of Tlioitsu or Dentil 
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* A = mitopsy: H = 

^ D.U.= BodansVy Units; K.A.U. = KlnK-Annstronir Units; S.J.U. = Shlnowiini-Joncs Units. 

♦ Direct rcmlUiK. 

S Th!« patient died subsequently. 

Data not nvnllnble. 


Clinical and Laboratory Findings 

The clinical manifestations of the four patients 
observed uniformly in one institution and of the 
patients on whom pertinent information was ob¬ 
tained by questionnaires were those of diffuse 
parenchymal liver disease, mostly without fever. 
Hepatomegaly was present in a large number of 
cases. Sometimes the liver was tender and shrank 
in the preterminal period. To our knowledge, two 
of the patients studied by biopsy died subsequently 
(cases 17 and 25A). From the latter patient (case 
25B) an autopsy specimen was also obtained. 
Hepatic coma seemed to have been present in all 
fatal cases. 


well as of the abnormal findings in other hepatic 
tests, to normal as these patients recovered, except 
for prolonged elevation of sulfobromophtlialein 
retention in case 19. At least in one instance (case 
11) the bilirubin value remained above 20 mg. per 
100 ml. for one month. 

Cephalin flocculation was 3-f- or 4-{- in 12 of 17 
patients for whom values were reported. Tliymol 
turbidity, which was above 4 units in 16 of 20 
patients, exceeded 15 units in 5 instances. The 
serum activity of alkaline phosphatase was outside 
the normal range in 16 of the 20 patients in whom 
results were available. The values of transaminase 
which were reported for 15 patients were all ele- 
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vated with the exception of that in one patient 
(case 5), However, in one instance, the elevated 
transaminase value decreased to within normal 
limits at the time of the second biopsy (case 19B), 
In three patients (cases 2, 13, and 27) transaminase 
values dropped precipitously before death. One 
patient (case 18), with a very high transaminase 
value, was known to have had jaundice about 
seven years ago. Significant aberrations of red and 
white blood cell counts were not reported in any 
of the cases. 

Iproniazid Intake 

The total amounts of iproniazid administered to 
the individual patients ranged from 600 to 19,200 
mg. (table 1). In the fatal cases the average total 
dose, the average duration of medication, and the 
average daily dose per patient were 5,672 mg., 61.9 
days, and 106.7 mg. respectively. In the nonfatal 
cases the corresponding figures were 3,484 mg., 
47.4 days, and 80.5 mg. respectively. The difference 
in total iproniazid intake between fatal and non¬ 
fatal cases is statistically insignificant (p < 0.3). 

In most instances, iproniazid therapy was discon¬ 
tinued on the onset of jaundice, but in a few pa¬ 
tients drug administration was continued for a few 
days after the icterus had developed. Contrariwise, 
in one fatal case and in one nonfatal case, therapy 
was stopped 12 days and 20 days, respectively, 
prior to the development of jaundice. Moreover, 
one patient (case 4), who received an average daily 
dose of 102 mg. for 31 days, died, but another 
patient (case 8), who was given an average daily 
dose of 118 mg. for 102 days, survived. 

Comment 

The presented cases of fatal and nonfatal jaun¬ 
dice occurring after iproniazid therapy raise the 
following questions: 1. Are the hepatic lesions 
sufficiently uniform to indicate a single, well- 
defined disease process? 2. Mfiiat is the basic 
pathology? 3. What is the relation between struc¬ 
tural alterations of the liver and the clinical mani¬ 
festations? 4. Mffiat is the relation between the 
iproniazid dose and the severity of the hepatic 
lesions. 5. l\diat causal relationship between 
iproniazid administration and these lesions can be 
assumed? 

Wien jaundice develops after administration of 
a drug or during the course of a disease, pathologi¬ 
cal study frequently uncovers a variety of lesions, 
some of which appear not related to the drug or the 
disease in question but rather have coincidental 
causes, e. g., biliary tract disease. In contrast, the 
cases described here represent a uniform pathologi¬ 
cal process which varies only in the severity and 
duration of the lesions. No morphologic evidence 
of a preexisting liver disease was found. Features 
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predominant in the autopsy specimens were ob¬ 
served in the biopsy specimens and vice versa, sug¬ 
gesting transitional stages between fatal and non¬ 
fatal cases. Such stages are usually not as clear in 
other material of hepatitis. 

Basically, the lesion may be described as a diffuse 
hepatocellular injury xvith associated inflammator)' 
reaction and bile stasis. The lesion seems to proceed 
from single cell necrosis to diffuse necrosis with 
subsequent collapse of whole lobules, particularly 
in autopsy specimens. A submassive necrosis may 
leave parts of the parenchyma intact, which may 
undergo transformation into nodules. Then, features 
of cirrhosis, such as regenerative nodules and con¬ 
nective tissue septums linking portal tracts and 
central fields, become apparent, and, in a few cases, 
the diagnosis of active postnecrotic cirrhosis is 
justified. Because of the presence of relatively w'ell- 
preserved parenchyma, it would appear that in 
these instances the fatal hepatic failure may have 
been caused by cholestasis reflected in bile infarcts 
rather than by the loss of liver cells. 

The picture of the hepatitis as described above 
is dissimilar to that usually associated w’ith the 
exposure to chemicals and which is reproducible in 
animals.’ In such lesions, produced, for example, by 
carbon tetrachloride intoxication, one zone of the 
liver lobule is characteristically involved, and 
neighboring liver cells have a similar appearance. 
Such a picture is to be expected with a poison 
which has a metabolic effect and is uniformly dis¬ 
tributed through the blood stream. Moreover, in 
toxic hepatitis, fatty metamorphosis is usually 
prominent, large cell breakdown products are 
abundant, and the inflammatory response, if pres¬ 
ent, is subdued and mainly characterized by seg¬ 
mented leukocytes. 

In the cases under study, however, the diffuse 
distribution of the lesion and the conspicuous dif¬ 
ferences from cell to cell in the spotty necrotic 
stages would be more in keeping with an infectious 
process in which the causative agent grows at dif¬ 
ferent rates in various cells. Such changes are typi¬ 
cal, for instance, of the usual form of viral hepatitis. 
While viral hepatitis is not characterized by a 
single histological finding, a combination of several 
changes is taken as suggestive evidence for this 
disease.® Confirmation will be available w’hen 
etiological tests have been developed. 

The cases presented reveal all the pathological 
features of viral hepatitis listed in the classic de¬ 
scription of both the nonfatal spotty necrotic form 
and the fatal, usually massive necrotic form ’ of this 
disease. In this respect, the following findings in 
the material presented should be emphasized; the 
sparsity of breakdown products of hepatic cells in 
the necrosis; the early tendency of individual liver 
cells to regenerate; the mononuclear inflammatory 
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teaclion with frequent ndnu’xturo of eosinophils; 
and the conspicuous duclular proliferation and 
lipofascin deposition, as well as the presence of 
acidophilic bodies in 17 cases and of phlebitis of 
the hepatic vein branches in 16 instances. 

In keeping witi) tliesc morphologic observations, 
the clinical picture is also that of a dilfuse involve¬ 
ment of the hepatic parenchyma. Various gr.ada- 
fions of the process are obser\‘ed, iticluding fatal 
hepatic insufRciency characleriy.od by coma. Ex¬ 
amples of recovery as well as of chronicity have 
been snhslanliatcd histologically. Viral hepatitis is 
known to produce a great variety of clinical pic¬ 
tures" which makes it difficult to decide on clinical 
grounds whether s’iral hepatitis is present in a pa¬ 
tient with diffuse hepatic involvement. Several 
fe.atures in this series are not common in the usual 
ti'pe of riro) hcpulilis. First, Icwr was frequently 
.absent. Second, jaundice was, on the average, 
deeper than usually seen. Third, the histological 
.alterations in the biopsy specimens of the patients 
with jaundice after iproniazid administration were 
far more severe than in a random material of viral 
hepatitis, but this may be an incidental result of 
sampling. However, the histological altev.itions are 
.also more severe than would be expected from the 
clinical manifestations. Particularly, the collapse of 
contiguous parts of the parenchyma is not often 
ohsen'ed in biopsy specimens from patients with 
\iral hepatitis. Many clinicians arc hesitant to per¬ 
form liver biopsy in the irresence of such changas. 

Finally, the high incidence of fatalit>’, which 
often occurs wth a fulminant course, indicates a 
much higher mortalit)’ than in tlie usual type of 
'iral hepatiUs, particularly in younger age groups. 
The numerical relation of autopsy to biopsy speci¬ 
mens in this material does not reflect the actual 
mortalit}', because autopsy specimens are more 
readily available than biopsy specimens. However, 
it is a safe assumption that the mortality is many 
times higher tlian tliat in viral hepatitis which, in 
the United States, is between 0.5 to 1%.” 

The laboratory findings also support the concept 
of a diffuse disorder of the hepatic parenchyma in 
contrast to the hepatitis of the cholestatic type, such 
as may follow the administration of chlorproma- 
zine.' However, in contrast to tlie situation in usual 
cases of viral hepatitis, ceplialin flocculation is not 
quite as often abnormal and tire thymol turbidity 
is less frequently very high. This has been consid¬ 
ered characteristic of the serum type of hepatitis. 
The frequent absence of febrile manifestations as 
well as the greater severity of the disease process, 
including a higher mortality and a more rapid 
course, have been observedin some types of 
serum hepatitis, particularly when it occurs in 
elderly women. 


The information on the dosage of iproniazid used 
in the cases presented was obtained mainly by 
means of a questionnaire. Taking these data at their 
face value, it is evident tliat the average total drug 
intake and the average daily dose were greater and 
that the average duration of drug therapy was 
longer in the fatal than in the nonfatal cases. How¬ 
ever, the lack of statistical significance of these 
differences speaks against a definite relationship 
between the size of the daily dose and the duration 
of treatment with iproniazid on tire one hand and 
the severity and outcome of die hepatitis on the 
other. A similar situation seems to exist widi cin- 
chophen, the administration of which is also asso¬ 
ciated with a very low incidence of hepatic necrosis 
of higli mortality, without evidence of a relation¬ 
ship between dose and extent of lesion.” 

In an attempt to clarify the possible etiological 
relation between iproniazid administration and die 
hepatic lesions observed, several possibilities must 
be considered. First, the hepatic disease may be not 
caused by iproniazid but is rather coincidental and 
may, for instance, be a viral infection transmitted 
by a poorl}' sterilized needle used in the course of 
other therapeutic procedures. This has been thought 
to he a possibilit}' in die jaundice that occurs after 
administration of cincliophen.” However, it seems 
that the incidence of liver damage is much higher 
in these patients dian in patients who were treated 
with other drugs and may have received parenteral 
therapy. 

A second possibility is that iproniazid may pro¬ 
duce a toxic effect which is indistinguishable from 
viral hepatitis. Acute yellow atrophy, resembling 
viral hepatitis, has been reported in a very low 
incidence after the administration of other drugs, 
e. g., sulfonamides or zoxazolamine.” Thus, some 
drugs may produce occasionally the same metabolic 
changes as a virus, or both might elicit the same 
hyperergic reaction. 

Before the inability to differentiate pathologically 
viral and toxic hepatitis is conceded, a third possi¬ 
bility should at least be considered, namely, that 
iproniazid activates subclinical viral hepatitis, par¬ 
ticularly of the serum type (type SH or B). It is- 
conceivable that this drug would produce an active 
disease process in a carrier. In view of the relatively 
low incidence of hepatitis in patients, treated with 
iproniazid, it is apparent tliat not every carrier 
would develop jaundice if exposed to iproniazid. 
Further studies on the hepatitis associated with 
iproniazid therapy may throw new light on the 
mechanism of infection in viral hepatitis. 

Because of the clinical and pathological similarity 
between the jaundice that occurs after administra¬ 
tion of iproniazid and that which results from viral 
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doctors tr\' to limit themselves to those surgical 
procedures tliat are more consistent with their train¬ 
ing and experience. 

The following suggestions brought out by the 
tissue committee have been adopted by our hos¬ 
pitals: (1) a uniform code for the sterilization of 

Table 1.—Percentage of Pathological Findings in Appendec- 


Xo. Removed 

tomics in One Hospital 

% Pathological Xo. Removed ^ Pathological 

SO 

M 

19 

24 

:>i 

49 

18 

66 

46 

85 

IS 

55 

“7 

87 

15 

73 

*:8 

54 

13 

70 


4*0 

9 

77 

•*7 

(>6 

8 

m 

:-3 

69 

5 

SO 

22 

20 

8fi 

85 

5 

20 

patients in 

one of our 

hospitals, (2) the 

routine 


performance of proctoscopic or sigmoidoscopic 
examination prior to hemorrhoid operations, (3) the 
routine pathological examination of all tissues re¬ 
moved at operation except tonsils, and (4) the rou¬ 
tine performance of total h 5 'sterectomy rather than 
subtotal hysterectomy except in rare instances. The 
improvements brought out by the activity of the 
tissue committee have stimulated the staff at one 
hospital to appoint a medical audit committee and 
to hold a monthly death conference. 

Defects of Committee 

On the other hand, it is recognized that abuses 
can occur in the functioning of a tissue committee. 
Medicolegal hazards may possibly develop, and 
malpractice suits could be generated by the actions 
of the committee. It is our feeling that the record 
of its activities should not be preserved except in 
tabular form, thereby preventing the identification 
of the action of the tissue committee in any given 
case, and that use of specific names of staff members 
be avoided. This practice of not keeping identifiable 
records may not fully meet the requirements of the 
Joint Commission, but we hope they will recognize 
this legal implication and act accordingly. Physi¬ 
cians should be advised to be discreet and not to 
discuss the specific activities of the tissue commit¬ 
tee among themselves in the presence of curious 
hospital personnel, since this might lead to misun¬ 
derstanding and malicious gossip. 


close to each other and do not like to criticize the 
work of others. In such instances, it is suggested 
that doctors from other hospitals be asked to sene 
on the tissue committee. 

Some small hospitals do not have pathologists on 
their staffs. A pafiiologist is not indispensable, al¬ 
though his findings usually are a definite aid. Most 
physicians accept the findings of the tissue com¬ 
mittee with dignity. Many have been heard to say 
that they learn more from these reports and dis¬ 
cussions than from any other one meeting that they 
attend. 

Statistical Data 

The following statistical data demonstrate some 
of the problems and results encountered in our 
program. From 1953 to 1957, a total of 219 gall¬ 
bladders were removed in one of our hospitals. Of 
these, 185 (85%) were pathological. Improvement 
is needed here, but without the work of the tissue 
committee we would not have known it. In another 
hospital 95 gallbladders were removed in the same 
period. Of these, 92% were found to be pathological. 

The appendectomies done in a hospital always 
seem to reflect in some manner the surgery being 
done. In 1956 in one hospital 107 appendectomies 
were performed; 70 (66%) were pathological. In 
another hospital 111 appendectomies were done; 
72 (65%) were pathological. In a third hospital 153 
appendectomies were performed; 126 (82%) were 
pathological. Table 1 gives records kept in one 
hospital for physicians who did five or more appen¬ 
dectomies from 1954 to 1957. The appendix was 
judged pathological if any type disease was found 
by the pathologist. 

In the field of pelvic surgery, in one hospital 41 
suspensions were performed in 1951, 25 in 1952, 
30 in 1953, 14 in 1954, and 10 in 1955. At another 
hospital 36 suspensions were performed in 1950 
and only 4 in 1956. The following table shows the 
decline in subtotal hysterectomies performed. 

Since the records in our hospitals prior to the 
formation of the tissue committees are not ade¬ 
quate, many true relationships cannot be shown. 
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Give (lie tissue couimillee cxeculix’e power. 2. TJ)e 
tissue committee slioukl he eoniposeil of doctors 
who liiivo proper truiuiug mul/or experimicc, and 
who are williu}' to actively work on (lie committee 
in ail ali.solutely unbiased manner. 2. Full surgical 
privileges slioidd not be granted to inadequately 
trained and inadequately experienced physicians; 
every staff member .should be granted privileges 
according to in’s demonstrated competence regard¬ 
less of the certificates he may hold. 4. Similar com¬ 
mittees should be formed in other departments, 


such as medicine and obstetrics. 5. Local control 
of the prach'ce of medicine and surgery is far better 
than control from Washington, Chicago, or else¬ 
where. 6. If no pathologist is available, the tissue 
committee .should function just as effectively. 7. If 
the staff is too small to have an effective committee, 
neighboring doctors should be asked to serve on 
such a committee. It is obvious that the work of tlie 
tissue committee in hospitals has improved the 
quality of patient care. 

427 W. Oak St. (Dr. Henley). 




EFFECT OF AIR FLOW RESISTANCE ON VENTILATION 
AND RESPIRATORY MUSCLE ACTIVITY 

B. Raymond Fink, M.D., Shih-Hsun Ngai, M.D. 
nnd 

Duncan A. Holaday, M.D., New York 


Although there is general agreement that in¬ 
creased resistance to air flow has an adverse effect 
on ventilation, there have been very few quantita¬ 
tive studies of this subject. Recenth' it was re¬ 
ported ’ tliat in man an added airway resistance 
maintained for five minutes caused a reduction in 
pulmonary' ventilation and a rise in alveolar carbon 
dioxide tension. The object of the present study' 
was to measure the effect of air flow resistance on 
ventilation and diaphragmatic muscular activity. 
Tlie influence of anesthetic agents on the response to 
increased airxvay resistance was also investigated. 

Method 

Studies were made on decerebrate cats in order 
to obtain continuous obserx'ation of the unanes¬ 
thetized and anesthetized states. Decerebrab'on 
was performed at midcollicular level during dietliyl 
ether anesthesia. Measurements were made one 
hour or more after the completion of decerebration, 
at which time the preparation was stable and most 
of the ether eliminated. Control observations were 
made while tlie animals breathed room air. Nitrous 
oxide-oxygen or diethyl ether oxygen mixture was 
introduced through a non-rebreathing valve. Pento¬ 
barbital sodium in divided doses was administered 
intravenously. 

From Ihe Department of Anesthesiology. Columbia Universi^ Col¬ 
lege of Physicians and Surgeons, and the Anesthesiology Serrjce, 
Presbyterian Hospital. 

Bead before the Section on Aneslliesiology at the 107* Annual 
Meeting of the American Medical Association. San Francisco, June 
26, 1958, 


As measured in decerebrate cats, inspira¬ 
tory air flow resistance initially reduces the 
tidal volume and frequency of respiration. The 
reduction in tidal volume is aggravated by 
pentobarbital, nitrous oxide, or ether. If the 
flow resistance persists, there is a gradual 
recovery In the volume of ventilation, but even 
in the unanestbetized state this is not complete 
at the end of five minutes. Ventilation is re¬ 
duced with increased airway resistance in 
spite of augmented muscular activity. The re¬ 
duction of ventilation is proportional to the 
magnitude of the resistance. 


Recordings were made with the use of five 
channels of an eight-channel cathode-ray oscillo¬ 
graph. The tidal volume was measured witli a 
small animal pneumotachograph and displayed on 
one channel of the recorder, the output of which 
was integrated electronically', with use of a second 
channel. The airway pressure was obtained with a 
strain-gauge transducer. Tlie action potentials of 
tlie diaphragm from two monopolar electrodes in¬ 
serted through the ninth intercostal space were 
amplified and recorded on the fourth channel. In 
addition, tlie electromyogram was integrated on the 
fifth channel, tlius providing an estimate of total 
electrical activity' as well as the frequency of dis- 
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doctors try to limit themselves to those surgical 
procedures that are more consistent with their train¬ 
ing and experienee. 

The following suggestions brought out by the 
tissue committee have been adopted by our hos¬ 
pitals: (1) a uniform code for the sterilization of 


Table 1.—Percentage of Pathological Findings in Appendec¬ 
tomies in One Hospital 


No. Removed 

% Pathological 

Xo. Removed % Pathological 
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51 

49 
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S7 
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70 

9 77 
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GG 
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•:3 

‘12 

69 

86 

0 SO 
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20 
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patients in 

one of our 

hospitals, (2) the routine 


performance of proctoscopic or sigmoidoscopic 
examination prior to hemorrhoid operations, (3) the 
routine pathologieal examination of all tissues re¬ 
moved at operation except tonsils, and (4) the rou¬ 
tine performance of total hysterectomy rather than 
subtotal hysterectomy except in rare instances. The 
improvements brought out by the activity of the 
tissue committee have stimulated the staff at one 
hospital to appoint a medical audit committee and 
to hold a montlily death conference. 

Defects of Committee ' 

On tlie other hand, it is recognized that abuses 
can occur in the functioning of a tissue committee. 
Medicolegal hazards may possibly develop, and 
malpractice suits could be generated by the actions 
of the committee. It is our feeling that the record 
of its activities should not be preserved except in 
tabular form, thereby preventing the identification 
of the action of the tissue committee in any given 
case, and that use of specific names of staff members 
be avoided. This practice of not keeping identifiable 
records may not fully meet the requirements of the 
loint Commission, but we hope they will recognize 
this legal implication and act accordingly. Physi¬ 
cians should be advised to be discreet and not to. 
discuss the specific activities of the tissue commit¬ 
tee among themselves in the presence of curious 
hospital personnel, since diis might lead to misun¬ 
derstanding and malicious gossip. 


close to each other and do not like to criticize the 
work of others. In such instances, it is suggested 
that doctors from other hospitals be asked to serve 
on the tissue committee. : 

Some small hospitals do not have pathologists oii 
their staffs. A pathologist is not indispensable, al¬ 
though his findings usually are a definite aid. Most 
physicians accept the findings of the tissue com¬ 
mittee with dignity. Many have been heard to say 
that they learn more from these reports and dis¬ 
cussions than from any other one meeting that they 
attend. 

Statistical Data 

The following statistical data demonstrate some 
of the problems and results encountered in our 
program. From 1953 to 1957, a total of 219 gall¬ 
bladders were removed in one of our hospitals. Of 
these, 185 (85%) were pathological. Improvement 
is needed here, but without the work of the tissue 
committee we would not have known it. In another 
hospital 95 gallbladders were removed in the same 
period. Of these, 92% were found to be pathological. 

The appendectomies done in a hospital always 
seem to reflect in some manner the surgery being 
done. In 1956 in one hospital 107 appendectomies 
were performed; 70 (66%) were pathological. In 
another hospital 111 appendectomies were done; 
72 (65%) were pathological. In a third hospital 153 
appendectomies were performed; 126 (82%) were 
pathological. Table 1 gives records kept in one 
hospital for physicians who did five or more appen¬ 
dectomies from 1954 to 1957. The appendix was 
judged pathological if any type disease was found 
by the pathologist. 

In the field of pelvic surgery, in one hospital 41 
suspensions were performed in 1951, 25 in 1952, 
30 in 1953, 14 in 1954, and 10 in 195k At another 
hospital 36 suspensions were performed in 1950 
and only 4 in 1956. The following table shows the 
decline in subtotal hysterectomies performed. 

Since the records in our hospitals prior to the 
formation of the tissue committees are not ade¬ 
quate, many true relationships cannot be shown. 

Table 2.—Hysterectomies Performed in Three Hospitals 

Hospitals 

A __ 

1 2 3 

T 951 * 1933'' 1931 ^ 1955 ' 1930 1930 


. 142 132 o3 61 111 230 

Subtotal . -g jj 25 jg 71 12 


Also, one of the hospitals is new and no prior rec¬ 
ords are available. Even so, improvement from a 
surgical standpoint can be seen. 
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Today most of the ho.spitals of the United States 
liave some type of a committee, generally known 
,ns tlic tissue committee, set up for the control and 
evaluation of the surgery being done in a hospital. 
It is a requirement of the Joint Commission on the 
Accreditation of Hospitals. The problems in large 
teaching hospitals and in the smaller open staff 
hospitals arc somewhat different. In this discussion 
we are referring mainly to the latter. We are work¬ 
ing in two hospitals of tin's tjirc: one has 150 beds 
and the otlicr 125 beds. It is onr purpose to try to 
point out some of the problems that confront such 
a committee in these hospitals because the com¬ 
mittees arc new and because they can do pioneer 
work if certain limitations arc noted. 

In the history of medicine, the control of itself 
for the benefit of others—the public—has always 
been paramount. In American medicine, the Ameri¬ 
can kledical Association, the Association of Medical 
Colleges, and the American College of Surgeons, as 
well as other bodies, ha\’e been the forces behind 
our self-control programs. Today hvo other organi¬ 
zations, the Joint Commission on the Accreditation 
of Hospitals and the American Academy of General 
Practice have joined in this endeavor, not only in 
surgery' but in all aspects of the practice of medi¬ 
cine. It is to be noted also that all of this work, all 
of this effort, has been exerted in order to control 
a small minority' of doctors. A few individuals al¬ 
though properly trained and experienced are in¬ 
clined to be unscrupulous. They require supervision 
and control on the part of conscientious colleagues. 

In our particular hospitals the tissue committee 
is composed of the pathologist, tire only continuing 
member, and three other members of the staff, who 
serve for a period of one year and are appointed 
by the chief of staff. Our open staff hospitals admit 
members of the county' medical society to practice 
in the hospitals and therefore we have all types of 
physicians with all types of training and experience. 

Our tissue committee functions in an advisory 
capacity only and has no executive powers. Deci¬ 
sions are based on the facts presented by the entire 
case in question. Neither a pathological ratio nor 
a strict auditing method is used as the sole criterion 
for decisions. It does not investigate all cases; for 
example, the orthopedic cases have not been in¬ 
vestigated. It checks the cases where tissue has 
been submitted for examination. The research may 

Read before the Section on General Practice at the 107th Annual 
Meeting of the American Siedical Association, San Francisco, Tune 26, 
1938. 


A tissue committee is a group of physicians 
chosen within a hospital to review the histories 
of patients from whom tissues have been re¬ 
moved surgically; its purpose is to give an 
opinion on the correctness of the diagnosis 
and treatment. Data show that in the past 
there has been a marked diversity of practice 
among surgeons, with a lack of demonstrable 
abnormality in more thon half of the appen¬ 
dixes removed by some surgeons. Since the 
formation of tissue committees, many improve¬ 
ments hove been noted in the thoroughness of 
physical examinations, frequency of consulta¬ 
tion, quality of operation, and preoperative 
and postoperative care. There has been a de¬ 
crease in the frequency of subtotal hysterec¬ 
tomies, suspensoons of the uterus, ill-advised 
appendectomies, and other dubious, need¬ 
less, or explorotory operations. The tissue 
committee is a device that has defects and 
dongers; but when mode up of qualified, con¬ 
scientious, and tactful physicians and properly 
organized with respect to the hospital, it has 
contributed greatly to the improvement of 
patient core. 


show that, in the opinion of the tissue committee, 
certain diagnoses are not justified and why'. It also 
brings up cases for open discussion at an executive 
meeting of tlie staff. Its findings are kept confi¬ 
dential, in that only' members of tlie committee and 
the staff members are present at the discussions. 
Any doctor who has a case up for discussion is 
notified 24 hours in advance. The committee reports 
once a month to the staff meeting. 

Since the formation of the tissue committees in 
our hospitals there have been many improvements 
noted in surgery, such as better records, better 
preoperative and postoperative care, more consul¬ 
tations, less doubtful and needless surgery, better 
examination of patients, and a fewer number of 
so-called exploratory operations. It is difficult for 
any doctor to exploit, during surgical exploration, 
the female pelvis, the gall-bladder, or the appendix 
or to do any questionable surgery xvithout its being 
kno^vn by Ae tissue committee, who would call his 
attention to it. It is also noted that most of the 
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hepatitis, it is readily understood why a causal 
relation between drug therapy and hepatic injury 
was not suspected until a considerable number of 
cases had occurred. 

Whate\'er the mechanism, the fact that jaundice 
and diffuse hepatic injur)', usually of great severity, 
occur in a small number of patients treated with 
iproniazid must be taken into account when pre¬ 
scribing this drug and in\'ites, just as M'ith other 
potent drugs, careful evaluation of the limitations, 
indications, and contraindications of iproniazid. 
Periodic checking by sensitive hepatic tests might 
reduce the risk. 

Summary 

A histological study was made of 13 biopsy speci¬ 
mens and 16 autopsy specimens of livers whicli 
were obtained in a nationwide collection from 27 
patients who had developed jaundice after the 
administration of iproniazid (Marsilid) phosphate. 
The findings were correlated with the clinical mani¬ 
festations of the hepatic disease and the dose of 
drug administered. The pathological picture was 
that of a diffuse hepatic parenchymal disease which 
ranged from a spott)' necrosis of single cells to a 
diffuse massive necrosis and collapse, both asso¬ 
ciated with inflammatory infiltration. Tendency to 
transition into postnecrotic cirrhosis was apparent. 
The morphologic alterations were those considered 
characteristic of viral liepatitis. Histological evi¬ 
dence of preexisting liver disease was absent. Also, 
the clinical manifestations were those of a diffuse 
parenchymal involvement of the liver, but, in con¬ 
trast to the usual cases of viral hepatitis, fever was 
frequently absent, the anatomic lesions were more 
severe than would be expected from the clinical 
picture, the jaundice was deeper, the process as a 
whole u'as more vimlent, the mortality was higher, 
and the serum protein reactions were not as often 
altered. 

A relationship between the dosage of iproniazid 
and the extent of the lesion was not evident, and 
jaundice appeared as late as 20 days after the ces¬ 
sation of therapy. The role which iproniazid may 
play in producing hepatic lesions is not clear; this 
is also true of other drugs such as cinchophen. The 
possibilities have to be considered that drugs such 
as iproniazid and others may produce morphologic 
changes previously considered characteristic of viral 
hepatitis in a low incidence or tliat these drugs 
may acti^'ate an e.xisting subclinical vital hepatitis, 
e. g., in a carrier of serum hepatitis, ^^^latever the 
causal relation, tlie possible occurrence of severe 
hepatic damage swth a deceptively less severe 
clinical picture but xHth a high mortality should be 


kept in mind when iproniazid is administered and 
should be weighed against its definite usefulness in 
patients with disabling depressions. 

Mt. Sinai Hospital, Fifth Avenue and 100th Street (29), 

This study was supported by the Jacqueline Armour Me¬ 
morial Fund for the Study of Hepatic Disease, the Mount 
Sinai Hospital, New Y'ork. 

Drs. Leo A. Pirk and Robert Dixon of the department of 
clinical investigation of Hoffmann-LaRoche, Inc., Nutley, 
N. J., made available for this study all pathological material 
collected by them as well as the pertinent information at 
their disposal. Clinicians and pathologists from many parts of 
the United States contributed findings and specimens. 
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Today most of the ho.spitals of the United States 
liave sonic type of a committee, generally known 
as the tissue committee, set up for the control and 
emluation of the surgery being done in a hospital. 
It is a requirement of the Joint Commission on the 
Accreditation of Hospitals. Tlie problems in large 
teaching hospitals and in the smaller open stall 
hospitals arc somewhat different. In this discussion 
we arc referring mainly to the latter. We arc work¬ 
ing in hvo hospitals of this type: one has 150 beds 
and the other 125 beds. It is our purpose to try to 
point out some of the problems that confront such 
a committee in these hospitals because the com¬ 
mittees are new and because they can do jiioneer 
work if certain limitations are noted. 

In the history of medicine, the control of itself 
for the benefit of others—the public—has always 
been paramount. In American medicine, the Ameri¬ 
can Medical Association, the Association of Medical 
Colleges, and the American College of Surgeons, as 
ivell as other bodies, have been the forces behind 
our self-control programs. Today two other organi¬ 
zations, the Joint Commission on the Accreditation 
of Hospitals and the American Academy of General 
Practice have joined in this endeavor, not only in 
surgers' but in all aspects of the piractice of medi¬ 
cine. It is to be noted also that all of this work, all 
of this effort, has been exerted in order to control 
a small minority of doctors. A few individuals al-- 
tliough properly trained and experienced are in¬ 
clined to be unscrupulous. They require supervision 
and control on the part of conscientious colleagues. 

In our particular hospitals the tissue committee 
is composed of the pathologist, the only continuing 
member, and three other members of the staff, who 
serve for a period of one year and are appointed 
by the chief of staff. Our open staff hospitals admit 
members of the county medical society to practice 
in the hospitals and therefore we have all types of 
physicians with all types of training and experience. 

Our tissue committee functions in an advisory' 
capacity only and has no executive powers. Deci¬ 
sions are based on the facts presented by the entire 
case in question. Neither a pathological ratio nor 
a strict auditing method is used as the sole criterion 
for decisions. It does not investigate all cases; for 
example, the orthopedic cases have not been in¬ 
vestigated. It checks the cases where tissue has 
been submitted for examination. The research may 

Read before the Section on General Practice at the 107th Annual 
Meeting of the American Medical Association, San Francisco, June 26, 
1958. 


A tissue committee is a group of physicians 
chosen within a hospital to review the histories 
of patients from whom tissues have been re¬ 
moved surgically; its purpose is to give an 
opinion on the correctness of the diagnosis 
and treatment. Data show that in the past 
there has been a marked diversity of practice 
among surgeons, with a lack of demonstrable 
abnormality in more than half of the appen¬ 
dixes removed by some surgeons. Since the 
formation of tissue committees, many improve¬ 
ments have been noted in the thoroughness of 
physical examinations, frequency of consulta¬ 
tion, quality of operation, and preoperative 
and postoperative care. There has been a de¬ 
crease in the frequency of subtotal hysterec¬ 
tomies, suspensoons of the uterus, ill-advised 
appendectomies, and other dubious, need¬ 
less, or exploratory operations. The tissue 
committee is a device that has defects and 
dangers; but when made up of qualified, con¬ 
scientious, and tactful physicians and properly 
organized with respect to the hospital, it has 
contributed greatly to the improvement of 
patient care. 


show that, in the opinion of the tissue committee, 
certain diagnoses are not justified and why. It also 
brings up cases for open discussion at an executive 
meeting of the staff. Its findings are kept confi¬ 
dential, in that only members of the committee and 
the staff members are present at the discussions. 
Any doctor who has a case up for discussion is 
notified 24 hours in advance. The committee reports 
once a month to the staff meeting. 

Since the formation of the tissue committees in 
our hospitals there have been many improvements 
noted in surgery, such as better records, better 
preoperative and postoperative care, more consul¬ 
tations, less doubtful and needless surgery, better 
examination of patients, and a fewer number of 
so-called exploratory operations. It is difficult for 
any doctor to exploit, during surgical exploration, 
the female pelvis, the gall-bladder, or the appendix 
or to do any questionable surgery xvithout its being 
known by the tissue committee, who would call his 
attention to it. It is also noted that most of the 
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doctors try to limit themselves to those surgical 
procedures tliat are more consistent with their train¬ 
ing and experience. 

The following suggestions brought out by the 
tissue committee have been adopted by our hos¬ 
pitals: (1) a uniform code for the sterilization of 

T.'ible 1.—Percentage of Pathological Findings in Appendec- 



tomies in One Hospital 


Xo. Removed 

% Pathological 

No. Removed 7o Pathological 

S9 

54 

19 

24 

51 

49 

18 

60 

46 

85 

18 

55 

37 

87 

15 

73 

28 

54 

13 

70 

28 

70 

9 

77 

•'7 

66 

S 

63 

23 

G9 

5 

80 

22 

86 

5 

20 

20 

85 



patients in 

one of our 

hospitals, (2) the 

mu fine 


performance of proctoscopic or sigmoidoscopic 
examination prior to hemorrhoid operations, (3) the 
routine pathological examination of all tissues re¬ 
moved at operation except tonsils, and (4) the rou¬ 
tine performance of total hysterectomy rather than 
subtotal hysterectomy except in rare instances. The 
improvements brought out by the activity of the 
tissue committee have stimulated the staff at one 
hospital to appoint a medical audit committee and 
to hold a monthly death conference. 

Defects of Committee 

On the other hand, it is recognized that abuses 
can occur in the functioning of a tissue committee. 
Medicolegal hazards may possibly develop, and 
malpractice suits could be generated by the actions 
of the committee. It is our feeling that the record 
of its activities should not be preserved except in 
tabular form, thereby preventing the identification 
of the action of the tissue committee in any given 
case, and that use of specific names of staff members 
be avoided. This practice of not keeping identifiable 
records may not fully meet the requirements of the 
Joint Commission, but we hope they will recognize 
this legal implication and act accordingly. Physi¬ 
cians should be advised to be discreet and not to 
discuss the specific activities of the tissue commit¬ 
tee among themselves in the presence of curious 
hospital personnel, since this might lead to misun¬ 
derstanding and malicious gossip. 

Another point to recognize is that the activities 
of the tissue committee may make a too conscien¬ 
tious doctor fail to use his better judgment at times. 
It may lead to undue procrastination, as in cases 
of surgical abdomens. Some doctors will not accept 
criticism and insist on their individual rights to 
practice medicine as they see fit. Some defy the 
tissue committee and others try too hard to please. 
Some abuse it by defending other doctors when 
they definitely, need criticism. In small hospitals 
with few doctors on the staff, the doctors are very 


close to each other and do not like to criticize the 
work of others. In such instances, it is suggested 
that doctors from other hospitals be asked to serve 
on the tissue committee. 

Some small hospitals do not have pathologists on 
their staffs. A pathologist is not indispensable, al¬ 
though his findings usually are a definite aid. Most 
physicians accept the findings of the tissue com¬ 
mittee with dignity. Many have been heard to say 
that they learn more from these reports and dis¬ 
cussions than from any other one meeting that they 
attend. 

Statistical Data 

The following statistical data demonstrate some 
of the problems and results encountered in our 
program. From 1953 to 1957, a total of 219, gall¬ 
bladders were removed in one of our hospitals. Of 
these, 185 (85%) were pathological. Improvement 
is needed here, but without the work of the tissue 
committee we would not have known it. In another 
hospital 95 gallbladders were removed in the same 
period. Of these, 92% were found to be pathological. 

The appendectomies done in a hospital always 
seem to reflect in some manner the surgery being 
done. In 1956 in one hospital 107 appendectomies 
were performed; 70 (66%) were pathological. In 
another hospital 111 appendectomies were done; 
72 (65%) were pathological. In a third hospital 153 
appendectomies were performed; 126 (82%) were 
pathological. Table 1 gives records kept in one 
hospital for physicians who did five or more appen¬ 
dectomies from 1954 to 1957. The appendix was 
judged pathological if any type disease was found 
by the pathologist. 

In the field of pelvic surgery, in one hospital 41 
suspensions were performed in 1951, 25 in 1952, 
30 in 1953, 14 in 1954, and 10 in 1955. At another 
hospital 36 suspensions were performed in 1950 
and only 4 in 1956. The following table shows the 
decline in subtotal hysterectomies performed. 

Since the records in our hospitals prior to tlie 
formation of the tissue committees are not ade¬ 
quate, many true relationships cannot be shown. 

Table 2.—Hijstcrectotnies Performed in Three Hospitals 

Hospitals 

' ^ o ~3 ’ 

^1951^ 1955^1951^1955' 1950 195G 


Total . 142 132 53 61 111 250 

Subtotal . 73 11 25 16 71 32 


Also, one of the hospitals is new and no prior rec¬ 
ords are available. Even so, improvement from a 
surgical standpoint can be seen. 

Comment 

It is our firm belief that the followng recom¬ 
mendations, if adopted, would further aid in de¬ 
veloping and maintaining high standards of surgery 
being done in our smaller open staff hospitals: 1. 
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GWc the tissue coinmitlop executive power. 2. The 
tissue couuuitlee sliouUl be composed of doctors 
will) luwc proper Iraiuiiij' aud/or experience, and 
who arc wilHus' to actively work on the committee 
in an .absolutely unbiased manner. 3. Full surgical 
privileges should not be granted to inadequately 
trained and inadequately experienced physicians; 
every stall member should be granted privileges 
according to his demonstrated competence regard¬ 
less of the certificates be may bold. *1. Similar com¬ 
mittees sbovdd be formed in other departments, 


such as medicine and obstetrics. 5. Local control 
of the practice of medicine and surgery is far better 
than control from Washington, Chicago, or else¬ 
where. 6. If no pathologist is available, the tissue 
eommittee .should function just as effectively. 7. If 
the staff is too small to have an effective committee, 
neighboring doctors should be asked to serve on 
.such a committee. It is obvious that the work of the 
tissue committee in hospitals has improved the 
quality of patient care. 

427 W. Oak St. {Dr. Henley). 




EFFECT OF AIR FLOW RESISTANCE ON VENTILATION 
AND RESPIRATORY MUSCLE ACTIVITY 

B. Raymond Fink, M.D., Shih-Hsiin Ngai, M.D. 

and 

Duncan A. Holaday, M.D., New York 


Altltough there is general agreement that in¬ 
creased resistance to air flow has an adverse effect 
on ventilation, there have been very few quantita¬ 
tive studies of this subject. Recently it was re¬ 
ported ' that in man an added airway resistance 
maintained for five minutes caused a reduction in 
pulinonar)' ventilation and a rise in ab’eolar carbon 
dioxide tension. The object of the present study 
was to measure the effect of air flow resistance on 
ventilation and diaphragmatic muscular activity'. 
The influence of anesthetic agents on the response to 
increased airxvay resistance was also investigated. 

Metliod 

Studies were made on decerebrate cats in order 
to obtain continuous observation of the unanes- 
tlietized and anesthetized states. Decerebration 
was performed at midcollicular level during diethyl 
ether anesthesia. Measurements were made one 
hour or more after the completion of decerebration, 
at which time the preparation was stable and most 
of the ether eliminated. Control observations were 
made while the animals breathed room air. Nitrous 
oxide-oxygen or diethyl ether oxygen mixture was 
introduced through a non-rebreathing valve. Pento¬ 
barbital sodium in divided doses was administered 
intravenously. 

From the Department of Anesthesiology, Columbia University Col- 
of Physicians and Surgeons, and the Anesthesiology Service, 
Presbyterian Hospital. 

Read before the Section on Anesthesiology at the 107th Annua! 
Meeting of the American Medical Association, San Francisco, June 
26. 1958. 


As measured in decerebrate cats, inspira¬ 
tory air flow resistance initially reduces the 
tidal volume and frequency of respiration. The 
reduction in tidal volume is aggravated by 
pentobarbital, nitrous oxide, or ether. If the 
flow resistance persists, there is a gradual 
recovery in the volume of ventilation, but even 
in the unanesthetized state this is not complete 
at the end of five minutes. Ventilation is re¬ 
duced with increased airway resistance in 
spite of augmented muscular activity. The re¬ 
duction of ventilation is proportional to the 
magnitude of the resistance. 


Recordings were made with the use of five 
channels of an eight-channel cathode-ray oscillo¬ 
graph. The tidal volume was measured with a 
small animal pneumotachograph and displayed on 
one channel of the recorder, the output of which 
was integrated electronically, with use of a second 
channel. The airway pressure was obtained with a 
strain-gauge transducer. The action potentials of 
the diaphragm from two monopolar electrodes in¬ 
serted through the ninth intercostal space were 
amplified and recorded on the fourth channel. In 
addition, the electromyogram was integrated on the 
fifth channel, thus providing an estimate of total 
electrical activity as well as the frequency of dis- 
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charge. It is knowTi that under specific conditions 
the integral of tire electromyogram is proportional 
to die tension developed by the muscle." In the 
ease of the diaphragm the present study suggests 
that the slope of die integral during inspiration 
indicates the intensity of the muscular activity re¬ 
quired for the observed flow of air. 



Fig. I (cat 27).—Actual record of normal respiration fol¬ 
lowed by one inspiration against added load of —8 cm. H;0 
in unanesthetized cat. Tidal volume is measured by vertical 
displacement of air flow integral. Electromyogram (EMG) 
shows prolongation of diaphragmatic contraction with appli¬ 
cation of resistance, and intensity, shown by .slope of electro¬ 
myogram Integral, increases until air flow begins, thereafter 
remaining steady (time lines=one second). 

Inspiratoi'y resistance to air flow was introduced 
by means of a vacuum-cleaner fan connected to 
the non-rebreathing valve through a three-way tap. 
Tlie diird limb of the tap led to room air or to the 
anesthetic reservoir. The speed of the fan was 
regulated by a variable transformer; the magnitude 
of the negative pressure generated was monitored 
with a water manometer. The negative pressure, 
when applied for single breaths by turning the 
three-way tap, constituted an accurately controlled 
inspiratory resistance. For tire study of continuous 
inspiratory resistance during inhalation anestliesia, 
the resistance consisted of an appropriately 
weighted inspiratory valve. This allowed continued 
inhalation of the anestlretic mixture so that the 
deptli of anestliesia would not be changed appre¬ 
ciably during the test period. 

Eighteen animals were studied and were divided 
into four groups. In groups 1, 2, and 3, graduated 
resistances in steps of 2 cm. HaO were applied for 
single breaths at one-minute intervals, before and 
after administration of anestheties, as follows: 
group 1 (five cats), pentobarbital sodium given 
intravenously in successive doses of 6 mg. per kilo¬ 
gram of body weight; group 2 (four cats), 80% 
concentration of nitrous oxide and 20% concentra¬ 
tion of o.xi’gen; and group 3 (four cats), three 
increasing concentrations of diethyl ether vapor in 
oxygen. Inhalation of these anesthetic mixtures was 
maintained for 30 minutes before any measurement 
was takeri-lso that a relatively steady state was ob¬ 


tained. The ether mixtures were obtained by appro¬ 
priate dilution of the outflow from a “copper kettle” 
at the observed temperature. The ether concentra¬ 
tion was estimated indirectly with a Pauling oxygen 
analyzer. In group 4 (five cats), continuous resist¬ 
ance to inspiration was applied for five minutes 
before and during anesthesia with pentobarbital or 
ether. Respiratory frequency, tidal volume, and 
diaphragmatic muscular activity were measured 
continuously. 

Results 

Unanesthetized State.—A typical example of the 
immediate response to increased inspiratory resist¬ 
ance is reproduced in figure 1. This is a record of 
two successive respirations: first, the control and, 
second, inspiration .against an added resistance of 
-8 cm. HoO. In the control breath, the duration of 
air flow corresponded almost exactly with the 
period of electrical discharge of the diaphragm and 
both integrals rose at a steady rate, indicating tliat 
the rate of air flow and the intensity of diaphrag¬ 
matic contraction remained constant throughout 
most of the inspiratory phase. In the second breath, 
the air flow volume was diminished and the air 
flow rate was reduced, as indicated by the height 
and slope of the integral. The onset of inspirator)' 
air flow was much delayed in respect to the mus¬ 
cular activity. Tlie diaphragmatic contraction was 
prolonged and increased in intensity, as evidenced 
by the steeper slope of the electromyographic 



Fig. 2.—Effect of inspiratory resistance on diaphragmatic 
activity. Voltage output of muscle increases approximately 
linearly with load; increased activity was not sufficient to 
maintain normal tidal volume. 

integral. When the response to a series of increas¬ 
ing air flow resistances was examined, the reduction 
in tidal volume was proportional to the added 
resistance, noUvithstanding a concomitant propor¬ 
tionate increase in diaphragmatic activity (fig- 2). 
The fact that the increased diaphragmatic activity 
occurred immediately on application of the resist- 
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aiico snggcsls thal lliis is a roilex plicnomcnon, 
probably ibvougb Ure I Icvin^-Bvouor sUclch reflex, 
since it was abolisiiecl liy bilateral N’agotoniy. 

When lire resislaiicc was inaintainecl conlimi- 
misly for five minutes, the iliapbragmatic activity 
increased in successive breaths over the first balf- 
mimitc. The tidal volume decreased iirilially ou 
application of resistance and recovered gradually 
during the five-minute period but never to the 
original level. 


Vt 



Fig. 3.—Effect of pentobarbital sodium on ventilation dur¬ 
ing inspiratory flow resistance. Ability to overcome flow re¬ 
sistance decreased as more drug was administered. 


Anesthetized State.—The effect of pentobarbital 
sodium on the immediate response to inspiratory 
resistance was as follows: The volume and rate of 
air flow against the added resistance were reduced 
to a greater extent as compared with those in the 
unanesthetized animal. The diaphragmatic contrac- 
h'on was prolonged but showed little increase in 
intensity. 

Application of a series of increasing inspiratory 
resistances caused a reduction in tidal volume pro¬ 
portional to the magnitude of the resistance (fig. 3), 
the decline occurring more rapidly with each addi¬ 
tional dose of pentobarbital. Thus, the fractional 


decrease in tidal volume produced by a given resist¬ 
ance was relatively greater as the anesthesia was 
deeper. In this respect, the effects of nitrous oxide 
and diethyl ether were without exception similar 
to those of pentobarbital, as shown in figure 4. 
Evidently, general anesthesia exaggerates the im- 

Vt 



LOAD CM HgO 


Fig. 4.—Effect of nitrous oxide on ventilation during in¬ 
spiratory flow resistance, showing depression of tidal volume 
by anesthesia. 


+ Pentob. iOmg/Kg REDUCTION 



Fig. 5.-Inspiratory resistance of —12 an. H-0 sustained 
for five minutes. During pentobarbital and dietliyl ether an¬ 
esthesia, depression of tidal volume by resistance was in¬ 
creased and recovery of minute volume delayed. 

pairment of ventilation caused by inspiratory air 
flow resistance, and this impairment becomes pro¬ 
gressively more pronounced as anesthesia deepens. 

The effect of pentobarbital and diethyl ether 
anesthesia on the adjustment to sustained inspira¬ 
tory resistance is shown in figure 5. The reduction 
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in minute volume was much greater after the ani¬ 
mals were anesthetized (see table). Tlie higher 
respirator^' rate with ether anesthesia apparently 
did not compensate for decreased tidal volume. 

Comment 

Relatively high resistances (6-15 cm. HoO) were 
used in tire sustained resistance e.vperiments in 
order to produce significant disturbances in a short 


Nitrous oxide is usually believed not to depress 
respiration,'’ although Seevers and Waters* have 
pointed out the dearth of quantitative obser\’ations 
concerning this gas and much of the early work 
on nitrous oxide anesthesia is vitiated by con¬ 
comitant hypoxia. In our experiments, all the cats 
anesthetized with 80% nitrous oxide-oxj'gen 
(group 2) showed a diminished ability to inspire 
against an added resistance applied for a single 


Effect on Ventilation of Inspiratory Resistance Maintained for Five Minutes 


Cut, Xo. 

Resistance, 
Load, 
Cm. H-0 

AucsthOfJia 

2.1 . 

—G 

Xonc 


2G. 

—12 

Pentobatbital, 10 mg./kg. 
Xone 

of body weight 

07 

—12 

Xone 


28. 

—12 

Pentobarbital, 10 mg./kg. 
Pentobarbital, 10 mg./kg. 
None 

of body weight 
of liody weight 

29. 

— l.'i 

Etber, 107o 

None 




Ether, 5% 



Respirations 

Ti<lal Volume* per Minute Minute Volume* 

-A--A--A- 


Before 

After 

Before 

After 

Before 

After 

Change, 

Loading 

Loading 

Loading 

Loading 

Loading 

Loading 


•■»•> 

22 

20.7 

18.7 

454 

414 

-8.8 

21 

19.3 

1C 

13.8 

33G ' 

200 

—21.7 


2 f> 

10.5 

12 

2 D8 

240 

—105 

18.» 

15 

12.4 

9.8 

210 

147 

-2S.S 

18 

20.5 

29.6 

29.5 

5.1.5 

480 

—lf).y 

18 

14 

29.5 

2.5.C 

5.30 

3.58 

—32.5 

17 

1.5 

29.4 

18 

328 

270 

—17.0 

13.7 

10 

22.7 

21.4 

3.)I 

214 

-39.0 

23 

24 

1.5 

ir 

345 

408 

-flg.O 

30 

2 G 

13.C 

11.7 

495 

30.5 

-385 


* In arbitrary units of I.o ml. 


period of time. Similar but less marked responses 
were produced with lower resistances, even with 
the low resistances of clinical anestliesia apparatus. 
Figure 6 shows the effect on respiratory muscle 
activity of connecting a Heidbrink circle machine 


CIRCLE 

CONNECTED 



Fig. 6.—Ninth intercostal muscle activity (luring nitrous 
o.ride-oxygen and tliiopental anesthesia in man. At signal, 
circle machine was reconnected to endotracheal tube, result¬ 
ing in increased fluctuations in intratracheal pressure {upper 
trace), as well as prolongation of expiratory activity, shown 
by greater rise of electromyographic (EMG) integral (bottom 
trace). Tliere is also slight prolongation of inspiratory dis¬ 
charge. 

to the endotracheal tube of a patient anesthetized 
with nitrous oxide-oxygen and thiopental. Expira¬ 
tory activity was increased, as shown by the rise 
of the electromyographic integral, and there was 
also a slight prolongation of inspiratory activity. 


breath. Arterial oxygen tensions were not measured, 
but, under tire conditions of the experiment, any 
hypoxia would have been due to depression of 
ventilation by the anesthetic, since . obstruction 
lasted for only one breath in each minute. The result 
would support the conclusion that nitrous oxide 
does, in fact, depress respiratory activity (fig. 4). 

The stimulatory effect of light ether anesAesia 
on ventilation was observed in all the cats in group 
3, chiefly as increased frequency of respiration, but, 
in spite of this stimulation, the animals’ ability to 
overcome an inspiratory resistance was impaired 
(fig. 5) and the impairment became greater \wtli 
each increase in the anesthetic vapor concentra¬ 
tion. 

From tliese experiments it appears that inspira¬ 
tory resistance initially reduces the tidal volume 
and frequency of respiration and that the reduction 
in tidal volume is aggravated by pentobarbital, 
nitrous oxide, or etirer anestlietic. If the flow 
resistance persists, there is a gradual recovery in 
the volume of ventilation, but even in the un¬ 
anesthetized state tliis is not complete at the end 
of five minutes. This agrees with tire findings of 
Zechman and co-workers ‘ in man. Furthermore, the 
recovery rate is much slower during pentobarbital 
or ether anesthesia, indicating that the animals 
compensatory mechanism was also disrupted to a 
certain extent. 

Summary 

The effect of added airway resistance on ventila¬ 
tion and respiratory muscular activity was studied 
in decerebrate cats before and during anesthesia. 
The ventilation was reduced with increased ainvay 
resistance in spite of augmented muscular activit}'. 
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Tlie rcdiiclion of voiUiliUion was proporlional lo llic 
ningniliulc of the resistance. General anesthesia 
with pentobarbital, nitrous o.viclc, and ether aggra- 
vatol this ventilatory disturbance; the impairment 
tenic progressively greater with deeper anes¬ 
thesia. 

630 W. 168th St. (32) (Dr. Fiak). 

Tliif stvuly was supiiorlwl l)y a j;rant from the National 
Inslilatcs of llealtli, U. S. I’nhlic lU'aUl\ Sorvicc. 
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MANUAL AND MECHANICAL CONTROL OF VENTILATION 
DURING CYCLOPROPANE ANESTHESIA 

Mnrj’ R. Wester, M.D., LeRoy W. Krumpermnn, M.D., Esther M. Greisbeimer, M.D. 

and 

James C. Erickson, Nf.D., Philadelphia 


Tliis study was undertaken originally to deter¬ 
mine whether cardiac arrhythmias would occur 
consistently with cyclopropane anesthesia when 
respiration of the patient was controlled by the 
anestlietist. The respiratory depression usually 
caused by cyclopropane could be avoided by con¬ 
trolled ventilation. A comparison of manual and 
mechanical control of ventilation during anesthesia 
arose as an outgrowdi of this study. Cyclopropane 
levels, oxygen’ content and capacity, carbon di¬ 
oxide content and tension, and pH were determined 
in arterial blood prior to induction of anesthesia and 
at varying intervals during the course of surgery. 

Materials and Methods 

Thirty-four patients, ranging in age from 28 to 77 
years, were selected at random for this study. With 
one exception, all underwent major intra-abdomi¬ 
nal surgery. All but one were free from pulmonary 
symptoms and disease. Respiration was controlled 
manually in 15 cases and mechanically by a Jeffer¬ 
son ventilator in 14 cases; in five patients respiration 
was managed first by manual control and later by 
ventilator control. The electrocardiogram was moni¬ 
tored in 16 cases, and permanent tracings were 
made if any change in rate or pattern occurred. 
Control samples of arterial blood were drawn after 

From the Department of Anesthesiology, Temple University Medi¬ 
cal Center. 

Read before the Section on Auesdiesiology at the-107th Annual 
Meeting of the American Medical Association, San Francisco, June 26, 


Respirafory foefors that might be responsi¬ 
ble for the oppeoronce of cordioc arrhythmias 
during cyclopropane anesthesia were studied 
in 34 patients. Respiration was controlled 
manually in 15 cases and mechanically in 14; 
in 5 the control was manual in the beginning 
and mechanical later on. In the presence of 
such control, high blood levels of cyclopro¬ 
pane were quite compatible with adequate 
oxygenation os gauged by determinations of 
oxygen saturation, carbon dioxide tension, 
ond pH. Electrocardiographic changes, in¬ 
terpreted as a shifting of the pacemaker 
toward the atrioventricular node, occurred re¬ 
peatedly in five cases but were not associated 
with any noticeable cardiac irregularity. Dis¬ 
tinctly palpable arrhythmias occurred in two 
patients; in one of these spontaneous respira¬ 
tion had been permitted early in the an¬ 
esthesia and in the other there were indica¬ 
tions of underlying cardiovascular instability. 
Under the conditions of this study hyperventi¬ 
lation was more frequent than hypoventila¬ 
tion, The evidence showed that cardiac 
arrhythmias perceptible by palpation should 
rarely occur when cyclopropane is adminis¬ 
tered with ventifatory control. 
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the patients had been breathing oxygen at a Ihgh 
flow (8-10 liters per minute) on a semiclosed system 
for 15 to 30 minutes. Anesthesia was induced by 
injection of a small amount of thiopental sodium, 
and endotracheal intubation was facilitated by ad- 
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Fig. 1.—Incidence of hyperventilation and alkalosis with 
use of manually and mechanically controlled respiration dur¬ 
ing cyclopropane anesthesia. 

ministration of succinylcholine chloride. Cyclopro¬ 
pane anesthesia was begun immediately after 
intubation. When the Jefferson ventilator was being 
used, aliquots of gas from the inhalation stream 
W'ere drawn at the time of arterial sampling and 
analyzed in a Scholander apparatus for percentage 
of o.xygen in the inspired gas. This was compared 
witli the percentage of oxygen flowing from the gas 
machine. 

Carbon dioxide and oxygen contents of arterial 
blood were determined on whole blood by the 
Van Slyke-Neill method,' modified for the presence 
of cyclopropane." Cyclopropane level was deter¬ 
mined by a method described previously." 

Results 

In the majority of cases, tliere was a certain de¬ 
gree of h>Tperventilation with resultant alkalosis 
(fig. 1). This was more marked in the ventilator- 
controlled group. The carbon dioxide content of 
arterial blood decreased in each group but much 
more in the ventilator group. The mean carbon 
dioxide tension of plasma remained relatively 
steady in the manual and manual-ventilator groups 
but showed a pronounced drop in the ventilator 
group. Marked alkalosis (pH more than 7.55) was 
present in three cases when respiration was con¬ 
trolled manually and in five cases when ventilator 
control was used. Seven patients passed through 
periods of acidosis, but only two patients showed 
respiratory acidosis at the time of the last sampling. 
A graphic comparison of the findings in the manual¬ 
ly controlled and the ventilator-controlled groups is 
shown in’figure 2. 
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The control specimens of arterial blood were -l5 
drawn after the patients had breathed 100% oxygen ri 
for 15 to 30 minutes. Despite this, the hemoglobin 
saturation with oxygen was frequently less than 
100%. (Oxygen contents were corrected for oxygen 
dissolved in the plasma according to Comroe.*) ^ 
The average control value was 97.3% saturation. - 
Suboxygenation of control samples of arterial blood 
was apparently not the result of over-all hypo- i 
ventilation, since plasma carbon dioxide tension J 
was always within the normal range. It was more ^ 
likely related to uneven alveolar ventilation and " 
perfusion as the result of postural inactivity after ) 
premedication (fig. 3). ) 

During cyclopropane anesthesia, the oxygen 
saturation tended to approach an average of 92% 
regardless of the type of ventilatory control. High 
blood levels of cyelopropane were not necessarily 
associated with poor oxygenation. In the latter part 
of our study, we determined the percentage of 
oxygen in the cyclopropane-oxygen mixture being : 

T(ME(minties) 





70- 

MANUAL VENTILATOR 

Fig. 2.—Comparison of findings in manually controlled 
and ventilator-controlled groups during cyclopropane anes¬ 
thesia. 

delivered to the patient by the Scholander analysis. 
As was expected, the oxygen concentration of the 
inspired gas was always less (average, 62.8%) than 
that calculated from the flow meter (average, 
79.4%), since the inspired gas was diluted by re¬ 
circulated gas from the rebreathing bag. When the 
Scholander analyses were carried out, the value 
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for inspired oxygon conccnlration so obtained was 
used in correcting arterial oxygen content for dis¬ 
solved oxygen in the plasma. 

In 16 cases, the electrocardiogram was monitored 
and permanent tracings made at the time of ar¬ 
terial blood sampling. It was onr original purpose 
to correlate the incidence of cardiac arrhythmias 
occurring during cyclopropane anesthesia with ar¬ 
terial blood levels of cyclopropane, oxygen, carbon 
dioxide tension, and pH. Assuming that arrhythmias 
might occur during deep anesthesia, we attempted 
to push anesthetic levels as deep as possible while 
monitoring the electrocardiogram for changes in 
rlatlim. Respiration was controlled inanualh’ in 
eight cases and by the JelTcrson ventilator in eight 
cases. 


when it did occur lightening the anesthesia seemed 
to shift the pacemaker upward. There was a tend¬ 
ency for the arterial oxygen satur.ation to be mod¬ 
erately decreased at the time of the displaced pace¬ 
maker (89-92% saturation). Correlation with the 
clinical records of these five patients suggested 
that preexisting heart disease, momentary hypoxia 
or hypotension, or prior treatment with quinidine, 
digitalis, or thyroid extract contributed to the de¬ 
velopment of a wandering pacemaker during cy¬ 
clopropane anesthesia. 

In two cases distinctly palpable, potentially dan¬ 
gerous arrhythmias occurred. Frequent premature 
ventricular beats and bigeminy were noted on the 
electrocardiogram. One of these was the only case 
in which respiration was allowed to be spontane- 


■=CONTROL 
o=MANUAL 



Fig. 3.—Ventilation and perfusion during cyclopropane anesthesia. 


We found it impossible to provoke cardiac ar¬ 
rhythmias at will under these conditions when 
cyclopropane was administered by controlled venti¬ 
lation. Deep anesthesia (cyclopropane level more 
than 15 mg. %) did not cause cardiac irregularities 
or consistent electrocardiographic changes, nor was 
light anesthesia a provocative agent. 

The most common electrocardiographic altera¬ 
tion was an occasional shift of the cardiac pace¬ 
maker downward toward the atrioventricular node. 
This was unassociated with any noticeable cardiac 
irregularity and occurred repeatedly in five cases. 
It was unrelated to depth of anesthesia, although 


ous early in the anesthetic course, and respiratory 
acidosis (pH 7.29) together with moderately deep 
cyclopropane anesthesia existed at the time of the 
arrhythmia. Institution of manually controlled ven¬ 
tilation with return of the pH to 7.45 and slightly 
lighter anesthesia returned the electrocardiogram 
to normal. In the other case there was an unusually 
labile, elevated blood pressure. Arterial oxygenation 
was excellent throughout, and a constant respira- 
toryf alkalosis existed. The labile blood pressure and 
cardiac irregularity could not be e.xplained. It might 
be assumed that delivery of oxygen to the myo¬ 
cardium was less than perfect. 
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Comment 

Cyclopropane is a potent respiratory depressant, 
and its administration after that of preanesthetic 
drugs may result in hypoventilation, notably caus¬ 
ing carbon dioxide retention, respiratory acidosis, 
and, occasionally, suboxygenation despite a high 
oxygen mixture. Control of respiration can be read¬ 
ily established either manually or mechanically, 
and respiratory acidosis can be avoided. Vigorous 
control of respiration will produce respiratory alka¬ 
losis by washing out carbon dioxide. We found 
overventilation to be more common than under¬ 
ventilation when artificial respiration was used. 

The low carbon dioxide tension of respiratory 
alkalosis favors a more tenacious binding of oxygen 
and hemoglobin, whereas a high carbon dioxide 
tension favors dissociation of oxyhemoglobin.® We 
have not found clinical evidence that hyperventila¬ 
tion with respiratory alkalosis to the degree seen 
in these cases is harmful to the anesthetized pa¬ 
tient, This corroborates the findings of other in¬ 
vestigators.'' The circulatory status of these pa¬ 
tients was stable in most instances, and variations 
which did occur were apparently unrelated to 
respiratory control. Since carbon dioxide is a potent 
vasodilator, it has been suggested that coronary 
vasoconstriction may follow its decrease in the 
blood by hyperventilation.® In the present study, 
respiratory alkalosis was not associated with con¬ 
sistent electrocardiographic changes. If alkalosis 
was sufficient to produce coronary vasoconstriction, 
it was not so severe as to produce myocardial 
ischemia in the presence of the oxygen concentra¬ 
tions employed. Recovery from anesthesia was 
prompt in all cases, and there was no clinical evi¬ 
dence of cerebral impairment as a result of altered 
acid-base balance and cerebral circulation. 

Despite hyperventilation sufficient to produce 
respiratory alkalosis, arterial blood oxygenation 
may be unexpectedly low because of uneven ven¬ 
tilation and perfusion of the lungs. In this study, 
when the inspired gas mixture contained 80% or 
more oxygen by the Scholander analysis, the un¬ 
corrected oxygen content of arterial blood was in¬ 
variably greater than the oxygen capacit)% indicat¬ 
ing considerable oxygen dissolved in plasma. When 
the inspired o.\ygen concentration was 55% or less, 
the uncorrected oxygen content was less than the 
oxygen capacity, indicating hemoglobin unsatura¬ 
tion. Nahas and co-workers ® showed that hemo¬ 
globin saturation was significantly less than 100% 
when healthy male subjects breathed 40, 50, and 
60% o.xygen. Our figures roughly corroborate these 
findings. Inspired gas oxygen concentration of 70% 
or more should yield arterial oxygen tensions of 
more than 400 mm. Hg; at this level uncorrected 
arterial oxygen content was usually higher than 
oxygen capacity. 


Direct oxygen tension measurements in the pres¬ 
ence of gaseous anesthetic agents are difficult and, 
as yet, not perfected. The most reliable means yet 
devised for determining relative difference in oxy¬ 
gen saturation at oxygen tensions more than IM 
mm. Hg is by oximetry. The oxygen saturations 
calculated from the tonometric determinations of 
oxygen capacity give results which are about 2% 
below the values of oxygen saturation as de¬ 
termined by oximetry.® 

Summary 

Controlled ventilation during cyclopropane an¬ 
esthesia by either manual or mechanical means 
usually produces hyperventilation and respiratory 
alkalosis. Oxygenation of arterial blood may he 
less than 100% even in the presence of hyperventi¬ 
lation if there is uneven ventilation and perfusion 
of the lungs. Cardiac, arrhythmias perceptible by 
palpation rarely occur when cyclopropane is ad¬ 
ministered with ventilatory control. Downward dis¬ 
placement of the cardiac pacemaker as seen on the 
electrocardiogram may represent myocardial de¬ 
pression by cyclopropane superimposed on pre¬ 
existing myocardial disease or drug therapy. 

3401 Broad St. (40) (Dr. Wester). 

Dorotliy W. Ellis provided technical assistance and Dr. 
William L. Winters reviewed electrocardiographic records 
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FACTORS TO BE CONSIDERED IN PLANNING A 
REHABILITATION SERVICE 

Helen Nf. Wnllaec, M.D. 

nnd 

Frederic J. KoUkc, M.D., Minnenpolis 


Witli tlic accuimilatioii of new knowledge re¬ 
garding techniques for llie relnibililation of patients 
with handicaps, many communities both in the 
United States and elsewhere arc dcs’cloping or 
planning to develop new "rehabilitation services. ’ 
.\s with any relatively new field, there is agreement 
concerning some aspects of rehabilitation services 
and lively discussion about other aspects. Hecause 
in most communities there is a limitation of both 
hmds and trained personnel, sound planning is es¬ 
sential in order that the available funds and person¬ 
nel may serve the greatest numher of patients most 
effectively. It is the intent of this paper to describe 
briefly some of the factors and principles to be con¬ 
sidered in planning a rehabilitation scrs-icc. as a 
guide for persons or for a community contemplat¬ 
ing the development of such a sers’icc. 

Functions and Location of a Rehabilitation Service 

Functions.—A. rehabilitation service might reason¬ 
ably be expected to carry out at least three func¬ 
tions: 1. Patient care. Tliis includes such phases as 
evaluation, diagnosis, treatment, s'ocational restora¬ 
tion, and continuing long-term care and supervi¬ 
sion, on both an inpatient and outpatient basis. 
This primary’ function should include the evaluation 
of the results of the rehabilitation both of individ¬ 
ual patients and of groups of patients. 2, Research. 
Especially to be noted is the area of experimenta¬ 
tion with new methods and techniques of rehabili- 
ks tation and of the evaluation of such experimenta¬ 
tion. 3. Training of professional personnel of all 
types. This includes medical personnel (especially 
physiatrists, pediatricians, and internists), nurses 
(both hospital and public health), phy’sical, occupa¬ 
tional, and speech therapists, psychologists, voca¬ 
tional counselors, social workers, recreation work¬ 
ers, and others. 

Location.—One of the controversial issues is that 
of location of the rehabilitation sers'ice. Possible 
locations include the development of (1) a rehabili¬ 
tation service in a general hospital, (2) a rehabilita¬ 
tion service in a specialty hospital, such as tliat for 
Orthopedic surgery, chronic disease, or otolaryngol¬ 
ogy, and (3) a completely separate rehabilitation 
center.” Virile we are in favor of the location of 
the rehabilitation service within the general hospi¬ 
tal, we recognize that local circumstances may fa- 
ite development in another location. 

From the University of Minnesota School of Public Health and the 
apartment of Physical Medicine and Rehabilitation, University of 
Minnesota Medical School. 


A rehabilitation service might reasonably 
be expected to carry out at least three func¬ 
tions; patient care, research, and training of 
professional personnel of all types. The ad¬ 
vantages of location in a generof hospital in¬ 
clude the ready availability of all types of 
medical specialists and consultants,- provision 
of both inpatient and outpatient care,- avoid¬ 
ance of duplication of certain types of facili¬ 
ties.- the possibility of earlier referral of pa¬ 
tients,- better dissemination of knowledge con¬ 
cerning rehabilitation; the possibility of the 
wider use of rehabilitation principles in the 
core of other patients within the general hos- 
pitol; and the provision of surgical services in 
the same hospital in which the rehabilitation 
service is located. Unless a plan is made and 
carried through for the patient's continuing 
core and supervision, frequently he may re¬ 
ceive little or no aftercare and may regress. 
Until more knowledge is available regard¬ 
ing primary prevention of many chronic dis¬ 
eases in both children find adults, rehabilita¬ 
tion services will be needed. 


Tlie advantages of location in a general hospital 
include the ready availability of all types of medical 
specialists and consultants; provision of botlr in¬ 
patient and outpatient care; avoidance of duplica¬ 
tion of certain ty’pes of facilities, such as laboratory' 
or x-ray services; the possibility of earlier referral of 
patients in the general hospital for rehabilitation, 
because the rehabilitation service is an integral part 
of the general hospital; better dissemination of 
knowledge concerning rehabilitation to other mem¬ 
bers of the general hospital staff, both medical and 
nonmedical; the possibility of the wider use of re¬ 
habilitation principles in the care of other patients 
within the general hospital; the specific assignment 
of individual physicians from otlaer services of the 
hospital, so that responsibility is fixed and so that 
there may be cross-fertilization of ideas regarding 
patient care; and the provision of surgical services 
in the same hospital in which the rehabilitation 
service is located, so tliat tliere may be some con¬ 
tinuity of care prior to and immediately after the 
surgical phase. 
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In the event tliat location within a general hos¬ 
pital is not possible, steps should be taken to assure 
the same quality of medical and health care as 
would be provided there. These steps include med¬ 
ical direction by a qualified physiatrist, preferably 
on a full-time basis; the provision, assignment, and 
easy availability of other medical speciahsts; a close 
working relationship with all other hospitals of the 
community, so that patients will be referred early 
to the rehabilitation service; when surgery is indi¬ 
cated, the working out of a careful plan with the 
surgical staff regarding timing, responsibility for 
joint supervision of the patient, continuity of care, 
and other factors; and provision of both inpatient 
and outpatient care and a unity system of records, 
so that continuity of care will be fostered. Also, a 
preferable location would be in a facility used for 
teaching purposes for the undergraduate and post¬ 
graduate training of professional personnel. 

At the state level, thought should be given not 
only to planning for the rehabilitation service’s 
location within the state capital or the central city 
but also to providing for regional or district rehabil¬ 
itation services to meet the diagnostic, treatment, 
follow-up, and supers'ision needs on a long-term 
basis. This means, tlien, planning the services geo¬ 
graphically so that they will he easily available to 
all citizens of the state on a regional or district 
basis. 

A completely planned rehabilitation program 
must include local medical, nursing, social, and 
vocational counseling services to assist the handi¬ 
capped patient in his return to normal community 
living. After the initial readjustment, some handi¬ 
capped persons require little additional help. Otli- 
ers may need assistance and counseling for a long 
time before tliey achieve independence. The rehabil¬ 
itation team in the local community can initiate tlie 
rehabihtation .program for a handicapped patient 
early in the course of the disease, handle tlie entire 
rehabilitation program of the patient with less in¬ 
volvement, and be available to supervise and assist 
when the patient returns home again. 

At the local level, other factors may warrant con¬ 
sideration in deciding on location. For example, the 
presence of a school for handicapped children, of a 
housing project witli a fair number of handicapped 
people, or of a sheltered workshop may make it 
desirable to locate the rehabilitation service nearby 
for the convenience of these patients in order to 
reduce transportation costs and facilitate continuity 
of care. 

Types of Patients 

One of the basic decisions to be made is that re¬ 
garding the tjqjes of patients to be cared for in the 
rehabilitation service. Is the service to be used for 
one of a few diagnostic types of patients, or is it to 
be used for all tjqjes of handicapped patients? On 
tliis basic decision ssill depend such essential as¬ 
pects as the plan for the physical plant and staff. 
Both patterns have been used in the United States, 


and it is our opinion that, where a service is devel¬ 
oped for patients with a variety of conditions, it is 
more likely to be of higher caliber, it can have a 
more complete staff, it is possible that the cost per 
patient will be lower because a reasonably com¬ 
plete staff can be provided, and more patients in 
the community are likely to be served. However, 
these are empirical observations, and objective 
studies of both methods are necessarj'. 

WTiere a service is developed for one or a few 
diagnostic groups only, those patients included are 
likely to receive more concentrated care in a lim¬ 
ited way. For example, the development of special 
separate services for patients with cerebral palsy 
has undoubtedly resulted, in better care than pre¬ 
viously existed; however, the provision of such sep¬ 
arate services has usually meant that an ophthal¬ 
mologist is rarely provided as a staff member of the 
cerebral palsy program. It has also meant that the 
hearing aspects of diagnostic and tlierapeutic care 
are frequently forgotten, overlooked, or, when pro¬ 
vided, inadequate in quality. It is thought that tlie 
provision of a rehabilitation service for a larger 
number of diagnostic groups of patients will mean 
tliat all essential aspects of patient care will be 
considered for all patients. 

In this connection, the question frequently is 
raised regarding the advisability of providing sep¬ 
arate rehabilitation services for children and adults. 
Reasons advanced for the separation of children’s 
services include the facts that children’s needs are 
different and that the children’s service may be of 
inferior quality because it may be overshadowed by 
the adult service. In our opinion, separation is un¬ 
necessary and may be undesirable because of the 
possibility of duplication of services and wastage of 
available funds and personnel. We believe that, if 
some program modifications can be made, it is more 
desirable to have tlie children’s and adults’ services 
togetlier. These modifications include the need for 
staff understanding of the physical and emotional 
growth and development of children, the inclusion 
of a pediatrician on tlie staff, the provision of equip¬ 
ment of a size appropriate for children, consid¬ 
eration of children’s educational and vocational 
needs, and the employment of a clinical psycholo¬ 
gist who has had training and experience in work¬ 
ing with children. 

The Staff 

There is general agreement that a multidisci- 
plined staff is essential for a rehabilitation service. 
The composition of the staff to a certain extent is 
determined by the type of patients to be cared for. 
In a service caring for a wide variety of types ot 
patients, personnel considered essential are as 
follows: the medical staff (especially the physi¬ 
atrist, pediatrician for children, internist for adults, 
psychiatrist, ophthalmologist, orthopedic surgeon, 
cardiologist, surgeon, otologist, neurologist, and 
urologist); the nursing staff (staffs of both the insti¬ 
tution and the community public health nursing 
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iiqi'iicy); sociul scrvici'; cloiilal aiicl orthodontic serv¬ 
ice; therapists (physical, occupational, and speech); 
the ps\’chologisl: the vocational counselor; the 
audiologist; the recreation worker: technician serv¬ 
ices (lai)oratory, x-ra\', electroencephalographic, 
and orthoptic); and the teacher. 

It is evident that the list is long and that the cost 
of a reasonably complete service is high. The many 
facets of patient care—medical, social, psychologi¬ 
cal, educational, vocational, and recreational—must 
he considered together if the jiatient is to he as¬ 
sisted as a whole person. This means that the staff 
memhers mnst he prox'ided with an opportunity 
and must he able to work together as a team or 
unit. If the team effort is not used, it may mean that 
the patient may he shunted from one staff memher 
to another, timing of ser\'iccs may he incorrect, 
some available services may actually not he used 
for a patient, and the total essential needs of the 
patient and his family may not he considered. 

One other :\spect of the subject of the staff of the 
rehabilitation service merits discussion: direction of 
the service. There is general agreement that a full¬ 
time director is essential. Two patterns of director¬ 
ship of rehabilitation services have developed in the 
United States: (1) the physician as full-time director 
and (2) a nonmedical staff member as full-time 
director, with the physician as full-time or part- 
time medical consultant. It is our opinion that the 
full-time director should he a physician—one who 
is interested and trained in the field of rehabilita¬ 
tion. Reasons for the need of a full-time medical 
director include the fact that there are primary 
medical and health needs of patients requiring 
rehabilitation which must be met and that, if the 
physical handicap can be eradicated or minimized, 
the vocational potential will be increased. Reasons 
advanced for the cmplovonent of nonmedical direc¬ 
tors include the fact that it may be difficult to 
secure a physician on a full-time basis and that 
sometimes pjhysicians are not as competent as ad¬ 
ministrators and arc not as able to foster the carry¬ 
ing out of the team concept as other professional 
personnel. In any event, whichever plan is adopted, 
it is our belief that the full-time participation of at 
least one physician is essential and that the medical 
and health needs of the patient must receive care¬ 
ful consideration in addition to the patient’s other 
needs—social, psychological, educational, vocation¬ 
al, and recreational. 

The handicapped patient has been referred to 
the rehabilitation facility to undergo any intensive 
program of maximum restoration in order that he 
might return home as independent and self-suffi¬ 
cient as possible. The rehabilitation center, in plan¬ 
ning for this goal, should include the family physi¬ 
cian in the conferences and planning regarding the 
patient. From the family physician the center can 
obtain the record of the patient’s previous health. 
When the patient has completed his rehabilitation 
program he will return home and again be cared 
for by his family physician. If the family physician 


participalas with the rehabilitation team during the 
rehabilitation program, he has a better understand¬ 
ing of the patient, his problems, and his potential 
and is better prepared to resume his care when he 
returns home. 

The Program 

While it is impossible in this paper to discuss .all 
aspects of the program, certain areas of significance 
will be selected. It would be expected that each 
patient would be evaluated by the team on admis¬ 
sion to the rehabilitation service, either as out¬ 
patient or as inpatient, and that the team members 
would discuss and snake a plan for the patient. It 
would be c.xpccted that some one team member 
would be selected to interpret carefully the find¬ 
ings and recommended plan to the patient, his fam¬ 
ily, or both. Furthermore, it would be expected that 
the patient would be periodic.ally reevaluated, per¬ 
haps every three to six montlis, in order that his 
program may be modified as indicated by his condi¬ 
tion; this .should apply to patients within the in¬ 
patient as well as tlie outpatient service. The rea¬ 
sons for periodic reevaluation of patients include 
the necessity of changing the program as the pa¬ 
tients’ needs change and the imyrortance of a con¬ 
certed effort to reduce unnecessary inpatient care 
when it is no longer warranted by the patients’ 
condition, with its result.ant reduction in patient 
costs and freeing of facilities for other patients. 

Several methods exist for team functioning; in¬ 
cluded are the periodic team staff conference and 
the periodic team rounds. The former is usually 
conducted weekly and the latter daily but on a more 
abbreviated basis. All staff members attend and 
participate in the w’eekly staff conference, when, 
usually, serwee problems are discussed, policy 
decisions made, and certain patients reviewed (new 
admissions, tliose considered for discharge, those 
due for periodic review, and those with special 
problems). Many of the staff members attend daily 
rounds when the majority of patients are reviewed. 

Surveys have indicated the importance of inte¬ 
grating the instruction given to patients in the 
various therapy deirartments with their activities 
during he rest of the day on the inpatient service. 
For example, if a patient is learning ambulation in 
the physical therapy unit, he should be given assist¬ 
ance and an opportunity to continue this when he 
is back in the floor nursing unit. This same prin¬ 
ciple applies to many other patient activities— 
dressing, toilet care, feeding, speech, tooth brush¬ 
ing, and others. In order to facilitate this, personnel 
employed in the floor nursing unit (nurses, attend¬ 
ants, and orderlies) must have reasonably good 
general technical skills and must have an intimate 
knowledge of the therapy program for each pa¬ 
tient. It also implies a fundamental shift in concept 
of patient care on the part of personnel employed 
in die floor nursing unit from that of passive bed 
care to that of the patient’s active participation in 
his own care. 
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Anotlier aspect is integration of the vocational 
program with the other aspects of patient care- 
medical and health, social, psychological, and edu¬ 
cational. This means that a vocational counselor 
will be an integral part of the staff of the rehabili¬ 
tation service, actively participating in patient care 
with all teen-aged youths and adults known to the 
service. It also means that, whenever possible, the 
various steps of testing, guidance, training, and 
placement, as well as the sheltered workshop, 
should be a part of the rehabilitation service. 
Where the vocational aspects have not been so 
integrated, several undesirable results in patient 
care may occur—either there may be delay in re¬ 
ferral of patients to the vocational agency or the 
vocational agency may be placed in the position of 
attempting to do testing, guidance, training, and 
placement without an adequate knowledge of 
the patient’s physical and mental condition and 
capacity. 

Patient records are essential, not so much in 
themselves but because they represent the one tan¬ 
gible source of description of the patient’s course 
and response to the rehabilitation process, in con¬ 
trast to dependence on man’s memory and chang¬ 
ing personnel. Thus, the patient’s record should 
give a reasonably complete picture of himself and 
his family on admission, throughout his course, and 
at the time of separation from the service. The rec¬ 
ord should contain not only the medical and health 
data but also information regarding the patient’s 
social, psychological, educational, and vocational 
status—both on an inpatient and on an outpatient 
basis. The data should be collected in a uniform 
manner on all patients, so that results in patient 
care may be analyzed. 

Physical Plant 

Special features of the physical plant include the 
floor nursing unit with nonskid floors, special bath¬ 
room facilities for easy wheel chair-to-toilet trans¬ 
fer, special kitchen facilities for teaching self-help, 
and service areas to be used jointly by the inpatient 
and outpatient services, including physical therapy, 
occupational therapy, speech therapy, psychological 
testing, and the vocational assistance areas with the 
sheltered workshop, in addition to offices for key 
personnel. 

Ramps are considered essential where there is a 
change of floor elevation. Special unloading and 
reception areas for transportation vehicles are help¬ 
ful. Where teachers are provided for children on 
inpatient services, classrooms are necessary. 

Continuing Care of the Patient 

Discharge planning and arrangements are an im¬ 
portant step in the patient’s rehabilitation. They 
include consideration of the family attitude, home 
conditions, details of the patient’s continuing care 
and super%'ision, education of patients of school 
age, vocational guidance of youth and adults, and 
transportation, "rhis discharge planning, to be effec¬ 


tive, cannot take place only at the time of dis¬ 
charge. It must occur early and throughout the 
patient’s rehabilitation course by maintaining close 
contact with the family, helping the family to ac¬ 
cept the patient back into their family unit, assist¬ 
ing them with planning the details of the patient’s 
24-hour care at home if homebound, and planning 
facilities and equipment for such items as toilet care, 
wheel chair activities, and bathing. Frequently, both 
the social worker and the public health nurse play 
key roles, the former by close family contact within 
the rehabilitation service and the latter by working 
with the family at home. One of the crucial periods 
in the home care of the homebound patient is the 
first few days after the patient’s discharge from the 
inpatient service—from the viewpoint of both the 
patient and his family. This particular period of 
stress is when some extra guidance and supportive 
services can be of great assistance until the adjust¬ 
ment within the home is made. 

Unless a plan is made and carried through for 
the patient’s continuing care and sui^ervision, fre¬ 
quently he may receive little or no care and will 
regress. For this reason, details of the plan should 
be worked out prior to discharge and then carefully 
interpreted to the patient and his family. Periodic 
close supervision for the patient who is moderately 
to severely handicapped is essential. For the home- 
bound patient, many communities have now worked 
out organized home care programs whereby the 
team of services is brought to the patient at home as 
he needs them. Organized home care programs 
have stemmed from a hospital, a medical school, a 
voluntary public health nursing agency, and a 
health department; it seems likely that they might 
stem from a rehabilitation service as well. 

For the handicapped patient with a vocational 
potential, vocational evaluation and planning should 
be begun early in his rehabilitation program. In 
addition to psychological testing, prevocational 
evaluation may be desirable prior to placement in a 
vocational school or on the job. Many severely 
handicapped persons have had no work e.xperience 
or have not been employed for many months. Their 
living habits are unsuitable for the demands of an 
occupation. A prevocational evaluation unit can 
provide a practical situation to check punctuality, 
personal cleanliness and neatness, ability to work 
with and tolerate others, speed and carefulness in 
work, and maintenance of interest in work. In the 
prevocational evaluation clinic, the level of ability 
of the patient can be established. The vocational 
counselor who has had an opportunity to work 
with a patient in his prevocational evaluation can 
place him with assurance of his level of per¬ 
formance. 

Vocational placement of handicapped persons is 
usually a stressful situation. Most employers have 
some reservations about a handicapped employee. 
Plant physicians feel the personal insecurity that in 
accepting a handicapped employee they may be 
open to criticism if an accident occurs. Agents for 
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workmen’s conipcnsnlion insurance generally warn 
employers that they may be inci\rring increased 
risks and rates if they cinplo)’ handicapped persons, 
even tlioiigh all available statistics arc contrary to 
this opinion. For this reason, the vocational coun¬ 
selor who makes the placement must make follow¬ 
up calls and visits to the employer and employee 
to see that the adjustment to the job and the per¬ 
formance of the job arc satisfactory. For the cm- 
ployahlc patient, sncccssfvd employment is the 
goal. None of the rehabilitation team, physician, 
therapist, counselor, or agency, can consider that 
a successful job of rehabilitation has been ac¬ 
complished until the patient is satisfactorily em¬ 
ployed. 

Relationship to Other Community Agencies 

On a cooperative basis, a rehabilitation service 
can carry' out some other significant community 
functions. For example, in the ease of adults, it 
can pros’ide evaluation and diagnostic work for 
all patients applying for public assistance under the 
aid-to-the-disablcd category and it can include in 
its rehabilitation program tliose patients found able 
to be rehabilitated. It can provide a similar seiw'ice 
for youtlr and adults applying for vocational assist¬ 
ance under tire state official vocational rehabilita¬ 
tion program. Tlresc two steps alone would mean 
earlier and more complete patient care with better 
results—and probably a considerable saving in tax 
funds. Similarly, tire rehabilitation sers’ice can work 
cooperatively with tire official crippled children’s 
agency in reviewng the status of apprlicants for 
inpatient care and for special educational place¬ 


ment, such as home instruction, special schools, and 
special classes. 

As public health programs begin to accept their 
responsibilit)' in the chronic disease field, the need 
for public health personnel to receive training in 
this field will become more apparent. Here, too, 
the rehabilitation service is in a strategic position 
because of the training it can provide for health 
officers, public health nurses, nuti'itionists, and 
health educators. 

Summary 

A rehabilitation service should be located in a 
general hospital and care for many ty'pes of handi¬ 
capped patients rather than limit the service to one 
or a few diagnostic groups. A full-time director, 
preferably a physiatrist, is desirable. Some aspects 
of the program include staff rounds and confer¬ 
ences, integration of therapy activities wth the rest 
of the patients’ care, integration of the vocational 
aspects into the other facets of rehabilitation, and 
recording of data. Continued care after discharge 
from the inpatient program is important. 

Until more knowledge is available regarding 
primary prevention of many chronic diseases in 
both children and adults, rehabilitation serviees will 
be needed. The ultimate role which a rehabilitation 
scrv'ice plays in the care of patients in a community 
wll depend to a large extent on the soundness of 
the original planning and the staff’s and com¬ 
munity’s concept of what it has to offer. Some of its 
role is also dependent on adequate financial support 
from the community', especially for the employment 
of the many kinds of professional personnel neces¬ 
sary in rehabilitation of patients. 


CLINICAL NOTES 


CYTOMETER CHAMBER SPERMATOCIDAL TEST 


AN IMPROVED TECHNIQUE FOR EVALUATING SPERMATOCIDAL ACTIVITY 

Dicran A. Berberian, M.D., Loudonville, N. Y. 
and 

Ralph G. Slighter, A.B., Rensselaer, N. Y. 


Tests which measure the time required for vary¬ 
ing concentrations of test substances to completely 
immobilize all spermatozoa in a given volume of 
spermatic fluid have been used in evaluating the 
relative spermatocidal activity of these substances.' 
Such dilutions are useful for measuring the intrinsic 
potency of an active ingredient in terms of minimal 
spermatocidal concentration, but the degree of 
homogenization required to provide reproducible 
results has no counterpart in coitus, and tlie rela¬ 
tively high values obtained are not applicable to 
defining the spermatocidal activity of contraceptive 
gels under conditions of use. 

From the Research Laboratories of Esta Medical Laboratories, Inc.* 
Rensselaer, N. Y. 


In order to approach normal conditions Gamble ‘ 
devised a "diffusion test’’ for evaluating tlie sperma¬ 
tocidal activity of undiluted contraceptive products. 
The Gamble procedure utilizes glass tubing 2 cm. 
in lengtlr with an internal diameter of 2 mm. in 
which a column of semen is brought into contact 
with a column of undiluted contraceptive jelly, 
cream, or suppository' mass. The observer measures 
tire time required at 37 C for immobilization of 
spermatozoa in the sperm column as a result of dif¬ 
fusion of the active ingredients. The relatively 
small interface and long columns of materials'result 
in prolongation of tlie time required for complete 
immobilization. 
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The diffusion procedure has been usefully modi¬ 
fied by use of a Spencer “Bright-Line” hemacy¬ 
tometer instead of a capillary tube, with resultant 
reduction of time required for immobilization and 
a gain in reproducibility. The test procedure is de¬ 
scribed below, and tlie results are compared widi 
those obtained by the capillary tube method in 
tests conducted concurrently on the same samples 



Hemacytometer and cover glass secured in holding device. 
Needles inserted into lateral moats through holes in brass 
template for purpose of orientation. 


of semen and spermatocides. The test procedure 
was greatly facilitated by use of a newly devised 
cytometer holder, which is described. 

Materials and Method 

The Spencer “Bright Line” hemacytometers, with 
improved double chamber and cover glasses, were 
used. The platforms of tlie six chambers used in 
this study varied from 6.0 to 6.2 mm, in width and 
were separated from each other by a moat 3.1 to 
3.6 mm. wide. The cover glasses measured 19.1 to 
19.8 mm. in width; hence, the length of platform 
covered was within that range, less the width of the 
moat. MTien the space between the platform and 
cover glass was filled with semen and the moats 
were filled with a spermatocidal preparation, the 
interface available for diffusion was 44 to 44.8 mm. 
in lengdi by 0.1 mm. in depth, or 4.4 to 4.48 sq. 
mm. in area. The total volume of semen under 
observation was approximately 4.8 cu. mm. 

Displacement of the cytometer cover glass during 
filling of the moats was avoided by use of the hold¬ 
ing device illustrated in the figure. The holder con¬ 
sists of a wooden block equipped with a pair of 
adjustable spring clamps so spaced as to provide 
a dowmward thrust of the screws to hold the cover 
glass firmly in position when the cytometer is in 
place. Tlie front of the block is provided with a 
brass template, 37 by 19 by 6 mm., through which 
holes have been drilled. These holes just permit 
passage of a 22-gauge hypodermic needle into each 
of the lateral moats of a cytometer slide. This de¬ 


vice supports and guides the needle without risk of 
accidental displacement and facilitates uniform dis¬ 
tribution of the injection mass. 

Test Procedure.—The cover glass is held firmly in 
position and semen is run onto the open ends of the 
platforms until the areas under the cover glass are 
completely filled without overflow. The barrel of a 
tuberculin syringe fitted Avith a 22-gauge straight 
needle is filled with the spermatocidal preparation. 
The needle is then inserted through the brass tem¬ 
plate into one lateral moat, and the area of the 
moat under the cover glass is filled as the needle is 
slowly withdrawn along the moat until the trans¬ 
verse moat is reached. The needle is halted at the 
open edge of the transverse moat with the needle 
opening directed toward the moat and the material 
is extruded until the transverse moat is completely 
filled; the remaining portion of the lateral moat is 
then filled as the needle is slowly withdrawn. The 
other lateral moat is completely filled with the test 
material in the same manner. Both ends of tlie 
cover glass and the ends of both lateral moats are 
sealed with petrolatum jelly to prevent concentra¬ 
tion by evaporation. Microscopic examination for 
evidence of motility of spermatozoa is started as 
soon as the preparation is completed and is con¬ 
tinued at frequent intervals. Spermatocidal time is 
recorded as the time from the filling of the moats 
with the contraceptive material until all sperma¬ 
tozoa under the cover glass, in both chambers, have 
been immobilized at room temperature (74 to 78 F). 

Gamble’s capillary tube diffusion test and the 
cytometer chamber test procedure were used con¬ 
currently to determine the spermatocidal times of 
several commonly used contraceptive products and 
a new formulation (Lanesta gel), designed for the 


In Vitro Spermatocidal Activity of Six Contraceptive Jellies 




Cytometer Chamber 
Spermatocidal Test 

Gamble Capillary Tube Test 

Jelly 

No. of Mean Spermatocidal 
Tests Time ± S.E., Min.* 

- 

No. of 
Tests 

Mean Spermatocidal 
Time — S.E., Min. 

At 

40 

31.9±0.7 

28 

50.6± 2.3 

B 

41 

00 .0±2.8 

49 

206.1±11.9 

C 

50 

104.0i:G.0 

61 

217.3±12.1 

D 

30 

U0.6±3.G 

53 

236.32: 9.5 

E 

28 

174.0±7.3 

53 

262.7±11.8 

F 

28 

259.1±9.8 

51 

313.3±10.3 


* S.E.=standard error of the mean, 
t Lanesta gel. 


same purpose. The products in tlie accompanying 
table are listed in increasing order of their respec¬ 
tive mean spermatocidal times. Spermatic fluids 
were provided by six young healthy donors aged 
23 to 37 years. Ejaculates were submitted early in 
the morning and used within one to four hours or 
submission. On any one day only one specimen ot 
spermatic fluid was usually used, as from one to 
four tests were run on each contraceptive prepara¬ 
tion. Several samples of spermatic fluid were ob¬ 
tained from each donor over a period of weeks. 
Inasmuch as specimens differed from source to 
source and even ejaculates from the same donor 
were not always comparable in respect to percent- 
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age of viability mul degree of niolilily of .sperma¬ 
tozoa, cacl) .specimen of spermatic fluid was tested 
at the same time by both mclbods and against each 
preparation in order to compensate for differences 
wliieli might result from the testing of different 
ejaculates. Each contraceplix’o \vi\s tested as many 
as 28 to 50 times by the eytometer chamber pro¬ 
cedure and 28 to 61 times by Gamble’s capillary 
tube diffusion procedure. 

Results.—Tiy the cytometer chamber diffusion test 
the new spcrmalocidal fornndation, jelly A (Lancsta 
gel), immobilized spermatozoa in one-third the 
time required for any of the three other most active 
products (jellies 11, C, and D), and in one-f>fth the 
lime required for jelly E and in one-eighth the time 
required for jelh’ F. The absolute figures for each 
are given in the table in terms of mean spermato- 
cidal limes. By Gamble’s capillary tube test, jelly A 
demonstrated a correspondingly wide margin of 
superiority ON’cr the other products tested. 

Comment 

The use of procedures for measurement of 
spennatocidal time which involve dilution and/or 
mlsture of contraceptive with spermatic fluid is 
unsatisfactory because neither the required degree 
of mixing nor the extent of dilution has any counter¬ 
part under conditions of use. Moreover, reproduci- 
bilit)' is difficult to achieve in tests which require 
mixing but do not require dilution. In Davidson’s 
test“ spermatozoa cannot be readily seen except 
in certain irregular areas, because of the opacity of 
some preparations; also this tost requires the use of 
nonviscous semen. By the Sander-Cramer ■* and 
Millman*’ saturation tests, tlie time element for 
mixing of jelly and semen, preparation of slide, and 
examination of several fields under the microscope 
is so short {20 seconds) that duplication of test re¬ 
sults is difficult and subject to wide variation. In 
addition, tliese tests often require several milliliters 
of semen per test, depending on the activity of tlie 
preparation. Thus, repetition of the test and simul¬ 
taneous comparison with other preparations using 
the same ejaculate is seldom possible. Tire authors 
of these tests recommend the use of nonviscous 
spermatic fluid and admit that results are not 
always reproducible with “sticky” samples. Mill- 
man’s “zone” test® claims to measure the pene¬ 
tration of spermatozoa into the contraceptive 
preparation. Gamble" pointed out in discussing 
Millman’s procedure that tire high dilutions used 
in the zone test and the short distances traversed 
by spermatozoa indicate that penetration into un¬ 
diluted jelly or cream is nonexistent or minimal. 
By direct methods of observation, such as the 
present cytometer chamber spermatocidal test 
method, in which it is possible to observe every 
single spermatozoon in the preparation, we have 
never observed active penetration of spermatozoa 
into any undiluted contraceptive. 


There is no factual basis for the assumption that 
there is any marked degree of dilution of a contra¬ 
ceptive in the vagina by vaginal secretions. The 
average volume of vaginal secretion after copulation 
was postulated ' to be approximately 1 ml., whereas 
the usual volume of contraceptive jelly or cream 
that is introduced into the vagina is 5 ml.; there¬ 
fore the greatest j^ossible source of dilution is 
seminal fluid, which rarely exceeds 5 to 7 ml. Under 
these conditions, dilution of jelly or cream is likely 
to be 1:1 or maximally 1:2. Also, contraceptive 
preparations are characteristically either hydro- 
xfliobic, because of fatty ingredients in the formula, 
or they arc gelled with gums which are not readily 
miscible and which require time for imbibition of 
water. In view of the fact that spermatozoa cannot 
be depended on to actively penetrate into a jelly or 
cream, the best alternative to thorough mixing by 
artificial methods is dependence on diffusion of 
.spermatocidal constituents into the spermatic fluid. 
The cytometer diffusion procedure described herein 
offers a convenient, reproducible method of measur¬ 
ing this diffusibility and of predicting the clinical 
effectivene.ss of a contraceptive jelly, cream, or 
suppositorx' mass. 

Summary 

A new test procedure, designated the cytometer 
chamber spermatocidal test, for determining tlie 
speed of spermatocidal action of contraceptive 
products is a modification of Gamble’s diffusion 
test, with use of a double chamber hemacytometer 
instead of capillary tubes. 

The new test procedure is simple to carry out. 
The range of variations from one test to another 
falls within narrower limits than tlie Gamble 
diffusion test. The over-all time required for sper- 
matocidal action is shorter by tlie new procedure 
than by tlie Gamble test. 

A new contraceptii'e formulation was found to 
immobilize human spermatozoa in one-third to one- 
eighth the time required by five of the leading 
contraceptive products currently available. 

389 Loudom'ille Rd. (Dr. Berberian). 

Mr. K. T. Krantz helped to devise the cytometer holder. 
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CLINICAL EVALUATION OF THE STARCH TOLERANCE TEST 

F. Warren Nugent, M.D. 
and 

William A. Millhon, M.D., Boston 


Early diagnosis of chronic benign or malignant 
disease of the pancreas is a problem that has 
haunted physicians for many years. In spite of 
rather startling advances made in other fields, clini¬ 
cal evaluation and a high index of suspicion con¬ 
tinue to be the mainstays in the diagnosis of these 
diseases. Several new laboratory tests or modifica¬ 
tions of older tests have been put to tr ial, the starch 
tolerance test described by Althausen and Uyeya- 
ma ‘ being one of tliese. We have attempted to 
evaluate this test clinically. 

The starch tolerance test is based on the premise 
that pancreatic amylase is the only significant phys¬ 
iologic enzyme responsible for the breakdown of 
starch into disaccharides. In this form it is absorbed 
by the intestinal tract. The original authors found 
that 87% of all patients rvith chronic benign and 
malignant disease of the pancreas showed abnormal 
results on starch tolerance tests. Kaiser and co¬ 
workers ° in evaluating the starch tolerance test 
found an accuracy of 69% in proved cases of pan¬ 
creatic disease. With these facts in mind we felt 
that the test should be evaluated with regard to its 
relative merit in the diagnosis of pancreatic disease. 

Materials and Methods 

Sixty-eight patients were studied in the depart¬ 
ment of gastroenterology at the Lahey Clinic. In all 
cases pancreatic disease was suspected clinically. 
Studies included history, physical examination, 
routine laboratory tests, gastrointestinal x-rays, and 
such further studies as were deemed necessary for 
their clinical evaluation. 

AH patients were given a starch tolerance test by 
the method of Althausen and Uyeyama, with use of 
either United States Pharmacopia corn starch or 
chemical “soluble starch.” In all cases the starch 
was prepared under the supervision of one of us 
(F. W. N.). This was done because of the known 
difficulty in preparation and also to encourage 
rapid ingestion by the patients of this distasteful 
mixture. Although saccharin and small amounts of 
lemon juice were used, we were unable to produce 
a palatable mixture. 

From the Department of Gastroenterology, Lahey Clinic. Dr. Millhon 
is a Fellow in Gastroenterology, 


The maximal rise in blood sugar level after tlie 
oral ingestion of glucose was compared to the rise 
after oral ingestion of starch and calculated as sug¬ 
gested by the original authors. All results over 100% 
were considered abnormal, while those under 100% 
were accepted as being within the normal range. 

Results 

Of the 68 cases studied, in 50 (cases 1-50) tlie 
final diagnosis was some condition other than pan¬ 
creatic disease. These conditions included function¬ 
al disease of the gastrointestinal tract, infectious 
hepatitis, duodenal ulcer, gastric ulcer, cholelithias¬ 
is, retroperitoneal mafignant disease not originating 
in the pancreas, renal cysts and neoplasms, mal¬ 
absorption syndrome, segmental jejunitis, and 
hiatus hernia. 

In 46 of these cases, tlie starch tolerance test 
gave negative results, and in 4 the results were posi¬ 
tive. One patient (see table, case 45) had proved 
metastatic malignancy in a lymph node; this ob¬ 
structed the ampulla of Vater and therefore the 
test results cannot be considered false-positive. The 
results in the other three cases, however, must, be 
considered false-positive. One patient (case 44) had 
infectious hepatitis, but e.xploration for suspected 
carcinoma of the head of the pancreas revealed a 
normal pancreas. Three other patients with infec¬ 
tious hepatitis had negative results on starch toler¬ 
ance tests. In one patient (case 24), the absorption 
of glucose was early and rapid. Within the first 
half-hour the blood sugar level rose 119 mg. per 
100 cc. after ingestion of glucose, whereas it rose 
only 29 mg. per 100 cc. in a similar period after 
ingestion of starch. This probably e.xplains the 
false-positive test. This patient was seen two years 
later and showed no clinical evidence of pancreatic 
disease. The other patient (case 29) had cholelithi¬ 
asis and results of the test were false-positive. 

Twelve patients (cases 57-68) had chronic re¬ 
lapsing pancreatitis, as proved at surgical explora¬ 
tion. The starch tolerance test gave positive results 
in eight of these cases; in four tlie results were 
negative. Thus, in cases of cluonic benign disease 
of the pancreas, the over-all accuracy was 66.6%- 
The glucose tolerance test showed positive results in 
seven of these cases (58.3%). 
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Six msc."; of carcinoma of the pancreas aro in¬ 
cluded in the group (cases 51-56). The presence of 
c.ircinoma was proved at ojreration in all these 
c.'iscs. In only one case (case 55) did the starch 
tolerance test show positive results, while in the 
other five the results were within normal range. The 


pancreas, since the diagnosis was not proved. The 
starch tolerance test gave negative results in both 
instances. 

In all, 18 of the 68 patients in the series proved 
to have pancreatic disease. In only nine of these 
cases did the starch tolerance test show positive 


Sumtiiarj; of llcsults in Hixty-EtpUt Patients Given Starch Tolerance Test 


Casf, Tftt, 

.No. rinnlPlnfinosU 

1 FunclIonM Rnstrointct*!!* 

nnltMscnsc 

2 FimctlonM gnslrotntpsll* 

naUU?CR?c ‘i 

S Punctlonnl Kn«trolntc?tl* 

naldlscn.tp n 

4 I'UDCtJonal Rn^trolntcptl* » 

n«l dfsen^e 

5 FunetlonnJ frnstrolntr.'^tl* ST 

nnldlscrtpc 

6 Funcllonnl Btistxointcstl' 

nal disease o 

T Functional Rastrolntcsll- 

nal disease Til 

S Functional Kaslrolntestl* 
nal disease 

9 Functional Rostrolnlcstl* .M 

nal disease 

20 Functional frastmlntestl* 
nal disease 

11 Functional Kastrolnteatl- 

nal disease o 

12 Functional Rastrolntcstl* 

nal disease 0 

15 Functional pastrolntcstl* 

nal disease 0 

14 Functional cnstrolntcstN 

nal disease Z 

ij Functional RostroIntestN 

nal disease 0 

16 Functional gastrolotcstl* 

nal disease 0 

17 Functional RastTolntcstl* 

nal disease 0 

18 Functional gastrolntcstl* 

nal disease 27 

19 Functional gastroIntestN 

nal disease 0 

20 Functional gestrolntestl* 

nal disease 3*2 

21 Functional gastrointesti¬ 

nal disease 00 

22 Functional gastrolntestl* 74 

nal disease 

23 Functional gastrointesti¬ 

nal disease 40 

24 Functional gastrolntestl- 310 

nal disease 

23 Cholelithiasis 1 

26 Cholelithiasis 09 

27 Common duct stone 0 

25 Common duct stone 21 

29 Cholelithiasis 133 

30 Cholelithiasis ^ 

31 Segmental jcjunltls 03 


32 Intermittent obstruction 

of small Intestine 0 

33 Hiatus hernia 72 

34 Hiatus hernia -with regur- 52 

gltatlon; esophagitis 

35 Duodenal ulcer 0 

36 Duodenal ulcer 0 

37 Duodenal ulcer 0 

38 Left renal cyst 0 

39 Left renal cyst 0 


ItcinarVs 

Ahdoiulnal pain 

Alulomlnnl pain 

Abdominal pain and vomiting 
Abdominal pain and diarrhea: 

latent (Ilabetps 
llcnlcil pyloric nicer and gall¬ 
stones; latent illnl»c(c« 

Abdominal pain 

Abdominal pain 

Abdominal pain 

Pain In left side of ebest; ? en¬ 
largement In bend of piincrcns 
on x-ray 

Abdominal pain 

Abdominal pain; Intent diabetes 

Abdominal pain 

Abdominal pain 

Ab<lomlnnl pain 

Abdominal pain 

Back pain; weight loss 

Abdominal pain; latent diabetes 

Abdominal pain 

Weakness; weight los« 

Abdominal pain; latent diabetes 

Abdominal pain; nausea 
Healed gastric ulcer; abdominal 
pain; latent diabetes 

Abdominal pain; latent diabetes 
Abdominal pain; rapid absoriv 
tion of glucose 
Abdominal pain 
\N’^eIght loss; anorexia 
Abdominal pain 

Abdominal pain; latent diabetes 
Abdominal pain; latent diabetes 
Abdominal pain 
Abdominal pain; segmental 
Jejunltls on x-ray; latent 
diabetes 

Abdominal pain 

Abdominal pain; latent diabetes 
Regurgitation and vomiting; 

weight loss 
Abdominal pain 
Abdominal pain 
Right upper quadrant pain 
Midabdomlnal pain 
Abdominal pain; abdominal 
mass on left side; latent 
diabetes 


No. Final DlngnosN 

40 Malabsorption syndrome 
II Ifcpatltl** 

42 Infectious hepatUU 


13 Gastric ulcer; hepatitis 

44 Hepntltl.'! 

45 Metastatic carcinoma of 

colon 

46 Mulignnnt melanoma 


47 Adenocarcinoma of !)lle 
ducts 

4S Retroperitoneal malig¬ 
nancy Pith metastasis 
to lungs 


49 Metastatic malignancy 


TiO Carcinoma of the left kid¬ 
ney 

.51 Carcinoma of the pan¬ 
creas 

52 CnrclDoma of the pan¬ 

creas 

53 Carcinoma of the pan¬ 

creas 

.54 Carcinoma of the pan¬ 
creas 

.55 Carcinoma of the pan¬ 
creas 

.V» Carcinoma of the pan¬ 
creas 

,57 Chronic relapsing pan¬ 
creatitis 

.58 Chronic relapsing pan¬ 
creatitis 

.59 Chronic relapsing pan¬ 
creatitis 

60 Chronic relapsing pan¬ 

creatitis 

61 Chronic relapsing pan¬ 

creatitis 

62 Chronic relapsing pan¬ 

creatitis 

63 Chronic relapsing pan¬ 

creatitis 

<;4 Chronic relapsing pnn- 
crcotltis 

65 Chronic relapsing pan¬ 
creatitis 

6C Chronic relapsing pan¬ 
creatitis 

07 Chronic relapsing pan¬ 
creatitis 

OS Chronic relapsing pan¬ 
creatitis 


Starch 

Test, 

% Remark*? 

60 Diarrhea of 18 months’ duration 

97 Abdominal pain; jaundice: 
diabetes mcllitus 

(■.6 .Taundlcc; x-ray—question of en¬ 
largement of head of pan¬ 
creas: latent diabetes 
0 Abdominal pain; diarrhea; la¬ 
tent diabetes 

.559 Vomiting with weight loss; la¬ 
tent diabetes 

139 Mass Involving duodenal area 
and invading ampulla of 
Vater; latent diabetes 
0 Retroperitoneal involvement 
with metastasis to liver; la¬ 
tent diabetes 

11 Abdominal pain 

;19 Abdominal pain; latent di¬ 
abetes; mass located In pan- 
CTcatlc area, probably repre¬ 
senting pancreatic corclnoma 
but not proved 
n Abdominal pain; Intent di¬ 
abetes; x-ray evidence of mo.ss 
In pancreatic area, scalenus 
node positive for carcinoma 

3d Weight loss; anorexia 
9 Back pain; weight loss; latent 
diabetes 

36 Abdominal pnin; latent diabetes 

14 Abdominal puin; weight los«; 

lotent diabetes 
0 Abdominal poin 

100 Abdominal pain; latent diabetes 

0 Right upper quadrant pain: 

anorexia; diabetes mellitus 
0 Abdominal pain; weight loss; 
latent diabetes; pancreatic 
calcldcatlons 

PI Abdominal pain; latent dl- 

betes; pancreatic calcifications 

35 Abdominal pain; vomiting; la¬ 
tent diabetes; pancreatic cal¬ 
cifications 

220 Abdominal pain 

0 Abdominal pain: vomiting 

1,850 Abdominal pain; pancreatic 
cyst 

200 Abdominal puin; nausea; vom¬ 
iting 

110 Abdominal pain; fever 

173 Abdominal pain; latent diabetes 
Inf. Abdominal pain; latent diabetes 

105 Abdominal pain; latent diabetes 

165 Abdominal pain; latent dlabote« 


glucose tolerance test showed positive results in 
five (83.3%). Two other patients (cases 48 and 49) 
had the picture of carcinoma of the pancreas clini¬ 
cally and roentgenologically. Lung metastases were 
present in one and metastases to the supraclavicu¬ 
lar lymph nodes in the other. Neither was included 
among the group of patients with cancer of the 


results. Thus, the over-all accuracy was only 50%. 
In three instances the test results were false-posi¬ 
tive. 

Of the 68 patients, 30 had latent diabetes. This 
condition was defined in our study by a blood sugar 
level exceeding 140 mg. per 100 cc, two hours after 
ingestion of glucose. In 12 (66%) of the 18 proved 
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cases of pancreatic disease, latent diabetes was also 
present. In the 50 patients who did not have pan¬ 
creatic disease, 18 (36%) had latent diabetes, in¬ 
cluding 3 of the 4 patients with infectious hepatitis. 

In all patients with pancreatic disease, multiple 
abdominal roentgenograms were taken; tliese were 
carefully studied for evidence of calcification in the 
pancreatic area. Of the 12 patients uuth chronic 
relapsing pancreatitis, calcification was found in 
three instances. Calcification was not noted in any 
of the six cases of carcinoma of the pancreas. 

Comment 

The pancreas has two major physiological func¬ 
tions: the endocrine and the e.\'Ocrine. The endocrine 
function can be assessed fairly accurately by the 
glucose tolerance test, a well-established metliod. 
Tests of exocrine function, unfortunately, are not as 
accurate. These can be roughly divided into two 
groups: tests of acinar function and tests of ductal 
cell function. E.xcretion of bicarbonate and water 
by the ductal cells is the basis of the secretin test.® 
Acinar function is determined by the enzymatic 
secretions reaching the blood or small intestine. 
Amylase and lipase determinations, the gelatin 
tolerance test,* the starch tolerance test, radioactive- 
labeled protein ® and radioactive-labeled fat ® 
studies all attempt to evaluate this function. 

Normal pancreatic exocrine function is, of course, 
a combination of these actions. Acinar cells must be 
present to secrete the enzymes and a patent ductal 
system is necessary to deliver them to the intestine. 
It is well known that the pancreas has a tremendous 
reserve capacity and that a large portion of the 
gland may be destroyed without producing signifi¬ 
cant abnormality in the over-all pancreatic function. 

Tlie starch tolerance test is based on a compari¬ 
son of the ability to absorb orally administered 
glucose to the ability to absorb orally administered 
starch. This, in turn, is based on the tlieory that 
pancreatic amylase is the only physiologic sub¬ 
stance capable of hydrolyzing starch in significant 
amounts. 

Salivary amylase, gastric hydrochloric acid, 
hydrolyzing substances secreted by the small in¬ 
testine, and bacterial fermentation in the intestine 
are capable of producing degrees of starch hydroly¬ 
sis. That these factors can influence this test is 
well attested to by the case of Kaiser and co-work¬ 
ers.® In this case a patient who had undergone total 
pancreatectomy showed an elevation of the blood 
sugar level from 200 mg. per 100 cc. to 422 mg. 
per 100 cc. after die ingestion of starch. 

The transit time of food from stomach to colon 
(particularly for cases in which segments of the 
upper gastrointestinal tract have been resected) 
and malabsorption or unusually rapid absorption of 
glucose can obviously be modifying factors. 

Our results witii this test would indeed seem dis- 
X couraging. In all instances, proved pancreatic dis¬ 


ease was strongly suspected preoperatively on the 
basis of evaluation of the clinical course, glucose 
tolerance, roentgenographic findings, and other evi¬ 
dence. In no case was the starch tolerance test in¬ 
strumental in solving the problem. 

In one patient (case 57) the duct of Wirsung 
was completely obstructed by a calculus 3 cm. 
distal to the ampulla of Vater, yet the starch 
tolerance test gave negative results. In another pa¬ 
tient (case 62), however, with cyst formation and 
pancreatitis localized to the tail of the pancreas, the 
starch tolerance test gave strongly positive results 
in spite of the fact that the proximal two-thirds of 
the gland was quite normal. 

The most disturbing aspect of this study is its 
failure to provide a means of diagnosing carcinoma 
of the pancreas. This is one of the most difficult 
challenges we must face. Despite the fact that in 
each of our six cases the diagnosis was strongly 
suspected clinically, only one patient showed posi¬ 
tive results on the starch tolerance test. 

Certainly all eflPorts must be directed to the search 
for means of early diagnosis of pancreatic disease. 
We do not feel, however, that the starch tolerance 
test is the answer. 

Summary 

The starch tolerance test was performed on 68 
patients in whom pancreatic disease was suspected. 
Of the 18 patients with proved disease, 9 (50%) had 
positive results on tlie starch tolerance tests. Only 
one patient with proved carcinoma of tlie pancreas 
showed positive results on starch tolerance test, 
whereas the results were negative in the otlier five. 
We do not believe tliis is a reliable test for the de¬ 
tection of pancreatic disease, on the basis of the 
studies described in this report. 

603 Commonwealth Ave. (15) (Dr. Nugent). 
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CORNEAL COMPLICATION OF CHLOROQUINE (ARALEN) PHOSPHATE 

THERAPY 

Rohcrl W. Zeller, AI.D. 

niul 

Donald Deeving, M.D., Portland, Ore. 


Alteration of the corneal epithelium causing 
blurred vision occurred in 10 palicnt.s taking chlo- 
roquine (Aralcn) phosphate, which is currently 
being used for a variety of diseases including ma¬ 
laria, lupus erythematosus, arthritis, and infestation 
with intestinal irarasitos. Chhnoquine has a low inci¬ 
dence of toxicity. Howe\’cr, the corneal changes 
resulting in some patients taking the drug lead to 
srinploms (haloes around lights and blurred vdsion) 
suggestive of glaucoma. The change in the corneal 
epithelium varied.from diffuse discrete white depo¬ 
sitions to yellowish discrete dots grouped at the 
level of the epithelium and Bowman’s membrane. 
The configuration of the depositions was diffuse in 
some cases, but most were linear. The maximal in¬ 
volvement was usually in the central portion of the 
cornea, with the area just below the pupil showing 
the greatest concentration. 

Some of the jratients did not have any complaints 
about their vision. However, four sought ophthal- 
mological help because they saw haloes around 
lights at night. All four had been told nothing was 
wTong and it had been intimated that they were 
suffering from “nerves.” This diagnosis was made 
because the change is a slight one and careful e.x- 
amination with the biomicroscope (slit-lamp) is 
necessarx' to see the alteration in the cornea. When 
the disease is further advanced it is quite easy to 
see the pigment deposits. Reduction of visual acuitj' 
was not seen even though patients complained of 
blurring of their vision. When these patients were 
tested witli Snellen charts their visual acuitj' was not 
lower than it had been prior to drug therapy. In 
some cases the granular appearing deposits became 
quite dense and assumed a more or less yellowish 
appearance. Tlie density of the opacification of the 
cornea does not seem to be definitely related to the 
amount of drug taken. A patient taking 1,000 mg. 
of chloroquine daily for three years showed less 
change than one taking 250 mg. daily for nine 
months (seefigure). 

Twenty-two patients exhibiting the same corneal 
changes were described by Hobbs and Calnan.’ In 
most of their cases, the corneal abnormalities re¬ 
gressed when the drug therapy was stopped. Our 
cases showed the same happy results occurring two 
to four months after therapy was stopped. How¬ 
ever, Hobbs and Calnan reported one case in which 
visual acuity continued to decrease even after ther¬ 
apy was stopped. 

Comeal changes of a different nature (edema 
of the comeal epithelium) have been reported in 
patients taking quinacrine (Atabrine) hydrochlo- 

From the Department of Ophthalmology, University of Oregon 
Medical School. 


ride which is chemically related to chloroquine." No 
edema was seen in our patients or was reported by 
Hobbs and Calnan. 

Yellow staining of the conjunctiva and cornea 
occurred in workers in contact with quinacrine dust 
in a factor)’ where the drug was manufactured. The 
staining was interpreted as actually representing the 
drug itself.'' No conjunctival involvement was seen 
in our iraticnts and the blue haloes seen by quina- 
crinc workers are different from the blurred vision 
and haloes noted by patients taking chloroquine. 

There is evidence chloroquine is widely stored 
in the structures of the body. In hx’o of our most 
severely involved cases the patients appeared to 
have a faint fluorescence of the involved cornea 
when e.xposcd to the M^ood’s light (ultraviolet). 



Linear and dilfuse pigment deposits in central comeal 
epithelium of 48-year-old woman treated with chloroquine 
for arthritis (250 mg. daily for nine months). 


Tliis possibly indicates that it is the drug itself 
which is deposited in the comeal epithelium be¬ 
cause the drug does fluoresce. In less involved cases 
there is no fluorescence. It is too early to state 
whether or not chloroquine is stored in the lens 
epithelium, but this seems a definite possibilitj'. 

Summary 

Ten patients exhibiting discrete opacification of 
the corneal epithelium . were taking chloroquine 
(Aralen) phosphate for arthritis or lupus erythem¬ 
atosus. The changes appear to be reversible on 
cessation of the drug therapy. Not all patients com¬ 
plained of visual problems but all showed comeal 
abnormalities witlr the biomicroscope. Some noted 
haloes around lights, a symptom which may lead to 
a mistaken diagnosis of glaucoma. 

3181 S. W. Sam Jackson Park Rd. (1) (Dr. Zeller). . 
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PURPURA DUE TO CHLOROTHIAZIDE (DIURIL) 

Manuel O. Jaffe, M.D. 
and 

Robert R. Kierland, M.D., Rochester, Minn. 


Chlorothiazide (Diirril) is an orally administered, 
nonmercurial, diuretic agent. Chemically, it is 
known as 6-chIoro-7-suIfamyl-l,2,4-benzothiadia- 
zine-1,1-dioxide.' It was made available commer¬ 
cially only this year; but, in its use thus far reported, 
the absence of toxic and otherwise undesirable side- 
effects has been especially noted." 

Ten of 51 patients observed by Hollander and 
Wilkins ““ experienced slight to moderate weakness 
and fatigability, which usually disappeared with 
continuous treatment. In several, this weakness was 
associated with a feeling of mental depression, and, 
in a few of these, the level of serum potassium was 
reduced. Five patients complained of temporary 
mild nausea, especially when given 500 mg. of 
chlorothiazide in single doses. Other uncommon 
side-reactions included muscle cramps, flushing, 
lightheadedness, and paresthesias. 

The potential development of clinical symptoms 
and signs of fluid and electrolyte imbalance result¬ 
ing from chlorothiazide therapy has been stressed 
by all investigators." 

So far as we know, pm'pura resulting from die 
administration of chlorothiazide has not been re- 
jiorted in the literature. Two patients with such 
effects have been seen recentiy at the Mayo Clinic, 
and their cases are described here. 

Report of Cases 

Case 1.—A 66-year-old man was seen because of an erup¬ 
tion of two weeks’ duration on his legs. The patient said he 
had taken chlorothiazide for one montlr several months be¬ 
fore being seen at tire clinic but had stopped for no definite 
reason. Two weeks before tire present examination, he began 
again to take the drug, 500 mg. twice a day. Within two 
days after resuming clilorothiazide therapy, he noted the 
appearance of a petechial eruption about both ankles with 
subsequent involvement of tlie dorsa of the feet and hands 
and tlie distal half of both lower legs. The patient had con¬ 
tinued to take chlorothiazide up to the time he was seen at 
tlie clinic. He denied bleeding from any of tlie body orifices 

From the Section of Dermatology, Mayo Clinic and Mayo Founda¬ 
tion. The Mayo Foundation is a part of the Graduate School of the 
Umvenit>* of Minnesota. 


or the gums. Four years previously he had given a history of 
easy bruising and prolonged bleeding, tliough examination at 
that time was nonrevealing. He denied the use of otlier drugs. 

The patient was admitted to the hospital. The pertinent 
dermatological findings consisted of a confluent, symmetrical 
purpura involving tlie ankles and lower half of both legs. 
Tliere were scattered petechiae involving the dorsa of the 
feet and hands. The patient also had keratoderma of the 
palms and soles and intertrigo of the inguinal areas. Hema¬ 
tological examination, including tests of the bleeding and 
clotting mechanisms, gave results within the limits of normal. 

The patient was treated with bed rest and diphenhydra¬ 
mine (Benadryl) hydrochloride. The use of chlorothiazide 
was discontinued. During 10 days of hospitalization, 85% of 
the purpura cleared with no new lesions appearing during 
that time. 

Case 2.—A 70-year-old man with congestive heart disease 
had been a patient at the clinic for many years. He had been 
receiving mercaptomerin (Thiomerin) sodium for three years 
and digitoxin preparations and ammonium chloride for two 
years. In January, 1958, he had been instructed to take 
chlorothiazide, 500 mg. twice daily tliree times a week. 

In June, 1958, the patient showed dermatosis on his hands. 
Examination at this time revealed petechiae and purpura 
symmetrically distributed on the dorsa of tire hands and about 
the ankles. Hematological examination, including tests relatw 
to the bleeding and clotting mechanisms, gave results within 
normal limits except for a count of only 94,000 platelets per 
cubic millimeter of blood. Continued use of digito.xin and 
ammonium chloride was advised, but chlorothiazide and 
mercaptomerin were no longer prescribed. 

During the next week the amount of purpura and number 
of petechiae increased, with spread of the lesions to involve 
the lower half of the legs and the forearms. The patients 
condition merited the use of mercaptomerin, and this was 
given without obvious increase in tlie severity of the purpura. 

During the next two weeks, there was complete resolution 
of the petechiae and purpura. Throughout this time, digi¬ 
toxin, ammonium chloride, and mercaptomerin were admin¬ 
istered witliout apparent toxic effect. Their use has been con¬ 
tinued to the time of writing without recurrence of purpura. 
Reappearance of purpura followed promptly, however, after 
chlorothiazide was given again in a single dose of 500 mg. 

Summary 

Previously reported undesirable side-effects of 
chlorothiazide (Diurfl) therapy have been prima¬ 
rily tliose related to fluid and electrolyte imbalance. 
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At tin's clinic, two cases t)f piirjiiuia resulted from 
tl\c admiuistratlou of this dru};:. 

200 First St. S. \V. (Dr. .IniTc). 
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Many inherent metabolic and bioclicmical changes 
occur at the time of and after conception. Gestation 
presents three recognizable phases; (1) the pre¬ 
implantation period that extends for approximately 
two weeks after conception; (2) the two-to-cight- 
week interval during which major organogenesis 
takes place; and (3) the period of most rapid pre¬ 
natal and maternal growth, which extends from 
about eight weeks to term. 

Metabolic and Functional Changes in Pregnancy 

The implantation of the fertilized ovum causes 
the regulator)’ and functional mechanisms of the 
body to be thrown out of balance and results in a 
disturbed physiological state. Tire effects are ob¬ 
served in upsets in tire gastrointestinal system—a 
decrease in appetite resulting in reduced food con¬ 
sumption, and nausea, sometimes with vomiting, 
which may result in a loss in weight. The results of 
metabolic changes may be seen in the level or 
distribution of blood components, in the level of 
urinary components, in the retention of nutrients, 
in.the composition and function of the blood cells, 
in hormonal secretions, and in the composition and 
function of the placenta. 

Alterations in Hormonal Secretions.—The three 
hormones primarily concerned in reproduction are 
the gonadotropins, the estrogens, and proges¬ 
terone.' 

Fiom the MeTrill-Talmer School, 


Gonadotropins can be detected in the serum and 
in the urine a few days after the first missed men¬ 
strual period and continue to increase rapidly, 
reaching the maximum in about 50 to 70 days. They 
are believed to work in conjunction wth the corpus 
luteiim, causing it to persist and play a dominant 
role in organogenesis and growth of the fetus until 
about the fourth montli of pregnancy. At the height 
of production, tlie gonadotropins may be e.xcreted 
at a rate of 40,000 to 200,000 rat units per 24 hours. 
Tliis level of e.xcretion is maintained for a short 
time; by the 110th to the 120th day, it decreases to 
5,000 to 10,000 rat units per 24 liours, a level main¬ 
tained until the end of pregnancy. In cases of dis¬ 
turbed gestation, a late rise in hotli serum and 
urinary gonadotropins may occur. Biological tests 
of pregnancy depend on the presence of gonado¬ 
tropins. 

Progesterone, the corpus luteum hormone, is 
secreted until the third or fourth month of preg¬ 
nancy. It stimulates the occurrence of secretory 
changes in the endometrium in preparation for the 
implantation of the fertilized ovum about the sixth 
day of the luteal phase of the ovum. By the third 
week of gestation, tlie placenta has grown and has 
developed to the point of initial functioning, pro¬ 
ducing some progesterone. Increased growth and 
function of the young metabolically active placenta 
permit it to take over the formation of progesterone 
between the second and tliird months of gestation, 
thus continuing the conditioning of tlie endome- 
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trium to provide for the nourishment of the con- 
ceptus. The reduction of progesterone is measured 
by its metabolites, pregnanediol and pregnanolone, 
and it is e.xcreted as glyeuronides of these sub¬ 
stances. Maximum secretion is usually reached 
around the 220th to the 240th day. At term, values 
of the pregnanediol complex may fall behveen 50 
and 100 mg. per 24 hours. After delivery, this hor¬ 
mone disappears rapidly from the urine. 

HEMOGLOBIN 
Number of Simples 

White S24 17 41 S9 61 75 83 132 205 140 119 

Negro 4 9 27 54 90 14S 178 100 182 
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Non-Pregnint Postpartum Infants 

Months of Gestation 

Fig. 1.—Trend of median hemoglobin levels of white, non¬ 
pregnant women, of selected white and Negro women dur¬ 
ing gestation and after delivery, and of their respective 
newborn, tenn infants. The 10th-90tli percentile range for 
combined racial groups sen'es as standard for normality. 

The pattern of esti'ogen level is similar to that of 
pregnanediol, low in early pregnancy with a slow 
increase through gestation. It does not increase 
appreciably until about the 100th day, with the 
greatest increase occurring in the last half of preg¬ 
nancy, reaching values of 40,000 to 50,000 meg. per 
24 hours and attaining its maximum about 10 days 
before deUvery. Estrogen and progesterone are 
maintained at high blood concentration levels dur¬ 
ing pregnancy; they stimulate growth and func¬ 
tional changes in tlie breasts and suppress the 
lactogenic fimction of the pituitary gland until 
delivery, when the pituitary gland stimulates the 
mammarj^ glands to secrete milk. 

Tire alteration in steroid metabolites during nor¬ 
mal pregnancy has provided a valuable index of the 
adaptation of the adult organism to pregnancy.’ 
The ketosteroid components in the urine of preg¬ 
nant women differ quantitatively and qualitatively 
from those found in the urine of nonpregnant 
women. Of die 19 ketosteroids that have been char¬ 
acterized, 11 have been found in the urine of 
pregnant women. These observ^ations furnish evi¬ 
dence that pregnancy induces alterations in tire 
mechanisms of production or metabolism of the 
steroid precursors. 

Placental Development.—During pregnancy, the 
growth rate of the placenta does not parallel that 
of the fetus, since the former attains its maximum 


size early in gestation. In the seventh month of 
pregnancy, the ratio of fetal weight to placenta 
weight is about 3.7:1; at term it has increased to 
7.5:1. The wet weight of placentas ranges from 325 
to 1,000 Gm., widi an average of about 580 Gm. 
Large birth weights are not indicative of large 
placentas. 

The placenta is essentially an organ with a nu¬ 
tritional function; it is well supplied with carbo¬ 
hydrate, protein, fat, enzymes, hormones, and min¬ 
erals. Tliough there is a deardi of information about 
die progressive changes in the chemical composi¬ 
tion of the placenta, under normal conditions its 
chemical composition during gestation varies to suit 
the demands made on it by the growing fetus. For 
example, the fat and carbohydrate contents are 
reduced in the last quarter of pregnancy; the vita¬ 
min content of the placenta increases during the 
course of pregnancy and then decreases near its 
termination. 

Fetal nutrition depends, to a large extent, on the 
efficiency of the transmission of material across the 
placental barrier. The area of contact between 
maternal and fetal eirculations has been estimated 
as between 10 and 13 sq. m. Only materials that 
can be carried in solution by the blood and can 
pass through die semipermeable ii'aH of the cliori- 
onic villi can penetrate tiiis barrier. Proteins of large 
molecular structure, with the exception of anti¬ 
bodies, are not transferred, whereas amino acids 
and proteoses are. Fetal fat is synthesized from 
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SBKUM VITAMIN C 
Number of Staples 

14 39 55 56 77 78 128 198 138 HO 

5 9 26 56 92 158 178 181 166 .. 

rr““i “ 1“ ■“ T » I I k • ‘ 



Fig. 2.—Trend of median serum vitamin C levels of white 
nonpregnant women, of selected white and Negro women 
during gestation and after delivery, and of tlieir respectu’c 
newborn, term infants. The 10th-90th percentile range for 
combined racial groups serves as standard for normality. 


lipid components piassed from the mother’s blood to 
that of the fetus. Chemically it is quite different 
from tile body fat of the mother; fetal fat is richer 
in palmitic acid and contains less oleic and steanc 
acids. Vitamin D, ascorbic acid, thiamine, and 
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riboflavin arc prc.senl in the liuinan placenta' and 
arc passed through it in regulated amounts. Vita¬ 
min A and carotene are passed through the placenta 
in less regulated amounts. 

The placenta may well he considered an endo¬ 
crine gland, since hormones similar to those of the 
pituitary gland have been demonstrated and since 
endocrine functions of the ovary are duplicated. 
Needham ■' pointed out the high content of ascorbic 
acid in the corpus luteum and the fact that it paral¬ 
leled progesterone; he then assumed that ascorbic 
acid may be nece.ssary to the production of the 
lionnone. \halue.s for ascorbic acid in the corpora 
lutea of nonpregnant women range from 24.8 to 
45.3 mg. per 100 Gm.; for women in the second to 
fifth month of pregnancy, the \’alucs arc 42.3 to 
14S.7 mg. per 100 Gm. The ascorbic acid content 
of the placenta is greater in the early months of 
pregnancy when its metabolic activity is greatest. 
Tlie ascorbic acid content of an infant at birth 
.averages 38 mg. per 100 Gm. of tissue; it decreases 
to 10.8 mg. per 100 Gm. during the first four 
months after birth. Excretion of ascorbic acid in the 
urine of the newborn infant ■* u’ould indicate that 
there must be a plethora of this vitamin for fetal 
growth and development. 

At tire fourth month of development, the fats and 
lipids of the placenta arc present in greater quan- 
tit}’ in relation to the weight of the fetus tlran at 
any other time. In the developing placenta, there is 
disintegration of the lipids, releasing fatt>' acids, 
phosphorus, and choline. In comparison with values 
of other tissues, niacin is the only one of the B 
vitamins that is irresent in relatively large amounts. 
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Fig. 3.—Trend of median serum vitamin A levels of white 
nonpregnant women, of selected white and Negro women 
during gestation and after delivery, and of their respective 
newborn, term infants. The 10th-90th percentile range for 
combined racial groups serves as standard for normality. 


Basal Metabolism.—ThQ basal metabolic rate falls 
from a normal to a subnormal level during tlie third 
to the fourth month of gestation. From this point, a 
steady increase is noted that amounts to 13% or 
more in excess of the rate conditioned by the gross 
increase in body weight. Tlie basal metabolic rate 


docs not differentiate between the tissues rvith high 
metabolic activity, such as the placenta, the fetus, 
and organs of both motlrer and fetus, that are more 
active than others. Basal metabolism is also influ¬ 
enced by increased thyroid function, as demon¬ 
strated by the steady increase of blood iodine from 
the second to the tenth month and by a decrease in 
blood iodine in the first two weeks of puerperium. 
.Anatomic studies of thyroid glands obtained at 


a 
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SERUM CAROTENOIDS 
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Non-Prepunt » » ^ 5 • ’ « » 
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135 to 

168 134 
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Fig. 4.—Trend of median .serum carotenoid levels of white 
nonpregnant women, of selected white and Negro women 
during gestation and after delivery, and of their respective 
newborn, term infants. The 10th-90th percentile range for 
combinetl racial groups scri'cs as standard for normality. 


autopsy from pregnant women ’ reveal larger fol¬ 
licles w'itb abundant colloid and, at the same time, 
definite signs of cellular hiToertrophy when com¬ 
pared with thjToids from nonpregnant women. 
Experimental studies suggest a greater need for 
thyroid hormone during pregnancy. 

Other Hormonal Implicatiorts.—hoss of appetite, 
reduction in food intake, and disturbed gastrointes¬ 
tinal equilibrium in the preimplantation and or¬ 
ganogenesis phases of pregnancy may well result 
from the excessive amounts of certain hormones 
elaborated by diese glands “ and from the mor¬ 
phologic and functional changes which they bring 
about in the digestive tract. TTie efficiency of ab¬ 
sorption and of enzyme production is dependent on 
hormonal support.. Recent studies show how the 
grou'th hormone produced during pregnancy in¬ 
creases nitrogen retention in the tissues in tlie form 
of protein.’ It aids nitrogen conservation whenever 
dietary protein and carbohydrate are in short sup¬ 
ply. This hormone or its companions influence fatty 
acid and ketone body metabolism.® Pregnanej' in¬ 
creases vitamin B 12 absorption.® Parathyroid hor¬ 
mones have been shown to act as biological regu¬ 
lators of calcium metabolism. 

Blood Volume Increases.—There is an increase in 
plasma volume during pregnancy that averages 
approximately 25% at term over the nonpregnant 
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value. A sharp increase occurs tlirough the second 
trimester and during the first half of die third tri¬ 
mester, after which the plasma volume tends to 
remain constant or to decrease. In evaluating re¬ 
sults of blood studies during pregnancy, a major 
physiological influence is known to be the change 
in blood volume.^" 

SERUM AEK/^UNE PHOSPHATASE 
Number of Samples 

White 401. 15 43 55 60 75 63 131' 205 142 110 

Negro S 9 27 52 95 156 189 180 163 



Fig. 5.—Trend of median serum alkaline phosphatase lev¬ 
els of white nonpregnant women, of selected white and Ne¬ 
gro women during gestation and a&er delivery, and of their 
respective newborn, term infants. The 10th-90th percentile 
range for combined racial groups serves as standard for 
normality. 


Biochemical Changes 

During pregnancy many biological changes oc¬ 
cur. The liver, kidneys, adrenals, and other vital 
organs develop functional activity commensurate 
with the stage and demand of gestation. Single 
determinations contribute little to the evaluation of 
biochemical individuality and customary responses; 
however, successive determinations performed as 
metabolic and physiological functional changes are 
taking place show individual patterns and deviation 
from established patterns. 

Blood Determinations.—Any interpretation of 
physiological ti'ends during gravidity, however, 
must recognize alterations in blood volume, since 
blood volume increases. If there are no changes in 
the concentration of tlie blood constituents witli 
pregnancy, it is obvious tliat there are increased 
amounts in the bodies of mother and fetus. An 
increase in concentration indicates an even greater 
increase in the supply available. 

Until metlrods for determining blood volume 
become easier to administer to groups of individ¬ 
uals, we have assumed that, if differences in gesta¬ 
tional weight changes are not appreciable among 
healthy female subjects, the blood volume changes 
are similarly not significant. This assumption is nec¬ 
essary' for comparisons of the concentrations of 


several blood components from the various groups 
at equivalent stages of gestation. In our studies, the 
characterization of the various groups suggests that, 
in the interpretation of the data on the basis of 
nutritional status, investigations of racial character¬ 
istics, of inequality of nutrient intake, and of pre¬ 
natal care should also be undertaken. 

We have presented observations ” made on se¬ 
lected subjects who successfully completed gesta¬ 
tion and delivery without any unusual disturbance 
or disease and who were delivered of healthy, full- 
term infants weighing at least 2,500 Gm. (5.5 lb.). 
Criteria for selection included consideration of med¬ 
ical history, clinical course during pregnancy, and 
outcome of gestation, witli respect to both mother 
and child. Excluded from the group were women 
with physical structural defects, congenital or ac¬ 
quired, and those in whom malnutriture or disease 
had left recognizable clinical effects so serious that 
their health might have been permanently im¬ 
paired. If either mother or infant were to be omitted 
for any of tliese reasons, both were excluded. Such 
conditions as syphilis and toxemia during current 
pregnancy were bases for categorical exclusion 
from the selected group. In some instances, obstet¬ 
ric judgment combined rvith pediatric consultations 
in relation to the condition of the infant were de¬ 
termining factors. Women whose deliveries involved 
operative procedures were excluded as well as 
those who were in labor over 24 hours. Tire blood' 
values for 48 nonpregnant white women provided 
a basis for observing the physiological alteration 
from the nonpregnant to the pregnant state; those 


SERUM PROTEIN 
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White 426 1 5 43 56 61 74 81 128 208 142 
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Fig. 6.—Trend of median serum protein levels of white 
nonpregnant women, of selected white and Negro women 
during gestation and after delivery, and of their respective 
newborn, term infants. The 10tli-90tli percentile range tor 
combined racial groups serves as standard for norm.ality. 


values for the selected group of 425 patients, chosen 
because they were free from clinical manifestation 
of disease, provided average and range values that 
may be used as standards for departures from 
health. 
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In obtiiininj;' diUa for blood composition, mi- 
accoimlal)l\' high or low results may occur which 
may not he true x’alucs. Such figures \\’erc' elimi¬ 
nated hy including s’alues in the lOth to 90th per¬ 
centiles, which characterize the usual physiological 
course dviring pregnancy. 1'he medians and the 10th 
to 90lh percentile ranges for hemoglobin, .scrums 
total protein, vitamin A, carotenoids, vitamin C, 
and alkaline phosphatase are presented. Data arc 
also given for nonpregnant women, for the selected 
white and Negro women during pregnancy and for 
one to eight days post partum, and for their full- 
term infants one to nine days after birth. 

//cHiog/ohin.—The medians and ranges for hemo- 
glohin throughout pregnancy averc lower than those 
of the nonpregnanl women (fig. 1). The range of 
levels for white women was higher than the range 
for Negro women, indicating a difference in the 
racial groups. The median hemoglobin values for 
women of the white race were 0.7 to 1 Cm. higher 
than those for women of the Negro race during the 
last months of pregnancy. Selected white infants 
displayed hemoglobin levels higher by as much as 
1 Gm., and the median levels were approximately 
507c greater than the values of their respective 
mothers. 

Tlie extent to which hemoglobin will be formed 
depends, in large measure, on the availabilit)' in the 
body of iron and organic components for poqahyrin 
formation and of essential amino acids for globulin 
formation. The number of organs and components 
in the body and the food components that converge 
to help perfect the symthesis, the metabolism, the 
distribution, and the destniction of hemoglobin are 
legion. The mechanisms that control the distribu¬ 
tion of essential amino acids are little understood. 
Normally, the fetus acquires a reserve store of iron 
from the maternal organism via tire placenta, espe¬ 
cially during the last trimester of pregnancy. The 
placenta appears to conserve hemoglobin for fetal 
construction and reserves at tlie expense of the 
mother. An overstrain on the function of hemato- 
genesis is showm by the mild secondary anemia, 
common in pregnancy. The physiological anemia 
(normocytic) of pregnancy is due to dilution by 
blood volume increase and causes no radical change 
in the alteration of the blood picture, since the re¬ 
duction in hemoglobin, ery'throcytes, and hema¬ 
tocrit is in direct proporiaon. To what extent par¬ 
ticular hormonal factors in pregnancy alter the rate 
of the blood-building process and tire development 
of an anemic state in pregnancy is being investi- 
gated.'^ 

Serum Ascorbic Acid.—The serum of nonpreg¬ 
nant white women had higher concentrations of 
ascorbic acid than that of the selected white women 
in the first trimester of pregnancy (fig. 2). A doxvn- 
ward trend' throughout pregnancy e.xtended into 
the postpartum period, but .throughout gestation 


the levels of the white women were much higher 
than those of the Negro women. The ascorbic acid 
levels of the Negro women, though much lower 
earlier in pregnancy, did not show as much decline 
before delivery. Tlie ascorbic acid concentrations in 
infant blood were almost alike for the two races, 
but the range was higher for white infants. 

A shortage of ascorbic acid in the diet during 
pregnancy may thwart the growth impulses of the 
mother and her offspring in ntero by impairing 
physiological function. Average serum concentra¬ 
tions of this vitamin for infants are two to four 
times that of the mothers' serum. This fact gives 
credence to the theory that the placenta exerts 
selective control over tlie passage of ascorbic acid 
and may act as a barrier to re-entrance of the vita¬ 
min into the maternal circulation. 

Without doubt, endocrine changes exert some 
influence on maternal blood lev'els of ascorbic acid, 
just as the ascorbic acid content of the adrenal 
gland is high in pregnancy. Ascorbic acid and pro- 
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Fig. 7.—Ali)umin:globiilin ratio in niatemal blood during 
and after pregnancy. 

teins are involved in the metabolic mechanism of 
the adaptation symdrome occurring during tlie stress 
of physiological, disturbances in pregnancy. It is 
generally recognized that fetal needs take priority 
over maternal needs for this \atamin and that the 
fetus may build up a substantial resen^e of it at tlie 
expense of the motlier. 

Serum Vitamin A.—The median concentrations of 
serum vitamin A of nonpregnant white women and 
selected white patients in the first trimester were 
not different (fig. 3). The median values were con¬ 
sistently higher for white than for Negro women 
during the last five months of gestation and post 
partum. Although tlie difference between the medi¬ 
ans for white and Negro infants was small, that of 
the Negro was lower. Vitamin A and its precursors, 
the carotenoids, have special roles in the formation 
of the epithelial cells during organogenesis, in the 
maintenance of their integrity, and in the formation 
of bone.*^ 

Serum Carotenoids.—Hie median serum carote¬ 
noid level for nonpregnant white women was higher 
than that for the selected white subjects in the first 
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trimester (fig. 4). For both white and Negro sub¬ 
jects, however, upward trends in early pregnancy 
were followed by leveling off after the sixth month 
and lowered values post partum. The levels for 
white and Negro infants were not different but were 
much lower tlian those of their mothers. 

Serum Alkaline Phosphatase—The pattern for 
serum alkaline phosphatase is different from tliose 
for hemoglobin and the vitamins, because its con¬ 
centration in serum more directly parallels skeletal 
growth and maturation in the fetus and mineral 
storage in the maternal organism. The trend was 
definitely upward through the ninth month, with 
the levels decreasing in the puerperium (fig. 5). 

Alkaline phosphatase enzymes are widely dis¬ 
tributed in the organs and tissues of the body, 
occurring in high concentration in bone and ossify¬ 
ing cartilage. Their activity is related to calcium 
homeostasis “ and vitamin D nutriture. Data dem- 


lated, and the extent of alterations taking place in 
hormonal excretions may influence the level of 
serum protein. Physiologically, total serum protein 
has less significance than the quantities and prop¬ 
erties of the several component proteins, each one 
differing in composition and performing widely 
different physiological functions in the body. 

Observations of levels of total serum protein, 
albumin, and alphai, alphao, beta, phi, and gamma 
globulins during pregnancy and subsequent to de¬ 
livery demonstrated a characteristic pattern of dis¬ 
tribution of these components for uncomplicated 
pregnancy; the pattern is disturbed in complicated 
pregnancy,'’ however, and some diseases present 
distinctive patterns (fig. 7). 

Electrophoretic analysis of the proteins in plasma 
or serum provides a more detailed and reliable pic¬ 
ture of this labile biological system than do other 
methods, although values are frequently lower than 


Proteins in Blood Plasma of Mothers During Pregnancy, at Delivery, and Post Partum” 


Trimester of Pregnaneyt Post Partum 


1 2 

Determinations 3 7 


Albumia 

Mean . 

Range . 


3.89 

3.27-4.41 

AIpbai globulin 

Mean . 

Range . 

. 0.32-0.45 

0.44 

0.34-0.53 

Alphas globulin 

Mean . 

Range . 


0.77 

0.05-1.00 

Beta globulin 

Mean . 

Range . 


1.20 

0.92-1.48 

Phi globulin 

Mean . 

Range . 

. 0.ol-0.o7 

0.38 

0.49-0.73 

Gamma globulin 

Mean . 

Range . 


0.69 

0.56-0.83 

Total protein 

Mean . 

Range . 


7.57 

6.57-8.70 


3 

Delivery 

12-24 Hr. 

5-6 Days 

6-12 Weeks 

15t 

16 

3 

9 

13 

3.43 

3.41 

2.68 

3.15 

4.07 

2.43-4.07 

2.51-4.60 

2.4.5-2.91 

2.78-3.58 

3,40-4.n 

0..'.1 

0.48 

0.54 

0.69 

0.42 

0.32-0.72 

0.40-0.64* 

0.43-0.60 

0.59-0.77 

0.83-0.51 

0.87 

0.94 

0.86 

1.10 

0.06 

0.66-1.1.") 

0.46-1.32 

0.58-1.10 

0.71-1.29 

0.39-0.69 

1.86 

1.40 

1.2‘’ 

1.38 ' 

1.05 

0.83-1.29 

0.94-1.95 

1.11-1.93 

1.17-1729 

1.17-1.57 

0.65 

0.70 

0.67 

0.09 

0.43 

0..T0-0.92 

0.45-1.07 

O.nt-0.76 

0.51-0.90 

0.28-0.C5 

0.6$ 

0.62 

0.50 

0.54 

’ 0.78 

0.46-0.90 

0.32-0.87 

0.44-0.56 

0.27-0.04 

0.27-1.1.) 

7.00 

7.55 

6.47 

7.55 

7.41 

5.96-8.68 

5.S({-1().26 

5.03-7.23 

6.67-8.48 

6.26-8.20 


* Values in Gm./lOO cc. of plasma. . , 

t According to estimated date of confinement, determinations in first trimester were made in 4th to 9th week of pregnanci'; those in seconu 

trimester were made between 15 and 25 weeks of gestation; those in third trimester were made after 28 to 41 weeks of pregnancy. 

♦ Fourteen subjects. In all other groups, number of determinations also is number of subjects. 


onstrate that physiological changes in alkaline phos¬ 
phatase concentration occur rvith regularity during 
the reproductive cycle, the magnitude of change 
corresponding in large measure to anatomic growth 
and development. 

Blood Proteins.—Levels of total serum protein of 
nonpregnant white women were higher than medi¬ 
ans for white and Negro women at any time during 
gestation (fig. 6). For women of both races, tire 
trend of serum protein concentrations was down¬ 
ward throughout pregnancy, the median differences 
ranging from 0.11 to 0.46 Gm. per 100 ml. of serum. 
The protein levels of infants were lower than those 
of tlieir respective mothers, and both the median 
and the range for the Negroes exceeded those of 
the white race. 

The intensity vuth which the maternal body 
builds active body tissue, tire rapidity with which 
labile protein and mineral reserves are accumu- 


those obtained by chemical metliods. Data for 
women during and after botli uncomplicated and 
complicated pregnancies demonstrated the varia¬ 
tions attributable to individual physiological differ¬ 
ences among women, as well as differences in the 
time of the cycle during which the blood samples 
were drawn. In general, trends for albumin and 
gamma globulin were downward; trends for alphai, 
alphao, beta, and phi (fibrinogen) globulins were 
upward until delivery or at term; subsequently, the 
trends were reversed and the values approached 
those of the nonpregnant state. The plasma albu¬ 
min: globulin ratios for each period in the repro¬ 
ductive cycle showed the decreases consequent p 
lowered albumin concentration and higher globulin 
concentration during pregnancy, with the return 
post partum toward the nonpregnant relationship- 
During the first trimester (preimplantation and 
organogenesis phases), the decreases in albumin 
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C-imma plo!)nlin wore obvious-; in Ihc second 
.ind third trinicsfors (growth pliiiso), tlie concentra- 
, tjott! of allnimin and Jllobnlin in total pro- 

■ tsn were reduced significantly. 

Snininary 

Pregnancy causes the regulatory and functional 
inccii.inisnis of the body to be thrown out of bal¬ 
ance. Tlie effects of these itnbalanee.s arc frecincntly 
seen a.s upsets in the gastrointestin.il system. Re¬ 
sults of the metabolic changes are obsen’cd in the 
comiwsilion of the blood cells and in the differing 
levels and distribution of the blood components. 
The levels of nrinaiy components, tlie changes in 
homional secretions, the greater retention of nutri¬ 
ents, and the coinjrosition and I unction of the 
placenta arc all indications of the metabolic changes 
tint take place at the time of or alter conception. 

Fiptres 1 tliroiinii fi .ire rcprodiucd willi jicniiissinn from 
.'lacy ami oiliors.'* 

The [.able and fienre 7 arc roprodiicrd vvilli permission 
tmm M.icy and Mack.'" 
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N FW ANATONHCAL NOMENCLATUBE.-An International Anatomical 
, . was set UD and the work of this Committee re- 

o: . M,o, „ :e.v. 

one .. 

cumflex nerve, for . . P ’ ^j„g a^ery is still called the posterior humeral 

the axilla and internal mammary artery becomes the internal thoracic 

circumfle.\ artery. always been a little troublesome, is now 

.artery'. The .accessory i^ranch (cranial part), and an external branch 

described as band of the right ventricle is to be knosvn officially 

(spinal part). The and certain details of the heart valves are 

as in British te.xtbooks, it is usual to name the cusps 

changed. • • • ^ P r,nsterior right, and left; in the new list they are given as 
of the pulmonary v. ^jj^ijarly the cusps of the aortic valve have been changed 
anterior, nght, ana ■ nosterior, right and left. ... A name has now been 

from anterior, a Name.” One has often wondered why a vessel 

found for the Artety blood should have been called 

which supplies ^ sounds even more casual to English ears, the B. A. 

the innominate arte^, , be called the brachio-cephalic tntok— 

(1895) term-Arteria ° any rate, "nomen proprium,” a name ^ its 

not an elegant name p , Anatomical Nomenclature, Annah of the Eoyol 

own.-R. M. Livingstone, peo 

College of Surgeons of England, : . y. 
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HISTOPLASMOSIS 



ISTOPLASMOSIS was first described in 
1906 and until about 1940 it was consid¬ 
ered to be an acute, progressive, almost 
invariably fatal disease. It is now recog¬ 
nized that in addition to the progressive dissemi¬ 
nated type there is a much commoner type that 
is benign, self-limited, and often asymptomatic.* 
According to Tegeris and Smith** the case fatality 
rate in epidemics is about 1.2%. The distribution 
seems to be world-wide but the disease is more 
prevalent in rural tlian in urban areas and in some 
rural regions than in others.** The causative fungus, 
Histoplasma capsulatum, is found in the feces of 
birds (especially domestic fowl), bats, dogs, and 
various other mammals, hence it is commonly 
found in the soil. 

Primary infection with the development of a 
single tuberculoid nodule in the lung is almost 
always of the benign type but, if tliere is an over¬ 
whelming exposure to contaminated dust, multiple 
pulmonary lesions may result from hematogenous 
spread. In older patients about 50% develop cuta¬ 
neous or mucocutaneous lesions (nodules, papules, 
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ulcers, abscesses, and furuncles). The spleen may 
be enlarged. The patient may have a cough which 
is usually unproductive, chest pains of varying in¬ 
tensity, loss of weight, increased fatigability, and 
general malaise. The condition usually is first sug¬ 
gested when the characteristic changes are seen in 
a roentgenogram of the chest. As in the case of 
tuberculosis, a positive skin test indicates previous 
contact with the causative organism but gives no in¬ 
formation regarding activity. The complement-fixa¬ 
tion test is the only serologic test that is of much 
value as an index of activity, but it is so complex 
that it is done only in a few special laboratories.' 

The diagnosis is difficult because neither the 
clinical nor the x-ray findings are pathognomonic 
and the disease simulates many other conditions. 
In endemic areas histoplasmosis in white children 
up to age 18 is at least eight times as common as 
tuberculosis." Many patients with pulmonary cavi¬ 
ties due to histoplasmosis are still admitted to 
tuberculosis hospitals despite the absence of any 
positive evidence of tuberculosis. This is unfor¬ 
tunate because streptomycin (and also penicillin) 
is contraindicated in the treatment of histoplasmosis 
as it favors the growth of the organisms. 

The benign type of this disease requires no treat¬ 
ment. In the effort to find an effective treatment 
for the progressive type many drugs have been 
tried and sometimes the results reported by one 
observer differ radically from those reported by 
another. Christie" used sulfonamides with good 
results even in patients with progressive lesions. 
For this reason he believes these drugs may be 
lifesaving. The response of tlie patients was not 
apparent for a week or two but within three or 
four weeks the patients were well and no re¬ 
lapses were observed. The most controversial drug 
is amphotericin B. Lehan and co-workers ° found 
it relatively nontoxic and suggested that it might 
have some therapeutic usefulness. Later they re¬ 
ported improvement in patients with the progres¬ 
sive type of lesion when the drug was given by 
mouth but relapse when it was discontinued. Two 
patients given the drug intravenously showed 
marked clinical and bacteriological improvement 
but two others with far-advanced lesions treated 
in this way died. Christie stated that although some 
favorable results witli' this driig have been reported 
it is. likely' to produce chills and fever and may 
cause renal damage. Packard and co-workers ^ used 
cortisone and believed that the drug probably short¬ 
ened tlie course of the disease and saved life but 
reserved its use until after two weeks of illness 
had elapsed. This,-allowed.-tlie, body to develop 
an imrnune reaction. Immediate use of this drug 
might further the spread of the disease and sup¬ 
press antibody formation. 
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THE PRESIDENT’S PAGE 

A MONTHLY MESSAGE 



Acklitional positive steps were taken by the House 
of Delegates at the recent A. M. A. Clinical Meet¬ 
ing in Minneapolis for meeting the inccljcal care 
needs of the indigent. It is my personal wish that 
all physicians will participate witli their state and 
count}’ medical societies in cler’eloping the best pos¬ 
sible programs for public assistance recipients. 

Currently there are a multiplicity of programs for 
medical care of the indigent under the Social Se- 
curit)’ Act. According to the law, each state must 
keep its programs for (1) old-age assistance, (2) aid 
to dependent children, (3) aid to the permanently 
and totally disabled, and (4) aid to the blind admin¬ 
istratively and financiall)’ distinct. This separation 
leads to confusion, waste, and duplication. 

To help correct this situation the Council on 
Medical Ser\’ice recommended and the House of 
Delegates approved a resolution that the Social 
Securit}’ Act be amended by Congress to loermit 
states to combine the present four public assistance 
medical programs into a single medical program, 
administered by a single agency and making avail¬ 
able uniformity' of ser\'ices to all eligible public 
assistance recipients in the state. 

Regarding the program administration by a single 
agency, die House concurred in the recommenda¬ 
tion that each state medical association give serious 
consideration to the use of a “voluntary agency' 
such as Blue Shield” or a “specific agency estab¬ 
lished by' the medical society” for administering 
any funds provided under the public assistance 
provisions of the Social Security Act for medical 
care of the indigent. 

Some state associations already use such adminis¬ 
trative agencies, and I urge others to experiment 
witli die use of similar mechanisms. 

Because die medical profession has accepted the 
principle that the provision of personal health serv¬ 
ices to the needy is primarily the responsibility' of 


the state and local governments, it now is our duty 
to sec that the best possible programs are developed 
and administered at these governmental levels. 

In communities where phy'sicians prefer to pro¬ 
vide care through their own charity, rather than 
being paid from welfare funds, I sincerely hope that 
definite programs will be established to assure that 
ei'Cry' needy’ ^jerson has the necessary' physician’s 
scn’ices to the extent available in the community’. 

Furthermore, I agree u’ith the Council on Medi¬ 
cal Service and the House that “medical societies 
establish formal liaison with governmental agencies 
concerned in the provision of health services to the 
indigent in their areas, and through such liaison 
they' act in an advisory' capacity to assure tlie ade¬ 
quacy' of the health care of those who cannot meet 
the cost of such care dirough their ou'n resources.” 

Finally, I believe diat in some areas nonindigent 
and nondesen’ing persons now have access to pub¬ 
lic assistance services. Therefore, I concur with the 
Council and tlie House that indigent care commit¬ 
tees must inform tliemselves regarding laws and 
regulations governing determination of eligibility 
and must examine botli the validity of these stand¬ 
ards and their application. 

By its actions on tlie Council’s recommendations 
the House has laid the foundation for a strong, 
medically sponsored program to implement existing 
policy statements concerning personal health serv¬ 
ices to the needy. It also has outlined a positive pro¬ 
gram of local action which will serve as a bulwark 
against further federal entry into tlie field of medi¬ 
cal care. Let us provide the active and organized 
support needed to make the program a reality' in 
every' state and community'. 

Gunnae Gundersen, M.D. 

La Crosse, Wis. 
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SCENES FROM THE MINNEAPOLIS MEETING 
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Left, A. M. A. House of Delegates dur¬ 
ing 12th Clinical Meeting in Minneapolis, 
Dec. 2-5, 1958. 
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One of the many preconvention meetings was the Conference on 
Federal Medical Services. 


General Practitioner of the Year, Dr. 
Lonnie Coffin of Farmington, Iowa, is 
welcomed to House of Delegates by Dn 
E. Vincent Askey, House Speaker, and 
Dr. Louis M. Orr, A. M. A. President-elect. 
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Right, Tom Gardiner, rounding out 50 years of service 
on A. M. A. staff, attends his last Clinical Meeting before 
retiring Jan. 1. He checks operational schedule of meeting 
with his secretary for 16 years, Miss Rita Huster, in the 
Auditorium. 


* J,cr 




Above, Tom Creagh of Chicago was an early bird in 
setting up demonstration of cold steam humidifier in 
Industrial Exhibition. 


Right, Dr. Herman Kleinman, in “Indian Medicine in 
Minnesota” exhibit in Auditorium, is awarded feathered 
finery for his work on Bedlake Indian Reservation. 


Seated as representatives of Student American Medical Association 
are Marvin J. Chapman (left). University of Wisconsin Medical School, 
and William Kirkham, University of Oklahoma Medical School. They are 
S. A. M. A. regional vice-president and treasurer respectively. 


Mrs. Arthur E. Underwood of Vancouver, 
Wash., President of Woman’s Auxiliary to 
A. M. A., addresses House of Delegates. 
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ARKANSAS 

County Society Aid for Rc.scaich Laboratory.—The 
Pulaski County Medical Society pave $10,187 to the 
Univcr.sily of Arkansas Medical Center, Little Rock, 
Oct. 17 to establish a Virus Research Laboratory 
in the propo.scd new 2-million-clollar Rescarcli 
Wing to he built at the center. The check was 
presented to Dr. F. Douglas Lawrason, provost for 
medical affairs, by Dr. Ifoyl Choate, society pnesi- 
dent, and Dr. Jerome S. Levy, chairman of the 
society’s Committee for Distribution of Surplus 
Funds. The money will be matched by federal funds 
in the construction of the Research Wing. The gov¬ 
ernment has allocated $1,066,000 to the university. 
Dr. Choate said the rcscr\'e mone>’ had been build¬ 
ing up in the society’s funds for a number of years. 
Out of a large number of possible uses that were 
considered, it was decided unanimously by tlie 
committee that it cordd best be utilized at the 
Medical Center. 

CALIFORNIA 

New Deadline for Heart Research Funds.—A new 
deadline—Feb. 1, 1959—has been established for 
applications for research funds from the Los An¬ 
geles County Heart Association. The deadline 
formerly was April 15. Decision to advance the 
final date for applications was announced by Dr. 
Mitchel D. Co\’el, chairman of the Research Com¬ 
mittee. Dr. Covel said the earlier deadline is to the 
advantage of local investigators because tlieir ap¬ 
plications can be distributed by die California 
Heart Association through the state and in turn 
attract additional funds to local investigators from 
otlier chapters. As changes have been made in 
application methods, investigators are advised to 
contact the Heart Association at 660 S. AVestern 
Ave., Los Angeles, DUnkirk 5-42.31, for a copy of 
tlie New Application Information bulletin. Under 
the new schedule, applications wll be referred to 
study sections of the committee by Feb. 10. Final 
notification of awards will be made on June 1 and 
projects will be funded on July 1. 

DISTRICT OF COLUMBIA 
Campaign for Hospital Research Center.—Chil¬ 
dren’s Hospital of the District of Columbia has 
launched a campaign to raise $460,000 to complete 
its new Research Center and finance other improve- 

Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society* activities, new 
hospitals, education, and public health. Programs should be received 
Rt least three weeks before the date of meeting. 


ments to the hospital at a total cost of $1,117,357. 
Grants totaling $457,357 and a $200,000 pledge 
from the Variety Club of Washington, D. C., were 
received before the campaign opened. The Re¬ 
search Center is now under construction at Twelfth 
and W. Sts., N.W. Scheduled for completion in 
January, 1959, the building will cost about $800,000. 
Tlie tbree-story structure will provide facilities for 
research in allergy, antibiotics, adolescent medicine, 
cystic fibrosis, hematology, psychiatry, renal dis¬ 
eases, and viral diseases. Movable partitions vdll 
allow rearrangement of research areas without ex¬ 
tensive repairs. Research is currently conducted 
in scattered laboratories within the hospital. New 
parking facilities, air conditioning, an expended 
medical library, a psychiatric center, and a recovery 
room are among the other projects to be financed 
by campaign funds, 

FLORIDA 

Study of Caribbean Tropical Disease.—Twelve Uni¬ 
versity of Miami graduate students in medicine and 
zoolog)' W'ill study tropical diseases and parasitolog)' 
in Central America and tlie Caribbean as a result of 
a $19,000 educational grant received by the univer¬ 
sity from the National Institutes of Health, Wash¬ 
ington, D. C. J. Walter Beck, Ph.D., associate pro¬ 
fessor of microbiology, will accompan)’ six medical 
students to Costa Rica for a month’s study of para¬ 
sites and tropical disease. W. Henry Leigh, Ph.D., 
professor of zoology, and Dr. Ralph Jones Jr., 
chairman of the department of medicine, will super¬ 
vise the training program. Another group of six 
graduate physicians who are residents specializing 
in internal medicine will undertake similar studies 
in Jamaica. In Costa Rica, the San Juan de Dios 
Hospital of San Jose will be headquarters while in 
Jamaica the training program will stem from the 
British Medical College of the V^est Indies. 

HAWAH 

Colonel Hughes Receives Award.—The Wellcome 
Prize was awarded to Lieut. Col. Carl W. Hughes, 
M. C., U. S. Army, Nov. 19, at the 65th annual 
convention of the Association of Military Surgeons 
of the United States. Colonel Hughes, a native of 
Missouri, is chief of general surgery service at 
Tripler Army Hospital in Honolulu. The Wellcome 
Prize is presented annually at the discretion of the 
association for “the best essay on medico-military 
affairs prepared by one of its members.’’ The prize 
consists of a silver medal, a scroll, and an honorar¬ 
ium of $500. The Wellcome Prize essay for 1958 
is entitled “Vascular Surgery in tlie Armed Forces.” 
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MASSACHUSETTS 

Workshop on Instrumentation.—A five-day Instru¬ 
mentation Workshop will be held April 13-17,1959, 
at Harvard Medical School, Boston, under the 
auspices of the Clinical Patholog)' Committee of 
the New England Society of Pathologists. Tlie work- 
■shop covers actual participation in: 

1. Use of Beckman DU si^ectrophotometer and 

2. pH meters 

3. Assembling ammeter-voltmeter for your own use 

4. Trouble shooting on photometers 

5. Studjang blood pH metliodology 

6. Constructing spectral absorption cur\’es in visible and 
ultraviolet 

7. Photofluorimetrj' 

8. Practical program of laboratory maintenance. 
Registration should be made immediately. 

MICHIGAN 

Distinguished Citizen’s Award.—The Dearborn 
Chamber of Commerce has announced that Dr. 
Sidney E. Chapin won its “Distinguished Citizen’s 
Award” for 1958. The presentation was made Oct. 
28. Dr. Chapin is secretary of the Michigan Heart 
Association, is chairman of both the Health Federa¬ 
tion, United Community Services of Detroit, and 
Public Relations Committee of the Wayne County 
Medical Society, has served as chairman of Dear¬ 
born Public Health Committee and the Steering 
Committee of Child Guidance Project West Wayne 
County, and is the vice-president of Detroit Mens 
Council Navy League of the U. S. 

MISSOURI 

Name Chairman of Nutrition Committee.—Dr. 
Robert L. Jackson, chairman, department of pediat¬ 
rics, University of Missouri School of Medicine, 
Columbia, has been appointed chairman of the 
Committee on Infant Nutrition by tlie Food and 
Nutrition Board of the National Research Council, 
Washington, D. C. The Committee on Infant Nu¬ 
trition has the responsibility of accumulating and 
interpreting scientific data on infant nutrition, de¬ 
fining tile unsolved problems, and pointing out 
areas for future research. It also advises the Na¬ 
tional Research Council on revision of recommended 
dietary allowances. Establishment of the committee 
was authorized by the Food and Nutrition Board 
last spring. Other members of the committee are 
Dr. Harry H. Gordon, Baltimore; Dr. Paul Gyorgy, 
Philadelphia; Wendell H. Griffith, Ph.D., Los An¬ 
geles; Dr. Charles U. Lowe, Buffalo, N. Y.; and Dr. 
Joseph A. Johnston, Detroit. 

NEBRASKA 

Psychiatric Institute Wins Award.—The Nebraska 
Psychiatric Institute received the 1959 Mental Hos¬ 
pitals Achievement Award of the American Psychi¬ 
atric Association. The association’s silver plaque 


was conferred on the Omaha institution “in recog¬ 
nition of its leadership in creating a statemde 
mental health program.” The award was presented 
at the 10th Mental Hospital Institute by Dr. Mathew 
Ross, medical director of the American Psychiatric 
Association, to Dr. Cecil Wittson, director of the 
institute. The citation read: “Nebraska’s decision to 
invest in a psychiatric research and training facility, 
rather than just adding more hospital beds, has 
paid dividends in a dynamic program that has bene¬ 
fited the entire state and aids the Dakotas and 
Iowa.” Community clinics and orientation courses 
for clergymen, teachers, and general practitioners 
aided in the irrogram. Nebraska has pioneered in 
the use of an interstate telecommunication system 
and closed-circuit television for training in psy¬ 
chiatric centers. 

NEW YORK 

Dr. Wagner Named Executive Director.—Dr. Her¬ 
bert T. Wagner, Bron.xville, became the new execu¬ 
tive director of tlie Medical Society of the State 
of New York Dec. 1, it was announced by Dr. Leo 
E. Gibson, Sy'racnse, president of the society whose 
headquarters are at 750 Third Ave., New York 
City. Dr. Wagner will take over the management 
of the society’s staff of 70 employees who work in 
the membership and directory departments, the 
Bureau of Industrial Health and Workmen’s Com¬ 
pensation, the Bureau of Medical Care Insurance, 
and the Bureau of Public and Professional Rela¬ 
tions. Tlie society, which last year celebrated its 
150th anniversary, also publishes the New York 
State Journal of Medicine. Dr. Walter P. Anderton, 
secretary of the society for many years, who for¬ 
merly had tire dual position of secretary-general 
manager, will continue as the society’s elected 
secretary'. 

Establish Institute for Rheumatic Fever.—New 
York University and Irvington House have agreed 
to establish the Irxrington House Institute for 
Rheumatic Fever and Allied Diseases as a part of 
New York University'-Bellevue Medical Center. The 
institute will be housed in the new University Hos¬ 
pital. Irxrington House urill underwrite the cost of 
$500,000 toward the construction of the treatment, 
research, and clinical facilities. Both Irvington 
House and the Medical Center have been respon¬ 
sible for original research on rheumatic fever. Irv¬ 
ington House, at Irvington-on-Hudson, is a hospital 
and research center for children afflicted with 
diseases of the heart. Since its beginning in 1920, it 
has cared for over 5,800 children. The university 
and Irvington House, while joining in the creation 
and operation of • the institute, will continue to 
function as autonomous, financially independent 
institutions. New York University-Bellevue Medi¬ 
cal Center will appoint the central committee of 
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the institute, to function as a coinninnicnlions cen¬ 
ter for the research programs in rheumatic fever 
and those allied diseases which arc initiated by 
streptococcal infection. Members of the Irvington 
Hou.se Medical Advisory Committee will be nomi¬ 
nated by the university and elected by the Irvington 
House board. 

New York City 

Hospital News.—A $350,000 project involving the 
installation of a postoperative recovery unit and 
expansion of the operating theatre and the .x-ray 
department has been completed bj' The Bron.x 
Hospital, Dr. Aaron A. Karan, hospital director, has 
announced. The three facilities arc housed on tlie 
eighth floor of the main building. A $172,000 grant 
from the Ford Foundation paid for half the cost of 
tlie project. The other 507® expense was met by the 
Federation of Jewish Philanthropies and the hospi¬ 
tal's own building fund resources. 

NORTH CAROLINA 

Dr. Warren Goes to Texas.—Dr. James V. Whirrcn, 
professor of medicine at the Duke Universit)' Medi¬ 
cal Center, Durham, has left to become chairman, 
department of internal medicine. University of 
Texas Medical School, Galveston. A Duke facult>' 
member since 1952, Dr. Warren is knowm for his 
research on heart disease. Two years ago he visited 
Africa as a member of an international team which 
made a blood pressure study of giraffes, a project 
conducted under a contract behveen Duke and the 
U. S. OfiBce of Naval Research to provide data re¬ 
lated to tlie problem of blackouts among high-speed 
aircraft pilots. Dr. Warren served in 1952 as presi¬ 
dent of tlie American Federation for Clinical Re¬ 
search. He is a member of the editorial boards of 
the “American Heart Journal,” “Heart Bulletin,” and 
the cardiovascular section of "Excerpta Medica.” 

PENNSYLVANIA 

Philadelphia 

Dedicate Quarters for New School.—The School of 
Allied Medical Professions of tlie University of 
Pennsylvania dedicated its new quarters at 39th and 
Pine Streets, Philadelphia, Nov. 25. Tlie building is 
a completely renovated former convent. Following 
a tour by 90 guests representing local, state, and 
national health, rehabilitation, and educational 
agencies, Basil O’Connor, president of the National 
Foundation, spoke on “Careers that Count.” The 
building makes it possible for various programs of 
the School of Allied Medical Professions to be 
housed under one roof. Tliese programs include 
physical therapy, occupational therapy, medical 
technology, and oral hygiene. Administrative and 
instructional activities of the school were moved 
into the new quarters Sept. 1. 


Dr. Hodcs Named to Head Radiology Department. 
—The Board of Trustees of Jefferson Medical Col¬ 
lege has appointed Dr. Philip J. Hodes as professor 
and head of the department of radiology and as 
attending radiologist of Jefferson Hospital succeed¬ 
ing Dr. Russell L. Nichols. Dr. Hodes has been 
professor of radiology at the Medical School and 
at the Graduate School of Medicine, University of 
Pennsylvania since 1952. He has also been associate 
in radiology at the hospital of the University of 
Pennsylvania since 1955. In Philadelphia he is con¬ 
sultant for the U. S. Naval Hospital, Tlie Veterans 
Administration Hospital, and Jeanne’s Hospital; and 
in Washington, Walter Reed Army Hospital, and 
the Armed Forces Institute of Pathology. He is a 
diplomate of the American Board of Radiology and 
a past-president of the Philadelphia Roentgen Ray 
Society. 

Begin Construction on Research Building.—The 
University of Pennsylvania School of Medicine has 
begun construction on its new Research Building, a 
$3,100,000 structure, to be devoted solely to medical 
science research. An additional building is planned 
for the department of biolog)^ and is to be located 
adjacent to the Medical Research Building. Class¬ 
rooms, libraries, and offices of the School of Medi¬ 
cine Building, laboratories of the Medical Research 
Building, and the college’s departments of biology 
and zoology will all be interconnected. The research 
building itself will be characterized by four seven- 
stor>' towers connected by a common, central sec¬ 
tion. Mffien completed the building will be occupied 
by the departments of microbiology and ph)'si- 
ology, the Phipps Institute section of the depart¬ 
ment of public health and preventive medicine, 
the Harrison department of surgical research, and 
the Johnson Foundation for biophysical research. 
It is being financed by die university and die U. S. 
Public Health Service under the Federal Research 
Facilides Act. 'Tlie University’s contribution of 
$1,600,000 will be matched by a Public Health 
Service grant of $1,500,000. 

GENERAL 

Survey of Research in Tropical Medicine.—A sun^ey 
to determine the adequacy of research and training 
in tropical medicine in the United States will be 
undertaken by the National Research Council, 
Washington, D. C., with financial support from the 
National Institutes of Health, the Department of 
Defense, and The Rockefeller Foundation. The 
foundation is contributing $26,000 over a three-year 
period. Tlie survey will seek information on the 
status of tropical diseases which affect human 
beings and animals and are of economic impor¬ 
tance, and will evaluate the research and develop¬ 
ment work now in progress. A special staff ap¬ 
pointed by the National Researeh Council xvill 
conduct the study and formulate recommendations. 



2280 


MEDICAL NEWS 


J.A.M.A., Dec. 27, 1958 


Award for Cancer Research.—The Ann Langer 
Cancer Research Foundation has announced an 
annual award of $500 for meritorious investigation 
in tlie field of cancer research, eitlier clinical or 
laboratory. The award is being supported by the 
family of the late Bertha Goldblatt Teplitz. Compe¬ 
tition shall be limited to physicians and other 
scientists under the age of 45. The Award Com¬ 
mittee consists of Drs. Austin M. Brues, Israel 
Davidsohn, Danely P. Slaughter, Albert Tannen- 
baum, and William B. Wartman, of Chicago. Nomi¬ 
nations should be submitted to Tiplitz Award 
Committee, 612 N. Michigan Ave., Chicago II by 
Feb. 1,1959, and should be accompanied by a short 
one-page statement and biography. 

Plans for New Library of Medicine.—Preliminary 
plans for the new building of the National Library 
of Medicine have been submitted to the Public 
Buildings Service, the Public Health Service has 
announced. The new building will be constructed 
on the grounds of the National Institutes of Health 
in Bethesda, Md. Plans call for 232,000 square feet 
of space, on five levels, three of which will be below 
ground level. The 85th Congress appropriated 7 
million dollars for construction, which will begin 
in spring, and the building is expected to be com¬ 
pleted in 1961, the 125th anniversary of tlie library’s 
founding. The National Library of Medicine, oper¬ 
ated by the Public Health Service of the Depart¬ 
ment of Health, Education, and Welfare, is 
reportedly the largest medical library in the world. 

Prize for Medico-Surgical Film.—The “Annual 
Prize for Medico-Surgical Cinema,” which com¬ 
prises 100,000 francs cash (with possibility of being 
divided) and various other awards, will be given 
during the last session of the course of “Actualities 
Medico-Chirurgicales” at the “Nouvelle Faculte de 
Medicine de Paris” March 17, 1959. The didactic 
value of the film as well as its properly cinegraphic 
quality will be considered. Only the 16 mm. size 
film will be admitted. Candidatures and films are to 
be sent to the “Secretariat du Journal La Presse 
Medicale,” 120 Boulevard Saint Germain, Paris VI”, 
prior to Feb. 15, 1959. Awards will be remitted to 
the authors of the best films. Contrary to the pre¬ 
ceding years, all the films may be given awards, 
including those subsidized or produced by a labora¬ 
tory or firm. 

Chilean Physician Visits U, S. Schools.—Dr. Ramon 
Ortuzar, of Santiago, Chile, chairman, medical de¬ 
partment, Catholic University of Chile, recently 
visited Georgetown University, Washington, D. C., 
to study ways and means of expanding and improv¬ 
ing his institution’s staff. He is visiting under a 
W. K. Kellogg Foundation grant to see how clinical 
medicine is taught in selected medical centers, and 


to study the relation between clinical medicine and 
basic science. At present. Dr. Ortuzar pointed out, 
the Catholic University of Chile admits only 35 
students per class. Dr. Ortuzar has visited medical 
schools at the University of Colorado, Vanderbilt 
University, the University of Kansas,-Western Re¬ 
serve University, and Washington University of 
St. Louis. After leaving Georgetown, his schedule 
took him to Harvard, Johns Hopkins, Yale, Cornell, 
and Columbia. 

Orthopedic Surgeons Meet in Chicago.—The 26th 
annual meeting of the American Academy of 
Orthopaedic Surgeons, will be held Jan. 24-29 at 
the Palmer House, Chicago. The presidential ad¬ 
dress will be given by Dr. H. Reton McCarroll the 
morning of Jan. 26. Papers to be presented by 
special invitation are as follows: 

Experiments in Immunity in Cancer, Dr. Gordon Murray, 

Detroit. 

Recent Advances in the Reconstructive Surgery of Major 

Arterial Lesions, Dr. Robert Linton, Brookline, Mass. 

The Role of the Surgeon in Disaster Management, Col. 

Joseph Schaeffer. 

An audio-visual program will be continued each 
day of the meeting and will include eight films pro¬ 
duced by foreign physicians. Alumni meetings, in¬ 
structional courses, and scientific exhibits are 
planned. For information write the American Acad¬ 
emy of Orthopaedic Surgeons, Inc., Mr. John K. 
Hart, 116 S. Michigan Ave, Chicago 3, Executive 
Secretary. 

Dr. Horwitz to Succeed Dr. Soper.—Dr. Abraham 
Horwitz, of Chile, has been elected director of the 
Pan American Sanitary Bureau, to assume office 
Feb. 1, 1959, succeeding Dr. Fred L. Soper, whose 
third four-year term of office ends Jan. 31, 1959. 
As the Pan American Sanitary Bureau is the 
Regional Office for the Americas of the World 
Health Organization, Dr. Horwitz’s name will be 
presented to the executive board of WHO for ap¬ 
pointment as the Regional Director for the Americas 
of that organization. Dr. Horwitz is presently assist¬ 
ant director of the National Healdi Service of his 
country, on leave from his position as director of 
the School of Public Health, University of Chile. 
From 1950 to 1953 he served in the Pan American 
Sanitary Bureau’s Washington headquarters and 
was chief of the Professional Education Branch 
when he resigned to accept his present post in 
Chile. The Pan American Sanitary Conference meets 
once every four years to elect the director, to study 
health problems in the hemisphere, and adopt a 
program and budget. 

Traffic Deaths Continue to Decrease.—Tlie National 
Safety Council has reported a 1% drop in Septem¬ 
ber traffic deaths from the same montli last year. 
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The traffic deatli loll for the nation at the end of 
nine months still was 6% below the same date last 
year-26,ISO in 1958 against 27,770 in 1957. The 
council esliinaled that traffic accidents in the first 
nine months of 195S also brought disabling injuries 
to about 900,000 persons. The liighway death total 
for September was 3,300, as compared with 3,330 
for September last year. September was the 13th 
month in a row and the 21st in the last 22 to show 
a drop in deaths from the same months of the year 
before. The only lapse came in August, 1957. The 
domnvard trend began in December, 1956. Vehicu¬ 
lar travel across the nation went up 2% in the first 
seven months of this year (latest figure available). 
Traffic deaths went down 7% in the same period. 
Tliis produced a mileage death rate (number of 
traffic deaths per 100 million vehicle miles) of 5.1— 
lowest on record for the first seven months of any 
year and 9% below the rate of 5.6 for the same 
period last year. 

Surgeons Meeting in Houston.—Physicians are in- 
r-ited to a sectional meeting of the American College 
of Surgeons in Houston, Te.xas, Feb. 2-4 at the 
Shamrock Hilton Hotel. Reports in general surgery, 
a full day’s otolaryngology’ program, a cancer work¬ 
shop, and hospital clinics will comprise the three- 
day meeting. Dr. Jesse G. Heard, Houston, asso¬ 
ciate professor of surgery’, Baylor University, is 
chairman of the Advisory’ Committee on Local 
Anangements. General sessions will include dis¬ 
cussions on tumors, varicose veins, preparation of 
parents for parenthood, cancer, radiation hazards, 
diseases of tire pancreas, gastrointestinal tract 
bleeding, and otlier topics. Dr. Isidor S. Ravdin, 
chairman. Board of Regents, will act as moderator 
at tire fellowship luncheon discussion on college 
activities Feb. 3. A motion picture program \vill be 
presented tlie evening of Feb. 2, with Dr. William 
D. Seybold, Houston, presiding. Tlie Houston 
Ophthalmological and Otolaryngological Society has 
collaborated in preparing the otolaryngology pro¬ 
gram for Feb. 2, Dr. James C. Dickson, presiding. 
Dr. H. Prather Saunders, associate director. The 
American College of Surgeons, 40 E. Erie St., Chi¬ 
cago 11, is in charge of all sectional meetings for 
the college. 

Awards in Artliritis and Heart Disease.—The Gaird- 
ner Foundation has announced its first international 
awards in arthritis and heart disease, totaling 
$40,000. The award of merit has been awarded to 
Dr. Alfred Blalock and Dr. Helen B. Taussig, of 
Johns Hopkins University, Baltimore, for their 
initial development of the “blue-baby operation.” 
Three Gairdner Foundation annual awards of 
$3,000 each have been given to Dr. Harry M. Rose 
and Dr. Charles Ragan, of New York City, “for 
their discovery of the first practical laboratory test 


for the diagnosis of rheumatoid arthritis”; Prof. 
W. D. M. Paton and Dr. Eleanor Zaimis, of London, 
England, "for their discovery of the first drugs to 
be proven practical and effective in treatment of 
high blood pressure”; Dr. W. G. Bigelow, of Toron¬ 
to, Ontario, Canada, “for his development of the 
technique of hypothermia, or the 'deep freeze’ oper¬ 
ation for heart surgery.” Tlie Foundation's funds 
derive from gifts of J. A. Gairdner, a Canadian 
industrialist, and members of his family. Mr. Gaird¬ 
ner was a former President of The Canadian Arthri¬ 
tis and Rheumatism Society’ from 1949 to 1952 and 
Chairman of its National Board of Directors from 
1952 to 1958. Tire awards are for achievement and 
not grants for support of future research. The 
awards are to be presented at ceremonies to be held 
in Toronto on May 15-16, 1959, and winners will 
come to Toronto to participate in scientific meet¬ 
ings arranged in cooperation rvith the University of 
Toronto. 

Physicians Nominated for Football Honor.—The 
names of 72 senior football lettermen of the class 
of 1934, honored by their alma maters with nomina¬ 
tion for Sports Jllustrated’s Silver Anniversary All- 
America, have been submitted to tlie judges which 
will name the 25-man roster. Twelve of tlie nomi¬ 
nees have earned distinction in the field of medi¬ 
cine. Tlie annual competition seeks to “emphasize 
the pursuit of the rounded human values in which 
athletics and education are joined” through honor¬ 
ing those players who have most distinguished 
themselves in their chosen fields of life. Only par¬ 
ticipation by a senior on a 1933 varsity team, not 
star performance, is the condition of nomination. 
Doctors nominated this year are: 

Wilford L. Cooper, (nominated by Abilene Christian Col¬ 
lege) head, department of proctology, Lexington, Ky., 
Clinic; Joseph M. Teta, (Alfred University) general prac¬ 
titioner, Long Island, N. Y.; Frank B. McGlone, (Uni¬ 
versity of Colorado) specialist in gastroenterology; Paul A. 
Kennedy, (Georgetown University) Buffalo, N. Y., chair¬ 
man of the Surgical Section of the New York Medical 
Society; D.avid Eli Kopans, (Harvard University) spe¬ 
cialist in gynecology and obstetrics, Boston; Owen B. 
Murphy, (University of Kentucky) orthopedic surgeon; 
John V. Prevost, (Lafayette College) former Navy medi¬ 
cal officer in private practice in Wellsboro, Pa.; George 
Linton Wolcott, (Lehigh University) medical director and 
assistant vice-president of the Bristol-Myers Company, 
New York City; George F. Parke, (Montana State Col¬ 
lege) chief of staff of the Centralia, Washington General 
Hospital; Ray E. Burger, (University of Virginia) physi¬ 
cian and surgeon, Welch, W. Va.; Charles H. Brown, 
(Wesleyan University) professor of medicine and member 
of staff at Cleveland Clinic Foundation and Cleveland 
Clinic Hospital; Charles M. Barrett, (Xavier University) 
professor of radiation therapy. University of Cincinnati. 

Society News.—The Central Neuropsychiatric Asso¬ 
ciation has elected the following ofiBcers for the 
current fiscal year: president. Dr. Hamilton F. Ford, 
Galveston, Texas; president-elect. Dr. Martin H. 
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HofFmann, Detroit; vice-president, Dr. Oscar B. 
Markey, Cleveland; and secretary-treasurer, Dr. 
Ralph M. Patterson, Columbus, Ohio. The next 
meeting will be held in New Orleans, Oct. 16-17, 

1959.-The following officers were elected at the 

recent meeting of the North Central Medical Con¬ 
ference Oct. 11-12: Dr. Lien O. Simenstad, Osceola, 
Wis., president-elect for the year 1960; secretary, 
Mr. Harold W. Brrmn, who will become executive 
secretary of the Minnesota State Medical Associa¬ 
tion Jan. 1, 1959; secretary-emeritus, R. R. Resell, 
who is now executive secretary of the Minnesota 
State Medical Association and who will retire Dec. 
31. President-elect for 1959 is Dr. Arthm" J. Offer- 
man, Omaha.—At the interim meeting of the 
American Institute of Ultrasonics in Medicine held 
Aug. 23 Dr. Jerome W. Gersten, Denver, was 
elected president and Dr. John H. Aides, Los 
Angeles, was elected secretary-treasurer.—Dr. 
William S. Kroger, chnical associate professor 
of obstetrics and gynecology, Chicago Medical 
School, was elected president of the Academy 
of Psychosomatic Medicine at its recent annual 
meeting in New York City. Other ofiBcers are: 
Dr. Maury D. Sanger, Brooklyn, vice-president; 
Dr. Bertram B. Moss, Chicago, secretary; Dr. Zale 
A. Yanof, Toledo, Ohio, treasurer; and Dr. Morris 
M. Peshkin, New York City, historian. Dr. Wilfred 
Dorfman, of Brooklyn, as president-elect, wll suc¬ 
ceed to the presidency at die sixth annual meeting 
of the academy next October at Cleveland.— 
Dr. James C. Overall, of Nashville, Tenn., has been 
elected president of tlie American Academy of 
Pediatrics for the year ending in October, 1959, 
and Dr. William W. Belford, of San Diego, Calif., 
vice-president. The Executive Board members 
elected for the coming year are: Drs. Richard C. 
Eley, Boston; George M. Wheatley, New York City; 
Carl C. Fischer, Philadelphia; William Weston Jr., 
Columbia, S. C.; James G. Kramer, Akron, Ohio; 
Harold F. Flanagan, St. Paul, Miim.; Clarence 
H. Webb, Shreveport, La.; Frank H. Douglass, 
Seattle; George H. Schade, San Francisco; and 
Anibal Ariztia, Santiago, Chile.—The Clinical 
Orthopaedic Society has elected the following offi¬ 
cers: president, Dr. Atha Thomas, Denver; vice- 
president, Dr. Robert C. Robertson, Chattanooga, 
Tenn.; secretary-treasurer, Dr. Charles H. Frantz, 
Grand Rapids, Mich.; senior member. Dr. Kerwin 
A. Fischer, Louisville, Ky. (Membership Commit¬ 
tee); junior member. Dr. Charles H. Herndon, 
Cleveland (Membership Committee). 

CANADA 

Institute for Mentally lU Accredited.—The Board 
of Commissioners has approved the recommenda¬ 
tion of the American Psychiatric Association that 
the Albert Prevost Institute, Montreal, be ac¬ 
credited. Tliis is the result of a survey of the premi¬ 
ses, a study of the records, and an inspection of all 
the services made by the inspectors of the Central 


Inspection Board who published a report to th 
effect over the signature of Dr. Douglas A. Johnsto 
The accreditation was granted, the standards beii 
in conformity with the requirements for an instit 
tion specialized in the treatment of the mentally i 

Surgeons Meet in Vancouver.—Surgeons and relat( 
medical personnel are invited to attend the three- 
day Sectional Meeting of the American College of 
Surgeons in Vancouver, British Columbia, Feb. 
26-28, 1959. Headquarters wll be the Hotel Van¬ 
couver. The program will include reports on plastic 
surgery of the hand, varicose veins, tlie bad risk 
surgical patient, athletic injuries, arterial injuries, 
the control of diagnostic radiology, treatment of 
breast cancer, surgical treatment of head and neck 
cancer, and diseases of tire pancreas. Symposiums 
on infections, trauma, and cancer will be presented. 
Selected medical motion pictures and cine clinic 
films from the 1958 clinical congress will be shown. 
Dr. William L. Sloan, Vancouver, will represent the 
American College of Radiology in his report on 
Tliursday afternoon which is one of a series being 
presented at each of the 1959 Sectional Meetings 
of the American College of Surgeons, as a co¬ 
operative program between both colleges on the 
subject of patient exposure from diagnostic x-ray. 
On Saturday the program will emanate from Van¬ 
couver General Hospital. Canadian doctors wll 
present reports on cancer of the thyroid gland, 
parathyroid tumors, parotid tumors, hip fractures, 
and frozen sections in surgery. Dr. H. Pratlier 
Saunders, Associate Director, the American College 
of Surgeons, 40 E. Erie St., Chicago 11, is in charge 
of all sectional meetings for the college. 

FOREIGN 

Meeting on Pneumoconioses.—Experts from 10 
countries met recently at the International Labor 
Organization headquarters, Geneva, S\vitzerland, on 
the international classification of radiographs of 
pneumoconioses. The agenda was opened by Mr. 
Abbas Ammar, assistant director-general of the 
International Labor Organization. Prof. Gemez- 
Rieux, director of the Pasteur Institute at Lille, was 
elected chairman of the meeting. The experts came 
from Belgium, France, the Federal Republic of 
Germany, Italy, Poland, Switzerland, the Union of 
South Africa, the United Kingdom, the United 
States, and the U. S. S. R. Representing the U. S. 
was Dr. Robert H. Ffinn, chief. Division of the 
Health, Bureau of Mines, the Department of the 
Interior. 

CORREGTION 

Myocardial Failure in Toxemia of Pregnancy.—In 
the Dec. 20,1958, issue of The Jouknal, page 2191, 
the sixth word in the 28th fine of the Medical Lit¬ 
erature Abstract entitled “Myocardial Failure in 
Toxemia of Pregnancy,” should have read ST 
rather than “5T." 
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NATIONAL HOARD OF MEDICAL EXAMINERS 

National Board of Medical Examiners: Part II only, April 
21-22; Parts I and II, June 10-17; Part I only, Sept. 9-10. 
Examinations must be received at least six weeks in ad¬ 
vance of a specific examination date. Examining centers 
cstablislied after close of registration. Exec. See., Dr. John 
P. Hubbard, 133 South 36tb St., Pliiladelpbia 4. 

EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates, Inc.: 
Stations .around the world, Feb. 17. Deadline for foreign 
applications was Nov. 17, The following examination will 
be held Sept. 22 with application deadline of Juno 22. 
Exec. Director, Dr. Dean F. Smiley, 1710 Orrington Ave., 
Evanston, 111. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Written. Montgomery', June 16-18. Sec., Dr. D. G. 

Gill, State Office Bldg., Montgomery 4. 

Alaska:' On application in Anchorage and Junc.au. Sec., 
Dr. W. M. Whiteliead, 172 South Franklin St., Juneau. 
Awzon'a:' Written Examination and Rcciprocily. Phoenix, 
Jan. 14-16. See., Dr. Thomas H. Date, 2910 North 7th Ave., 
Phoenix. 

Akkansas;' Examination and Reciprocity. Little Rock, June 
11-12. See,, Dr. Joe Versor, Harrisburg. 

CoNN’Ecncor: ° Rcpular. Examination. Hartford, March 10- 
12. Acting Sec., Dr. Louis P. Hastings, 160 St. Ronan St., 
New Haven. Homeopathic. Examination. Derby, Jan. 13. 
Sec,, Dr. Don.ald A, Davis, 38 Eliz.abeth St., Derby, 
Delawabe: Written Examination and Endorsement. Dover, 
Jan. 13-15, Jan. 22. See., Dr. Joseph S. McDaniel, Pro¬ 
fessional Bldg., Dover. 

Florida:' Examination. Miami Beach, June 22-24. Sec., Dr. 

Homer L. Pearson, 901 N.W. 17th St., Mi.anii 36. 

Georgia; Examination and Reciprocity. Atlanta, June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 3. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Hawah: Examination. Honolulu, Jan. 12-13. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

Idaho: Examination and Endorsement. Boise, Jan. 12-14. 

Sec., Mr. Armand L. Bird, 364 Sonna Bldg,, Boise, 

Illinois: Examination and Reciprocity. Chicago, Jan. 26-30. ■ 
Supt. of Registration, Mr. Fredric B. Seicke, Capitol 
Bldg.,- Springfield. 

ICansas:' Examination. Kansas City, Jan. 16-17. Reciprocity. 
Kansas City, Jan. 14. Sec., Dr. F. J. Nash, 364 New Brotlier- 
hood Bldg., Kansas City. 

Maine: Examination. Portland, March 10-12. Endorsement. 
Portland, March 12. Sec., Dr. Adam P. Leighton, 142 High 
St., Portland. 

Massachusetts: Examination. Boston. Jan. 13-16. Sec., Dr. 

Robert C. Cochrane, State House, Boom 37, Boston 33. 
Minnesota:' Examination. Minneapolis, Jan. 20-22. Reci¬ 
procity. St. Paul, February. Sec., Dr. F. H. Magney, 230 
Lowry Medical Arts Bldg., St. Paul. 

Alissount: Examination. Kansas City, Jan. 9-10. Exec. Sec., 
Mr. John A. Hailey, Box 4, Jefferson City. 

Montana: Examination and Reciprocity. Helena, April 7. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Nebraska:' Examination. Omaha, June. Director, Mr. 
Husted K. Watson, Room 1009, State Capitol Bldg., Lin¬ 
coln 9. 

Neiv Hampshire: Examination and Endorsement. Concord, 
Mar. 11-14. Sec., Dr. Edw. W. Colby, 61 So. State St., 
Concord. 


New Me-vico:' Examination and Reciprocity. Sante Fe, May 
18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fc. 

New Jersey; Examination. Trenton, Jan. 20-23. Sec., Dr. 

Royal A. Schaaf, 28 W. State St., Trenton. 

Noimi Caholina: Reciprocity. Southern Pines, Jan. 17. Ex¬ 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

North Dakota: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. Sec., Dr. C. J. Glaspel, Grafton. 

Oklahoma:' Examination. Oklahoma City, June 2-3. Exec. 

Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., OHahoma City. 
Oregon;' Examination. Portland, Jan. 6-7. Reciprocity. Port¬ 
land, Jan. 8-10. Exec. Sec., Mr. Howard I. Bobbitt, 609 
Failing Bldg., Portland 4. 

Pennsylvania: Examination, Philadelphia, Jan. 7-10. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Puerto Rico: Examination and Reciprocity. San Juan, March 
3. Acting Secretary, Dr. Herminio Mendez Herrera, Box 
9156, SantuTcc. 

Rhode Island:' Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

South Dakota:' Examination. Sioux Falls, Jan. 20-21.Exec. 
Sec., Mr. John C. Foster, 300 First National Bank Bldg., 
Sioux Falls. 

Utah: Examination. Salt Lake City, July 8-10. Dir., Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Washington:' Examination. Seattle, Jan. 12-14. Sec., Mr. 

Tliomas A. Carter, Capitol Bldg., Olympia. 

West Vibcinia: Examination and Reciprocity. Charleston, 
Jan. 5-7. Sec., Dr. Newman H. Dyer, State Office Bldg. 
No. 3, Charleston 5. 

Wisconsin;" Examination and Reciprocity. Madison, Jan. 
13-15. Sec., Dr. Thomas W. Tormey, Jr., 1140 State Office 
Bldg., 1 West Wilson St., Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arkansas: Examination. Little Rock, May 4-5. Sec., Dr. 

S. C. Dellinger, University of Arkansas, Fayetteville. 
Connecticut; Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New Haven 
10 . 

Florida: Examination. Miami, June 6. Sec., Mr. M. W. 

Emmel, University of Florida, Box 340, Gainesville. 
Iowa: Examination. Des Moines, Jan. 13. Sec,, Dr. Elmer W. 

Hertel, Wartburg College, Waveily. 

Kansas: Examination. Kansas City, June. Sec., Dr. L. C. 
Heckert, Pittsburg. 

Michigan: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Minnesota; Examination. Minneapolis, Jan. 6-7. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min¬ 
nesota. Minneapolis 14. 

New Mexico: Examination. Santa Fe, Jan. 18. Sec., Mrs. 

Marguerite Cantrell, Box 1522, Santa Fe. 

Oklahoma: Examination. Oklahoma City, Mar, 27-28. Exec. 

Sec., Mrs. L. Haidek, 813 Braniff Bldg., Oklahoma City. 
Rhode Island: Examination. Providence, Feb. 18. Admiois- 
trator of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 

Tennessee: Examination. Memphis, Dec. 31-Jan. 1. Sec., 
Dr. O. W. Hyman, 62 South Dunlap St., Memphis 3. 
Texas: Examination. April 1959. Certificates issued by rec¬ 
iprocity and waiver on the first and fifteenth of each 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

Washington: Examination. Seattle, Jan. 7-8. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

"Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 

Award of Commendation Medal.—Lieut. Col. Fred¬ 
erick S. Spiegel, M. C., recently was presented the 
Air Force Commendation medal by the director 
of professional services in the surgeon generals 
office. Doctor Spiegel was cited for planning and 
putting into operation a new procedure for process¬ 
ing of medical examinations for Air Force Academy 
candidates for the class of 1962 and developing new 
procedures and establishing additional centers for 
administration of medical e.xaminations. He is a 
senior flight surgeon and is board-certified in avia¬ 
tion medicine. 


SOCIAL SECURITY 

Disability Evaluation.—The Social Securitj' Admin¬ 
istration’s Medical Advisory Committee has devel¬ 
oped, with tlie cooperation of tlie medical profes¬ 
sions, a sound and workable metliod of determining 
disability. This difficult task has been accomplished 
in a way which does not interfere with doctor-pa¬ 
tient relationships. The social security law provides 
mondily disabih't)' insurance pa>Tnents for disabled 
persons aged 50 or over and for their dependents. 
Those who are disabled before reaching 50 years 
may “freeze” their social security records to pre¬ 
vent their future benefits from being reduced or 
lost entirely. Under tlie law, a person is considered 
disabled if he is unable to do any substantial gain¬ 
ful work, and his condition is expected to continue 
indefinitely. Under tlie system worked out for de¬ 
termining whether tlie disability requirement is 
met, a person who applies for disability insurance 
benefits or to have his social security record frozen 
is first asked to get a statement from his physician. 
The physician is asked to report clinical findings— 
the results of medical tests and laboratory exami¬ 
nations. The decision as to whetlier or not the 
person is disabled is made by a team of trained 
people, including a physician, in a state agency. 
They study not only the medical findings but also 
the persons education and e.xperience. In most 
states tliis team is in die state vocational rehabilita¬ 
tion agency. The state vocational rehabilitation 
agency also considers the possibility of pron'ding 
rehabilitation services to die disabled person. Thus 
die social security disabflity program has prorided 
a new opportunity for getting more disabled people 
in touch widi rehabilitation agencies. Disability 
evaluation is not a static process but must keep 
pace xridi medical progress, according to Secretary 
Fleming. 


PUBLIC HEALTH SERVICE 

Neuropharmacology Research Center.—The new 
research center for the study of drugs and dieir use 
in die treatment of mental illness which was opened 
Nov. 20 at Saint Elizabeths Hospital, Washington, 
D. C., wall be operated jointly by Saint Elizabeths 
and die U. S. Public Health Service’s National 
Institute of Mental Health. This clinical research 
center is being set up in the William A. Vhite 
Building, which has been adapted to accommodate 
die research facihties and which houses 350 pa¬ 
tients. 'Tlie center is being equipped for a compre¬ 
hensive, scientific assessment of the tranqiiilizing 
and energizing drugs and their effects on mental 
function. 

Dr. Joel Elkes, National Institute of Mental 
Healdi pharmacologist and former chairman, de¬ 
partment of experimental psychiatry'. University 
of Birmingham in England, is director of die center. 

Dr. Winfred Overholser, superintendent of Saint 
Elizabedis, said “This program, I believe, holds 
particular promise not only for Saint Elizabedis but 
for psychiatry in general. I am confident diat this 
carefully planned research undertaking w'ill bring 
fordi knowledge diat wiU guide us in the use of 
drugs and from w'hich new' effective treatment 
methods will ei'olve.” M^orldng togedier on die 
project will be psychiatrists, psychologists, pharma¬ 
cologists, biochemists, physiologists, and odier re¬ 
search specialists. 

Neurologists’ Mission to die Soviet Union.—In ac¬ 
cord w'ith an agreement between die United States 
and die Soriet Union to e.xchange missions in vari¬ 
ous fields, the National Institute of Neurological 
Diseases and Blindness is sponsoring a study team 
of sLx American scientists w'ho w'ill survey the status 
of neurology in die Soviet Union. Tlie study team 
departed for Russia, Nov. 18, and w'ill remain there 
about 30 days. Hie members of die mission are Dr. 
Francis M. Forster, chairman, department of neu¬ 
rology, Wisconsin University School of Medicine; 
Dr. Nadian Woolsey, research professor of neuro¬ 
physiology, Unii'ersity of Wisconsin; Dr. Paul I- 
Yakovlev, professor of neuropadiology at Harvard 
University Medical School; Dr. Louis S. Goodman, 
professor of pharmacology, Utah University School 
of Medicine; Dr. Henry W. Woltman, professor of 
neurology, Mayo Foundation Graduate School; and 
Dr. Karl Frank, neurophysiologist. National Insti¬ 
tute of Neurological Diseases and Blindness, Na¬ 
tional Institutes of Healtii. A group of Soviet 
specialists wall make a similar study on neurology' 
in the United States at a later date. 
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Abbott, Leigh Gates ® Orlcan.s, Vt.; University of 
Vermont College of Medicine, Burlington, 1945; 
certified by the National Board of Medical Ex¬ 
aminers; specialist certified by the American Board 
of Surgery; veteran of World War II; interned at 
Worcester City Hospital in l\^orccster. Mass., and 
served a residency at St. Ib'ncent Hospital in Wor¬ 
cester; captain in the medical reserve corps of the 
U. S. Army from July 8, 1946 to July 2, 1948; mem¬ 
ber of the school board; on the staffs of the Broad- 
snow General Hospital and Orleans County Me¬ 
morial Hosjnital in Newport Oct. 15. aged 35, of 
coronary thrombosis. 

Andress, David Gustavus ® Madrid, Ala.; Chatta¬ 
nooga (Tenn.) Medical College, 1904; at one time 
president of the Bank of Madrid; in 1954 was 
awarded a certificate of merit by the Medical As¬ 
sociation of the State of Alabama in recognition of 
50 years service as a practicing physician; died 
Oct. 15. aged 8.3. 

Bailey, Hugh Alvin ® Charleston, W. Va.; born in 
Vass, N. C., Dec. 4, 1900; University of Maryland 
School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1928; speeialist certified by 
the Ameriean Board of Surgery; member of the 
Southern Surgical Association and tlie Southeastern 
Surgical Congress; fellow of the American College 
of Surgeons and co-founder and first president of 
the West Virginia Chapter; consulting surgeon at 
Memorial, Kanawha Valley, and Staats hospitals in 
Charleston, and \asiting surgeon at Mountain State, 
St. Francis, and McMillan hospitals; died in a hos¬ 
pital in Baltimore Oct. 25, aged 57, following an 
operation for cancer of the lung. 

Ballard, Robert Jackson, Michigan Cit)', Ind.; In¬ 
diana Universit}' School of Medicine, Indianapolis, 
1942; on the staffs of St. Anthony Hospital in Mich¬ 
igan City, and the Dr. Norman M. Beatty Memorial 
Hospital in Westville; died July 9, aged 42, of in¬ 
juries received when his automobile was struck 
by a train. 

Benson, Harry William, Winter Park, Fla.; Uni¬ 
versity of Nebraska College of Medicine, Omaha, 
1903; an associate member of the American Med¬ 
ical Association; for nine years a trustee of the 
Nebraska State Medical Association and in 1952 
the organization gave him a distinguished service 
medal and made him a member emeritus; mem¬ 
ber of the American Academy of General Practice 
and one of the founders and past-president of the 

@ Indicates Member of the American Medical Association. 


Nebraska Section; in 1926 was president of the 
Oakland, Neb., Chamber of Commerce; died in 
Orlando Oct. 15, aged 82, of thrombosis. 

Blackburn, Elisha, Worthington, Ohio; University 
of Wooster Medical Department, Cleveland, 1903; 
served as a medical missionary in Africa; died in 
the Jeanes Hospital, Philadelphia, Oct. 12, aged 85, 
of arteriosclerosis. 

Blankenship, Marvin Winfred ® Fulton, Ky.; Uni¬ 
versity of Tennessee College of Medicine, Memphis, 
1951; interned at tlie Baptist Memorial Hospital in 
Memphis, Tenn.; veteran of World War II; co¬ 
owner of the Hillview Hospital; accidentally shot 
and killed by a deer hunter in Grand Junction, 
Colo., Oct. 17, aged 34. 

Bohannan, Hugh Russell ® Jerseyville, Ill.; Illinois 
Medical College, Chicago, 1904; past-president of 
the Jersey County Medical Society; director of the 
Jersey Savings & Loan Company with which he 
was associated for over 39 years; died in St. Joseph’s 
Hospital Oct. 20, aged 82, of a cerebrovascular 
accident. 

Boiarsky, Julius Lewis ® Charleston, W. Va.; Duke 
University School of Medicine, Durham, N. C., 
1935; interned at the Deaconess Hospital in Cincin¬ 
nati and served a residency at Charleston General 
Hospital; veteran of World War II; founder and 
director of tlie Boiarsky Memorial Hospital; died 
Oct. 29, aged 51. 

Brockway, Porter Bruce ® Toledo, Ohio; Rush 
Medical College, Chicago, 1900; member of the 
House of Delegates of the American Medical As¬ 
sociation in 1911; member of the Academy of 
Medicine of Toledo and Lucas County and the 
American Public Health Association; veteran of 
World War I; founder of the health department 
in the public schools of Toledo, where he served 
for 33 years as director of health; chief of staff and 
board member of the Flower Hospital; associated 
with Toledo Hospital, St. Charles Hospital, and 
Maumee Valley Hospital, died Oct. 28, aged 83, 
of coronary insufficiency. 

Butterfield, Clarence Egbert ® Concord, N. H.; 
Dartmouth Medical School, Hanover, N. H., 1903; 
on tlie emeritus staff. Concord Hospital, where he 
died Oct. 16, aged 82, of coronary thrombosis. 

Clark, Harold Chandler, New Rochelle, N. Y.; Uni¬ 
versity of Maryland School of Medicine and Col¬ 
lege of Physicians and Surgeons, Baltimore, 1918; 
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member of the Medical Society of the State of New 
York and the American Academy of Pediatrics; as¬ 
sociated with the New Rochelle Hospital, where 
he died Oct. 22, aged 65. 

Clifton, Willie Mae, Northfield, Ill.; Woman’s Med¬ 
ical College of Pennsylvania, Philadelphia, 1932; 
specialist certified by the American Board of Pedi¬ 
atrics; interned at the Bethesda Hospital in Cin¬ 
cinnati; served a residency at the Children’s Me¬ 
morial Hospital in Chicago, where she was on the 
attending staff; died in the Evanston (Ill.) Hospital 
Sept. 27, aged 52, of heart failure due to mitral 
insufiBciency. 

Cobum, Henry Clay Jr. ® Brigadier General, U. S. 
Army, retired, Haddonfield, N. J.; born in Wash¬ 
ington, D. C., Aug. 5, 1879; Columbian University 
Medical Department, Washington, D. C., 1903; 
entered the medical corps of the U. S. Army in 
1909 and saw service in the Philippines and North 
China from 1910 to 1913; served in France during 
World War I; chief of medical service at Walter 
Reed General Hospital, Washington, D. G., from 
1935 to 1939, before which he had held similar 
posts at Fitzsimons General Hospital, Denver, and 
the U. S. Army Hospital at Fort Sam Houston, 
Texas; his last active duty assignment before re¬ 
tiring in 1946 was as surgeon at Fort Bragg, N. C.; 
retired Aug. 31,1943; retained on active duty until 
Jan. 20, 1946; held the Legion of Merit and the 
French Legion of Honor; specialist certified by the 
American Board of Internal Medicine; service mem¬ 
ber of the American Medical Association; fellow of 
the American Gollege of Surgeons and die Amer¬ 
ican College of Physicians; died Oct. 22, aged 79, 
of coronary thrombosis and arteriosclerosis. 

Cochran, Athol @ Joplin, Mo.; Memphis (Tenn.) 
Hospital Medical College, 1901; member of the 
Kansas Medical Society'; also a minister; formerly 
practiced in Pratt, Kan., where he was associated 
with the Ninnescab Hospital; died in the Barton 
County Memorial Hospital, Lamar, Oct. 19, aged 
81, of injuries received in an automobile accident. 

Cooley, Ben Hunter ® El Paso, Texas; University of 
Oklahoma School of Medicine, Oklahoma City, 
1921; veteran of World Wars I and II; fellow of 
the American College of Physicians; past-vice¬ 
president of the Texas Heart Association; associated 
with the Southwestern General and Providence 
Memorial hospitals and the Hotel Dieu, Sisters’ 
Hospital; died Sept. 20, aged 63. 

Cuff, John Reginald, Nashville, Tenn.; Meharry 
Medical College, Nashville, Tenn., 1926; professor 
of pathology at his alma mater; certified by the 
National Board of Medical Examiners; specialist 
certified by the American Board of Pathology; died 
in the Hubbard Hospital Oct. 22, aged 64, of cancer 
of the stomach. 


Elkin, Daniel Collier, Lancaster, Ky.; born in Louis¬ 
ville March 26, 1893; Emory University School of 
Medicine, Atlanta, 1920; served an internship and 
residency at the Peter Bent Brigham Hospital in 
Boston, where he became an assistant in surgery 
at Harvard Medical School; professor emeritus of 
surgery at his alma mater, where he joined the 
faculty as instructor of surgery in 1923, subsequent¬ 
ly serving as associate in surgery and for 23 years 
professor and chairman of the department of sur¬ 
gery; in 1939, when it was established, became 
Joseph Brown Whitehead professor of surgery; 
visiting professor at the University of Virginia 
School of Medicine in Charlottesville, University 
of Michigan Medical School, Ann Arbor, and Har¬ 
vard Medical School in Boston; chairman, Section 
on Surgery, General and Abdominal, American 
Medical Association, from 1944 to 1946; past-presi¬ 
dent of the American College of Surgeons (of 
which he was a regent), the Society of Vascular 
Surgery, Society of Medical Consultants, Southern 
Surgical Association, American Surgical Associa¬ 
tion, of which he was past-vice-president, and the 
Society of Clinieal Surgery; member of the Inter¬ 
national Society of Surgeons, and senior member 
of the American Association for Thoracic Surgery; 
member of the founders group of the American 
Board of Surgery; specialist certified by the Board 
of Thoracic Surgery; during World War II spent 
more than three years as chief of the surgical 
section and chief of professional services at Ash¬ 
ford General Hospital, White Sulphur Springs, 
W. Va.; released from active duty as a colonel in 
1946 and in 1949 was promoted to brigadier general 
in the reserve; later consultant in surgery to the 
surgeon general, chief civilian consultant in surgery 
for the Third Army, and consultant to the Walter 
Reed Army Medical Center, Wasliington, D. C.; in 
1945 was awarded the Legion of Merit for his Army 
service in which he “developed and standardized 
methods of diagnosis and introduced new and im¬ 
proved techniques in surgical procedure on wounds 
of the blood vessels”; in 1940 he became the tliird 
man to be awarded the Matas Medal by Tulane 
University for “conspicuous achievements in ad¬ 
vancing the progress of vascular surgery'”; in 1954, 
at the 104th annual meeting of the Medical Asso¬ 
ciation of Georgia in Macon, received the Lamar¬ 
tine Griffin Hardman award for “distinguished 
service to the science of medicine and the medical 
profession in Georgia” and for “exceptional work 
in the field of vascular surgery'”; from 1939 to 1948 
surgeon-in-chief of the Grady Memorial Hospital; 
served as surgeon in chief of the Henrietta Egleston 
Hospital for Children; member of tlie founders 
group of the American Board of Surgery; specialist 
certified by tbe Board of Thoracic Surgery; special 
consultant to the U. S. Public Health Service (Na¬ 
tional Institutes of Health) and chairman of the sub¬ 
committee on vascular surgery of the National Re- 
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search Council; n member of the committee on 
medical nITair.s of Yale University in New Haven, 
Conn., and a trustee of the University of Kentucky, 
Lexington; held an honorary doctor of science de¬ 
gree from Northwestern University in Chicago; 
author of many papers on surgical subjects; died 
Nov. 3, aged 65, of heart disease. 

Gruhe, Orin Charles, Minneapolis; State University 
of Iowa College of Medicine, Iowa Citj', 1957; in¬ 
terned at llroadlawns Polk County Hospital in Des 
Moines; died in the University Hospitals, Iowa 
City, Sept. 19, aged 26. 

Herhst, Richard Fred ® Willmar, Minn.; University 
of Minnesota Medical School, Minneapolis, 1933; 
on the staffs of the Willmar Slate Hospital and the 
Rice Memorial Hospital, where he died Oct. 5, 
aged 50, of electrolytic imbalance. 

Hindman, Sims Seward, M^aynesville, N. C.; Van¬ 
derbilt Universitx’ School of Medicine, Nashville, 
Tcnn., 1900; veteran of the Spanish-American War; 
for many years practiced in Toledo, Ohio, where 
he was on the staff of the Riverside Hospital; on 
the staff of the Haywood Hospital; died in the 
Wyandotte (Mich.) General Hospital Oct. 6, aged 
79, of cerebrovascular accident. 

Jackson, Isaiah Allen, Richmond, Va.; Leonard 
Medical School, Medical Department of Shaw Uni¬ 
versity, Raleigh, N. C., 1911; served on the staff of 
the Richmond Community Hospital, of which he 
was one of the founders; on the courtesy staff of 
Richmond Memorial Hospital; died Oct. 28, 
aged 70. 

Jacobson, Arthur Clarence, Brooklyn; born in 
Brooklyn Sept. 28, 1872; Long Island College Hos¬ 
pital, Brooklyn, 1894; an associate member of tire 
American Medical Association; member of the 
American Academy of General Practice, American 
Association for the Advancement of Science, Medi¬ 
cal Library Association, Associated Physicians of 
Long Island, Alumni Association of Brooklyn Hos¬ 
pital and Long Island College Hospital; medical 
inspector of city schools, department of health. New 
York City, 1899; physician, department of public 
welfare. New York City, from 1900 to 1929; physi¬ 
cian, department of hospitals, New York City, from 
1929 to 1945; author of “Genius—Some Revalua¬ 
tions,” published in 1926; in 1927 became editor 
of the Medical Times, serving until he was named 
editor-in-chief emeritus last January; died in the 
Brooklyn Hospital Oct. 15, aged 86, of uremia, sec¬ 
ondary to arteriosclerotic cardiovascular disease 
and diverticulitis with abscess and hemorrhage. 

Joseph, Cheney Cleveland ® Baton Rouge, La.; 
Tulane University School of Medicine, New Or¬ 
leans, 1938; specialist certified by the American 
Board of Internal Medicine; member of the Amer¬ 
ican College of Chest Physicians; medical director 


of the United Security Life Insurance Company; 
veteran of World War II; on the staffs of Our Lady 
of the Lake Hospital and the Baton Rouge Gen¬ 
eral Hospital, where he died Oct. 13, aged 44, of 
an accidental gunshot wound of the brain. 

Keating, Robert Alfred ® Columbus, Ohio; Ohio 
State University College of Medicine, Columbus, 
1937; assistant professor of surgery at his alma 
mater; fellow of the American College of Surgeons; 
member of the Columbus Academy of Medicine; 
veteran of World War II; associated with Univer¬ 
sity, Mount Carmel, Children’s, and White Cross 
hospitals; died in Milwaukee, where he was attend¬ 
ing a medical meeting Oct. 7, aged 47, of coronary 
occlusion. 

Kennedy, J. Edward T., Cincinnati; Ohio-Miami 
Medical College of the University of Cincinnati, 
1913; veteran of World War I and was awarded 
the Belgian Croix de Guerre by the king; for many 
years police and fire surgeon; formerly associated 
with the U. S. Public Health Service; served as 
vice-president of the Good Samaritan Hospital and 
chief of the medical staff. Deaconess Hospital; rat¬ 
ing specialist for the Veterans Administration Hos¬ 
pital; died in the Veterans Administration Hospital 
Oct. 1, aged 72, of a heart attack. 

Manwaring, ler Jay ® Norwich, Conn.; Woman’s 
Medical College of Pennsylvania, Philadelphia, 
1895; during World War I, as a member of the 
American Women’s Hospital unit number 1, was 
attached to a division of the French Army and 
served in France for 14 months; in April, 1919, was 
decorated by the French government for service 
at Chateau Thierry and Belleau Wood; died in the 
William W. Backus Hospital Oct. 3, aged 85. 

Martin, Charles Dyer, Davenport, Iowa; Marquette 
University School of Medicine, Milwaukee, 1917; 
veteran of World War I; found dead in a hotel 
room at Chattanooga, Tenn., Oct. 13, aged 65, of 
heart disease. 

Sands, Irving Jesse ® Brooklyn; born in Russia 
March 27, 1891; Columbia University College of 
Physicians and Surgeons, New York City, 1913; 
served on the faculty of his alma mater; specialist 
certified by the American Board of Psychiatry and 
Neurology; fellow of the American College of 
Physicians, New York Academy of Medicine, and 
tlie American Psychiatric Association; member of 
the American Neurological Association, American 
Psychoanalytic Association, American Academy of 
Neurology, American Psychosomatic Society, Amer¬ 
ican Geriatrics Society, and the Association for 
Research in Nervous and Mental Disease; past- 
president of the New York Neurological Society; 
panel psychiatrist for the board of education and 
honorary police surgeon; consultant for the New 
York State Workmen’s Compensation board; author 
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of “Abnormal Behavior” and “Neuropsychiatry for 
Nurses”; on the associate editorial board, New York 
State Journal of Medicine; consultant at Veterans 
Administration; associated with the Rockaway 
Beach and St. Joseph hospitals in Far Rockaway, 
Hillside Hospital in Bellerose, New York Neuro¬ 
logical Institute of the Columbia-Presbyterian 
Medical Center in New York City, Adelphi, 
Brooklyn State, Prospect Heights, Womens, King¬ 
ston Avenue, Coney Island, Beth El, and Jewish 
Chronic Disease hospitals, and the Jevush Hos¬ 
pital, where he was head of the medical board and 
where he died Oct. 21, aged 67, of myocardial 
infarction. 

Sawyer, Matthias Harvey ® Ottawa, Ill.; Sioux City 
(Iowa) College of Medicine, 1904; past-president of 
the La Salle County Medical Society; at one time 
health officer of Ottawa; county coroner from 1950 
to 1952; on the honorary staff of Ryburn Memorial 
Hospital, where he died Oct. 13, aged 79, of bron¬ 
chopneumonia. 

Scott, Edwin Laurence, Ocala, Fla.; University of 
Maryland School of Medicine, Baltimore, 1906; 
member of the American Orthopaedic Association; 
formerly practiced in Birmingham, Ala., where he 
was one of the founders of the Crippled Children’s 
Clinic; recently honored with a citation from the 
Florida Association of Insurance Agents; died Oct. 
10, aged 74, of cancer. 

Shaw, Henry Alden ® Colonel, U. S. Army, retired, 
Rutland, Mass.; born in New Salem, Mass., June 3, 
1867; Harvard Medical School, Boston, 1890; serv¬ 
ice member of the American Medical Association; 
fellow of the American College of Surgeons; served 
an internship at the Massachusetts General Hos¬ 
pital in Boston, then entered the U. S. Army Med¬ 
ical Corps in which he served for thirty years’ 
service before retiring in 1921; decorated with the 
Distinguished Service Medal; officier. Legion of 
Honor, France; veteran of World War I; assistant 
in bacteriology. University of Minnesota Medical 
School, Minneapolis, 1896-1897; assistant in surgery. 
Army Medical School, Washington, D. C., 1902- 
1903; professor of military hygiene, U. S. Military 
Academy, West Point, N. Y., from 1914 to 1917; 
sanitary advisor. League of Red Cross Societies 
Commission to Poland, Warsaw, 1920-1921; in 
charge of the hospital division of the Veterans Bu¬ 
reau in Washington, D. C., in 1921; psychiatrist and 
assistant professor of mental hygiene at his alma 
mater from 1925 to 1934; the following year became 
psychiatrist in the outpatient department at the 
New York Hospital; died in the Holden District 
Hospital, Haydenville, Oct. 19, aged 91. 

Shumway, John Raymond, Pleasanton, Kan.; Uni¬ 
versity' Medical College of Kansas City, Mo., 1901; 
served as health officer and coroner of Linn County; 
on the staff of Mercy Hospital In Fort Scott; died 
Oct. 1, aged 80, of cerebral hemorrhage. 


Southard, Jefferson Sherlock, Fort Smith, Ark.; 
Tulane University' of Louisiana School of Medicine! 
New Orleans, 1922; veteran of World War I; past- 
president of the Sebastian County Medical Society- 
died in Little Rock Oct. 8, aged 63. 

Speight, James Ambler, Rocky Mount, N. C.; Tu¬ 
lane University of Louisiana School of Medicine, 
New Orleans, 1914; member of the Medical Society 
of the State of North Carolina; formerly county 
health officer; for services rendered in World War 
II was awarded a Selective SeiA'ice Medal; Speight- 
Stone Clinic is now known as the Memorial Hos¬ 
pital; associated with Park View Hospital; died 
Oct. 1, aged 68, of heart disease and cirrhosis of 
the liver. 

Stapleton, Harvey Burr ® Hickman, Neb.; Creigh¬ 
ton University School of Medicine, Omaha, 1917; 
veteran of World War I; member of the American 
Academy of General Practice; died in Lincoln 
Oct. 1, aged 68, of coronary thrombosis. 

Strode, George King, Whitingham, Vt.; bom in 
Chadds Ford, Pa., Jan. 16, 1886; University of 
Pennsylvania School of Medicine, Philadelphia, 
1912; received master’s degree in public health at 
Harvard in 1927; served as hygienist of the Pennsyl¬ 
vania State Department of Health in Harrisburg; 
member of the International Health Diwsion of the 
Rockefeller Foundation since 1920, having been 
chosen a member for one year in 1916; served as 
director from 1944‘until his retirement in 1951; 
stationed in Brazil for the division from 1920 to 
1926; assistant director from 1927 to 1938 in charge 
of die division’s activities in Europe, Africa, and 
the Near East, with headquarters in Paris; chair¬ 
man of the foundation’s Paris office from 1932 to 
1938, when he became associate director; captain 
in the medical corps of the U. S. Army', serving in 
France during World War I; member of die Amer¬ 
ican Red Cross missions during World War II, to 
Russia in 194i, Iceland in 1942, and North Africa 
in 1942-1943; during the war was also a member of 
the advisory council of the dmsion of health and 
sanitation, of die Institute of Inter-American Af¬ 
fairs, of the subcommittee on tropical diseases on 
the National Research Council, and of the subcom¬ 
mittee on tropical diseases of die healdi advisory 
committee. Office of Foreign and Rehabilitation 
Operations; an honorary fellow of the Society' of 
Medical Officers of Healdi of Great Britain; fellow 
of the American Public Health Association; a mem¬ 
ber of the American Society' of Tropical Medicine, 
American Academy of Tropical Medicine, of which 
he was past-vice-president, American Association 
for die Advancement of Science, and the New York 
Society of Tropical Medicine; decorated by' the 
governments of Norway, Denmark, Bulgaria, Por¬ 
tugal, France, Rumania, and Sweden; editor of 
“Yellow Fever,” published in 1951; “The Story of 
the Rockefeller Foundation” by Raymond B. Fos- 
dick published in 1952 praised his work; died in 
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(lie llratticboro (Vt.) Memorial Hospital Oct. 27, 
acccl 72, of adenocarcinoma of bladder with metas- 
tascs. 

Starkey, Edgar Lafayette, Augusta, Ga.; University 
of Georgia Medical Department, Augusta, 1906; 
served on the staffs of various Veterans Administra¬ 
tion hospitals; died in the Veterans Administration 
Hospital Oct. 9, aged 76. 

Sullivan, Thomas Henry @ Fall River, Mass.; Mid¬ 
dlesex College of Medicine and Surgery, Cam- 
britlgc, 1930; member of the American Academy 
of General Practice; associate medical examiner for 
the greater Fall River area; during World War II 
served as assistant regimental surgeon with the 
rank of captain in the medical corps of the Second 
Armored Division; participated in the African 
campaign and the invasion of Normandy; deco¬ 
rated by the governments of Relgium and the 
Netlierlands and held a presidential citation; died 
Oct, 12, aged 56. 

Sunderland, Paul Ulysses ® Danbury, Conn.; New 
York Homeopathic Medical College and Flower 
Hospital, New York City, 1894; on April 30, 1957, 
the Connecticut State Medical Society honored him 
with a 50'year membership citation; on the staff of 
the Danbury Hospital; died Oct. 9, aged 89, of 
arteriosclerotic heart disease. 

Swartscl, Samuel Carey, San Diego, Calif.; Medical 
College of Ohio, Cincinnati, 1897; recipient of dis¬ 
tinguished serx'ice award from the American Can¬ 
cer Society in 1951; at one time practiced in Cin- 
cinnaH, where be was past-president of the 
Cincinnati Medical Society; died Oct. 10, aged 90. 

Taylor, Richard Francis, Philadelphia; Jefferson 
Medical College of Philadelphia, 1905; affiliated 
with Jefferson and Lankenau hospitals-, at one time 
police surgeon; served on tlie draft board during 
World War I; died Oct. 25, aged 79, of heart disease. 

Terry, Ernest Alden Jr. ® Louisville, Ky.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1945; certified by the National 
Board of Medical Examiners; member of the Amer¬ 
ican Academy of Occupational Medicine and the 
Industrial Medical Association, of which he was 
counselor; assistant professor of community health. 
University of Louisville School of Medicine; served 
in the U. S. Naval Reserve from April, 1946, to 
April, 1948, and again from September, 1950, to 
March, 1951; medical director of the General Elec¬ 
tric Appliance Park Plant; aged 38; was shot and 
killed Oct. 26, by a former company employee. 

Thomas, Napoleon Roscoe ® Albany, Ga.; Atlanta 
School of Medicine, 1913; veteran of World War I; 
served as chief of obstetrics and chief of staff at 
the Phoebe Putney Memorial Hospital; died Oct. 
2, aged 76, of cerebral thrombosis and arterio¬ 
sclerosis. 


Thompson, Joseph Ignatius A., Margate City, N. J.; 
Hahnemann Medical College and Hospital of Phila¬ 
delphia, 1904; died Oct. 12, aged 75. 

Tucker, Adam Reynold, Raleigh, N. C.; Southern 
College of Medicine and Surgery, Atlanta, 1912; a 
founder of the Mary Elizabeth Hospital; died Oct. 
19, aged 80, of pneumonia. 

Tucker, Augustine Washington, Charlottesville, Va.; 
born in 1883; University of Virginia Department of 
Medicine, Charlottesville, 1905; fellow of the Amer¬ 
ican College of Surgeons; professor of surgery at 
St. John’s University in Shanghai, China, where he 
xvas associated with St. Luke’s Hospital; for many 
years medical missionary of the Protestant Episco¬ 
pal Church to China; during World War I served 
in Siberia with the American Red Cross; at one time 
superintendent of St. Agnes Hospital in Raleigh, 
N. C.; from 1950 to 1954 school physician at Wood- 
berry Forest; died in the Blue Ridge Sanatorium 
Oct. 4, aged 75, of pulmonary tuberculosis. 

Warren, Alexander M., Rose City, Mich.; Saginaw 
(Mich.) Valley Medical College, 1902; died Oct. 6, 
aged 84, of carcinomatosis. 

Watkins, Leon Harlan, Pasadena, Calif.; Johns 
Hopkins University School of Medicine, Baltimore, 
1909; an associate member of the American Med¬ 
ical Association; died Oct. 9, aged 75, of uremia 
and nephritis. 

Watts, Charles Edward ® Seattle; bom in 1889; 
Rush Medical College, Chicago, 1918; clinical pro¬ 
fessor of medicine at University of Washington 
School of Medicine; past-president of the Wash¬ 
ington State Medical Association, King County 
Medical Society, North Pacific Society of Internal 
Medicine, and the Pacific Inter-Urban Clinical 
Club; first president of the Washington State Health 
Council; active in the Washington State Heart As¬ 
sociation and served as vice-president of the Amer¬ 
ican Heart Association; fellow of the American 
College of Physicians, serving on the board of gov¬ 
ernors from 1935 to 1947 and as vice-president in 
1948-1949; during World . War 11 served in the 
medical corps of the U. S. Naval Reserve; for many 
years consultant at the U. S. Public Health Service 
Hospital and the Veterans Administration Hospital; 
served as chief of medical services at Harborview 
Hospital; on the staffs of the Maynard Hospital and 
the Swedish Hospital, where he died Oct. 12, aged 
68, of cerebral thrombosis, cerebral arteriosclerosis, 
and hypertension. 

Wiatt, William Slaughter ® La Jolla, Calif.; Hos¬ 
pital College of Medicine, Louisville, 1897; member 
of the Missouri State Medical Association; fellow 
of the American College of Surgeons; served on 
the faculty of St. Louis University School of Medi¬ 
cine; formerly practiced in St. Louis, where he 
served on the staff of the Missouri Baptist Hospital; 
died Oct. 14, aged 86, of cancer of the bladder. 
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FOREIGN LETTERS 


BELGIUM 

Iturine.—Delcombe and Devignat {Annales tie la 
societe ties sciences medicates) studied a strain of 
spore-forming aerobic bacillus which produces in 
various culture mediums an antibiotic designated 
as iturine. The bacillus presented all the charac¬ 
teristics of Bacillus subtilis. Two types of colonies 
isolated differed in their ability to elaborate iturine. 
The crude products of the cultures could be sepa¬ 
rated into three fractions. Two of these (O and 
N) were soluble in acetone, and the third fraction 
(L) was not. These three fractions were readily 
differentiated by their antibiotic spectrum, thermo¬ 
stability, and resistance to ultraviolet rays, by paper 
chromatography, and by dialysis. It is fraction L 
which has been named iturine. No allergic reaction 
to this antibiotic has been noted. Clinical tests 
showed it to be more active than other antifungal 
agents. About 70% total cures were reported in 
patients with cutaneous mycoses, with few relapses. 
Such refractory diseases as epidermophytosis pal- 
maris et plantaris and herpes circinatus have yielded 
to the drug. 

The Postoperative Hiccup.—The postoperative hic¬ 
cup may appear in different circumstances, and its 
treatment requires special attention. Reinhold {Acta 
aniesfhesioloiiica belgica) pointed out the harm- 
lessness of the preoperative hiccup, which he treats 
by aiding respiration. Since the postoperative hic¬ 
cup is much more alarming, treatment by the in¬ 
halation of carbon dioxide infiltration of the phrenic 
nerve, chlorpromazine, or methamphetamine is rec¬ 
ommended. Methamphetamine does not act on the 
sj'mpathetic nervous system, but rather stimulates 
the central nervous system. For this reason the au¬ 
thor gave 20 mg. of methylphenidate to 12 patients 
v'ith postoperative hiccup with excellent results in 
all. The drug was given either intravenously or 
intramuscularly and no unfavorable side-effects 
were noted. The action of methylphenidate thus 
indicates a central origin of hiccups. This drug was 
especially helpful in old and weak patients in whom 
chlorpromazine and methamphetamine might cause 
unfavorable circulatorj' effects. 

Ocular Senescence.—At the 18th International Con¬ 
gress of Ophthalmology in Brussels, Dr. Francois 
stated tliat it was impossible to determine at what 
age the eye should be considered as being old. 

'Hie items in these letters are contributed by regular correspondents 
in the various foreign countries. 


Growing old consists of a progressive alteration of 
the tissular structure, changes that are usually found 
in the eyes of older persons are considered physio¬ 
logical but those that are found only rarely, al¬ 
though exclusively in the ey^es of the aged, are 
considered pathological. The general senile changes 
seen in the eye include arteriosclerosis, proliferation 
of certain tissues, fatty or calcareous infiltration, in¬ 
crease in collagenous tissue, and hyaline degenera¬ 
tion. The degree of these changes varies greatly 
from one subject to the other and gives no clue 
to the age of tlie subject. The sclerotic eye becomes 
more rigid, and can present a fatty', as well as a 
calcareous, infiltration. Aging of the lens is asso¬ 
ciated with a series of changes in its composition, 
most of which start early in life. In the first years 
of life, particularly, the concenti-ation of the or¬ 
ganic elements become modified, whereas at a more 
ads'anced age it is the concentration of the organic 
substances that changes. Among these latter studies 
attention was particularly directed toward proteins, 
which constitute the fundamental substance of the 
lens fibers. 


CANADA 

Legal Validity' of Breath Tests.—The Supreme Court 
recently upheld, by a five to three decision, the 
Saskatchewan pros'incial legislation compelling 
suspected drunken drivers to undergo a breath test 
Or face suspension of their driving permit. Mr. 
Justice Fauteux said that, since a license holder in 
this condition is in a position similar to that of a 
person suspected of phy'sical or mental affliction 
likely' to prevent reasonable care and ordinary con¬ 
trol of a vehicle, he could be required to submit to 
an appropriate examination. The refusal to submit 
to a breath test cannot however be mentioned in 
court during a charge of drunken or impaired driv¬ 
ing, nor can it be made legally compulsory. The 
main objection to the requirement had been that 
it conflicted with the criminal code. The three 
judges in the minority' all believed that this was 
true of the regulation, while the others held that 
it was not criminal legislation but only a statute 
relating to the administration and control of the 
highway's. 

Experimental Atherosclerosis.—A collaboration be¬ 
tween veterinarians and clinicians was described 
in the Canadian Medical Association Journal by 
Rowsell and co-workers (79:647, 1958). Recent 



Vol. IGS, No. 17 


FOUEICN LETTERS 


2291 


worlc suggestocl llml puticnt.s with clinical manifes¬ 
tations of atherosclerosis have abnormally active 
clotting systems. This activity is determined to 
some extent by the type of fat in the diet. Because 
butter accelerates clotting in vitro and in vivo, and 
margarine has little such activity, feeding animals 
butter could he expected to produce more athero¬ 
sclerosis than could feeding them margarine. At the 
Ontario Veterinary College, 33 hogs were divided 
into three groups and fed a low-fat diet and a diet 
rich in hotter or in margarine respeetively. Some 
atherosclerosis was found in the swine fed a low- 
fat diet, and this was not greatly increased by 
adding margarine, but the group fed butter had a 
marked increase in amount of atherosclerosis. 
Coagulation indexes at the end of the experiment 
were most active in the huttcr-fed swine with the 
most atherosclerosis. Grossly and microscopically, 
the atheromas in the swine resembled human 
lesions. 

A further study of coagulation indexes in human 
subjects by Mustard (Canad. M. A. J. 79:736,1958) 
produced further evidence linking atherosclerosis 
with blood coagulation. In this experiment, 135 
men were divided into groups of those with clinical 
complications of atherosclerosis or a family history 
of the disease and those with no family history and 
no clinical signs. They were all given a meal of 
dairy fat and eggs. The atherosclerotic subjects had 
the greatest mean increase in plasma densit>’ and 
Christmas factor activity, and decrease in antihemo¬ 
philic globulin activity. Tlie control group had the 
least changes. It seems that svdrjects with clinical 
signs or a family histor)' of atherosclerosis have a 
more greatly enhanced clotting activity during 
alimentary lipemia than those with a negative his¬ 
tory' and no signs. 

Alcoholism.—The seminar of the Alcoholism Re¬ 
search Foundation of Ontario included jrhysicians, 
psychologists, educators, sociologists, psychiatrists, 
editors, and public relations personnel. It examined 
the problem of alcoholism almost de novo, asking 
what the fundamental obstacles were to further un¬ 
derstanding of this problem. One of the problems 
considered was that of setting a threshold above 
which the regular use of alcohol might be expected 
to cause harm, either by producing physical or 
mental impairment or by causing addiction. A 
forensic expert pointed out the gross discrepancy 
between the high legal limits for drunkenness (for 
example, in automobile driving) and the educa¬ 
tional limits tacitly admitted in such phrases as 
if you drink, don’t drive.” Mdien the question of 
substitute addictions for alcohol was discussed, it 
was doubted whether pharmacologists would ever 
succeed in producing a harmless drug which could 
replace alcohol by producing that feeling of self- 
transcendance some persons apparently need. 'There 
appeared to be a number of routes to alcoholism- 


one person might seek a mystical experience, an¬ 
other a relief from isolation (our herd-approval- 
sccking society was blamed for much of this), a 
third oblivion from guilt feelings. 'Tlie leader of the 
seminar pointed out that whereas nobody thouglit 
that a little tuberculosis or venereal disease was 
good for one, folklore said that small amounts of 
alcohol were good for health. Hence the difficulty 
of getting the public to cooperate in public health 
campaigns or even to accept the results of research, 
if the latter conflict with the folklore. 

Tissue Culture of Leishmania Donovani.—The 
School of Hygiene of the University of Toronto may 
appear a peculiar place to develop a new method 
of tissue culture of a tropical parasite. The anomaly 
is explained by the great interest of this school in 
tissue culture techniques. Leishmania donovani, the 
cause of visceral leishmaniasis, has proved difficult 
to grow on tissue cultures for diagnostic work, but 
Belle {Camd. M. A. J. 79:726, 1958) succeeded by 
using human epithelial cells from amnion tryp- 
sinized to liberate the epithelium, grown on nutrient 
medium, inoculated with cultures of L. donovani 
grown on Tobie’s medium, and incubated. The 
parasites began to multiply within 48 hours, and 
continued to grow in culture even after five serial 
transfers. The author found that the elongated 
leptomonads multiplied by longitudinal fission, and 
some became pear-shaped and aflagellate, subse¬ 
quently undergoing change to ovoid Leishman 
bodies. 

Fluoridation of Water.—Physicians sometimes lose 
good causes because tliey will not stand up and 
fight. Dr. Sturgeon, health officer to an Ontario 
district (Canad. J. Pub. Health 49:425, 1958), told 
how physicians joined with dentists to obtain tlie 
favorable result of a plebiscite taken in the little 
towm of Tliorold to determine whetlier the town 
should continue to fluoridate its water supply. Led 
by the local chiropractor, a,so-called citizens’ com¬ 
mittee, composed mainly of out-of-town members 
and a few' religious cranks, had begun an intensive 
canvass to abolish fluoridation, when the local 
healtlr forces stepped into the field with a door-to- 
door canvass by all available nurses, paid adver¬ 
tisements in local papers, public addresses, a total 
telephone canvass, and talks to students. The vote 
in favor of fluoridation was 1,359 to 756, and the 
most important single contribution to success is 
said to have been tire widely distributed letter 
signed by all the physicians and dentists in the 
area. Persons with no convictions about the matter 
often said that the advice of their physician or 
dentist had outweighed for them the arguments 
of the opposition. Moreover the w'idely publicized 
statement of the American Medical Association on 
fluoridation did much to counteract the pseudo¬ 
scientific material put out by the opposition. Special 
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credit should go to one physican who persuaded all 
his colleagues to put their signatures to the letter 
which made up the minds of the waverers. 

American Academy of Neurological Surgery,—At 
the meeting of the American Academy of Neur¬ 
ological Surgery in Toronto, in November, T. P. 
Morley of Toronto said that most cerebral tumor 
tissue was inherently capable of easier growth than 
normal adult tissue in culture, but the speed of 
growth was not related to the degree of anaplasia, 
and occasionally normal tissue proliferated just as 
well as the tumor cells. W. J. Horsey of Toronto 
had inflicted posterior hypothalamic lesions on cats, 
and used protein-bound iodine (FBI) levels to 
study thyroid activity afterwards. Tlie FBI levels 
rose in some cases, though no endocrine changes 
were seen at autopsy. Presumably there was a dis¬ 
order of thyroid-stimulating hormone (TSH) secre¬ 
tion. C. Ezrin of Toronto described evidence that 
there were four normal anterior pituitary cell types, 
with different staining properties on iron-PAS 
staining. The alpha, orange-staining cell seemed 
related to growth hormone and prolactin secretion. 
The beta, dark-red-staining cell was probably re¬ 
lated to a storage form of ACTH and TSH, while 
the delta cell, staining deep blue, was related to the 
storage form of luteinizing hormone (LH) and 
follicle-stimulating hormone (FSH). Tliere was a 
rather doubtful gamma cell which might contain 
actively secretory forms of ACTH, TSH, FSH, and 
LH. In prolonged illness, tlie delta cells became 
scarcer in association with a failure of gonadotropic 
function. 

J. W. Scott of Toronto had studied the question 
of ureteral reflux in dogs, recording bladder and 
ureteral pressures during increasing bladder dis¬ 
tention per urethram. At about 90 mm. Hg pressure 
in the bladder, urine secretion stopped. At lower 
levels, intraureteral pressures rose parallel to in¬ 
travesical pressure, but reflux did not occur. The 
inference is that in paraplegics it is important to 
prevent high intravesical pressures from develop¬ 
ing. C. G. Drake of London, Ontario, had repaired 
the facial nerve in three patients by using a graft 
from the lateral femoral cutaneous nerve of the 
thigh carried through the posterior fossa. Some 
return of facial function had occurred. W. M. 
Lougheed of Toronto had devised a method of 
introducing blood into tire subarachnoid space of 
dogs through a catheter inserted via a bur hole in 
the roof of the nose, and was surprised to find that 
symptoms developed in only 3 of 10 dogs so in¬ 
jected. 

S. Birse of Toronto had examined the brains of 
19 patients who died after rupture of a berry 
aneurysm in the anterior cerebral-anterior com¬ 
municating area. The outstanding finding was that 
of extensive areas of cerebral softening often de¬ 
tectable only on histological examination, and not 


at all related to the extent of the subarachnoid 
hematoma. C. Bertrand of Montreal demonstrated 
his apparatus for producing needle electrode lesions 
in the globus pallidus. Lesions 12 mm. in diameter 
gave durable results as regards reduction of rigidity 
and tremor in patients with paralysis agitans. To 
be effective in choreoathetosis, the lesion must be 
carried further back and involve the corticospinal 
tract. Murray Falconer of London, England, drew 
attention to the common association of temporal 
lobe epilepsy with small focal lesions not detectable 
even at operation. He had collected 23 cases in 
which the pathologist had later demonstrated 13 
tumors, 2 vascular malformations, 5 cortical scars, 
and 2 cortical infarcts. Operation had given good 
results in 21 patients, with complete cure in 14. 

INDIA 

Determination of Body Fat.—Sen and Banerjee 
(Indian Journal of Medical Research, vol. 46, July, 
1958) determined the body fat of 16 men and 9 
women by using different methods and compared 
the results. In the first method, body fat was cal¬ 
culated from the specific gravity of the body de¬ 
termined by the water displacement method accord¬ 
ing to the formula of Rathbun and Pace. In the 
second method it was calculated from the density 
of tlie body using the formula of Keys and Brozek. 
Tile skin fold measurements were taken at different 
sites by means of calipers over the abdomen, chest, 
back, and right arm. A high degree of correlation 
existed between tlie specific gravity of the body as 
measured and that calculated from tlie different 
skinfold measurements. Thus the skinfold measure¬ 
ments may be used advantageously in place of 
measurement of the specific gravity of the body 
by the cumbersome water displacement method. 
The average fat content of die body calculated 
from die specific gravity of the body using the first 
method was 11% of the body weight, while the 
reading obtained by the second mediod was 11.3%. 

Vaginal Cytology and Uterine Bleeding.—S. J. 
Kripalani (Journal of the Association of Medical 
Women in India, vol. 46, August, 1958) stated that 
an abnormality in secretion of hormones is responsi¬ 
ble for dysfunctional uterine bleeding._Changes in 
vaginal smears can indicate the lack or excess of 
ovarian endocrine functions and the effect of thera¬ 
peutic hormones. These smears are also helpful in 
distinguishing dysfunctional bleeding from other 
causes of uterine bleeding such as abortion or ma¬ 
lignancy. The vaginal smears for this purpose should 
be studied every third or fourdi day during the 
menstrual cycle. The author thus studied 30 women 
with a clinical diagnosis of functional bleeding. The 
age of these patients varied from 16 to 45 years; 25 
were married, 2 were svidows, and 3 were single. 
Of the married women 11 were nulliparous. The 
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(liiralion of (Iio cltscaso was on an ax’oraj'o 2A 
years. Tliirlcoii hail prolonj'od ini'iislrual periods 
after periods of aineiiorrhea; 10 liad prolonged 
jK'riocls at short intervals of 0 to 18 days; 5 had 
excessive bleeding at regvdar intervals of 26 to 30 
(lays; and 2 had almost eontinnons hlecding with 
occasional and irregular cessation. Fourteen pa¬ 
tients were .studied for three or four cx'cles regularly 
and showed two main types of curves, 4 showing 
laperestrogenic and 10 .showing hy'poestrogcnic 
curves. Thus the output of estrogen was lower than 
normal in 10 of these 14 patients with bleeding. In 
5 of the 10 patients with hypoestrogcnic curves, 
cnilometrial biopsy specimens revealed endometrial 
proliferation with dilated glands in 2, endometrial 
proliferation without dilated glands in 1, mixed 
cncloinetrium indieating irregular ripening in 1, and 
early secretory changes after the patient had 
been treated with progesterone in 1. A nonhyper- 
plastic proliferative endometrium or a poorly de¬ 
veloped secretory phase indicates subnormal ovar¬ 
ian activity and thus the findings of endometrial 
biopsy specimens and x’aginal smears corresponded 
in these patients. 

From the point of view of treatment, patients 
xvith functional uterine bleeding wore divided into 
those with hyporestrogenic and those xvith hypo- 
estrogenic curves. In two patients with hypercstro- 
genic curves treated with estrogens, bleeding 
stopped temporarily with recurrence of irregular 
bleeding, while the comification percentage showed 
a further rise but the clinical symptoms persisted. 
One patient with a hyperestrogcnic curve was 
treated with progesterone but the intensity of 
bleeding increased and the treatment was stopped. 
Two patients with the same tx'pe of curve were 
treated with testosterone during the bleeding phase. 
Good results were seen in both and normal flow' at 
regular inten'als W’as seen during the ne.xt three or 
four cycles. Vaginal smears in the follow'ing cycles 
indicated anovulatory cy'cles. Tw'o patients with 
hypoestrogcnic curv'es responded w'ell to treatment 
with estrogens. Results witli progesterone in this 
type of curve w'ere unsatisfactory. One patient with 
hypoestrogcnic curve was treated with testosterone. 
An immediate hemostatic effect w'as produced but 
the delayed effect w'as a prolongation of the inter- 
menstrual periods to 40 or more day's. Tlie next 
tw'o menstrual periods xvere anovulatory and there 
xvas hardly any difference in the comification per¬ 
centage. Testosterone should thus not be given to 
patients w'ith hypoestrogcnic curves. 

Experimental Cataract.—K. Bagchi (Journal of the 
Indian Medical Association, vol. 31, Oct. 1, 1958) 
stated that the incidence of senile cataract was 
much higher and its age of onset much lower in 
countries where protein malnutrition w'as prevalent. 
The high incidence and early age of occurrence in 
India has been ex’plained as possibly due to the 


oflecl of sunlight or ultraviolet irradiation. Prob¬ 
ably protein malnutrition, w'hich is also w’idely prev¬ 
alent here, causes early lens changes. A further 
insult then in the form of ultraviolet light may pre¬ 
cipitate the development of a clinical cataract. To 
investigate the effect of general protein malnutri¬ 
tion on the lens, the author fed y'oung pigs diets 
containing 4.5, 6.5, and 10% of protein. Their body 
weights W'ere recorded and their lenses examined 
for snlfy'dryl and glutathione which are decreased 
in all forms of cataract and precataract conditions. 
The lens was also examined histologically. The 
grow'th rate in all the three groups of animals w'as 
found to be mueh lower than that of control ani¬ 
mals that were given a 20% protein diet. The pigs 
on the lowest protein level showed no increase in 
body' weight. A mature cataract w'as seen in these 
animals after about three months. The glutathione 
and protein-bound sulfydryl contents of the lens 
(calculated by noting the difference between the 
total sulfydryl and the glutathione content) were 
low'er as compared to normal. As a result of this 
reduction, probably' the enzy'matic activity in the 
lens is reduced affecting the essential metabolism 
and leading to lenticular damage. 

The biochemical and histological features of 
these cataractous lenses closely resembled those 
seen in rat lenses made cataractous by making 
them deficient in methionine. The pathogenesis of 
the protein deficiency cataract in pigs may therefore 
be similar. Thus, although evidence of production 
of cataract due to protein malnutrition was ob¬ 
tained, no mention of its development in human 
beings suffering from protein malnutrition has ap¬ 
peared so far in literature. Probably in countries 
such as India, where protein malnutrition is W'ide- 
spread and cataracts appear at an early age, bio¬ 
chemical changes are produced in the lens in the 
growing phase as a result of protein deficiency 
W'hich are not diagnosed by ordinary ophthal¬ 
mologic examination but may be detected by 
e.xamination w'ith a slit-lamp microscope. These 
damaged lenses then develop cataract when further 
subjected to such factors as ultrax'iolet light or 
deficiency of methionine. 

Meprobamate and Mental Disease.—Saty'a and 
Bhaskaran (Journal of the Indian Medical Associa- 
lion, vol. 31, Oct. 1, 1958) treated 27 patients w’ho 
had various mental disorders with meprobamate 
given orally, each tablet containing 400 mg. The 
conditions for which these patients were treated 
were schizophrenia, catatonic excitement, mania, 
behavior disorders, anxiety states, alcoholism, and 
premenstrual tension. The ages of the patients were 
19 to 49 years. They were studied for 10 months. 
Treatment W'as started w'ith an initial dose of one 
tablet three times a day. This was gradually in¬ 
creased to six or more tablets a day, the duration of 
treatment varying from 21 to 181 days. Tire results 
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were assessed by noting the improvement in the 
mental condition and reports from occupational 
therapists, nurses, and social workers. 

Results were unsatisfactory in the two patients 
with catatonic e.\citement although they were 
quieter. Fifteen patients with chronic schizophrenia 
were included in the trial, the duration of illness 
varying from 3 to 17 years. All these patients had 
previously undergone a full course of insulin shock, 
electro-shock, and reserpine or chlorpromazine with 
no significant benefit. Only three of these improved 
on treatment with meprobamate. The drug led to 
sedation without sleepiness and more cooperative 
behavior but the presenting symptoms did not dis¬ 
appear. Of five patients with manic reaction, one 
improved but the others showed no change. The 
drug was of no use in one patient with behavior 
disorder and mental deficiency. Four patients with 
psychoneuroses showed marked improvement. Six 
patients with chronic psychoses who had had no 
treatment for a long time were given 1.2 Gm. of 
the drug in a single dose to determine its hypnotic 
effect. One felt drowsy two hours after the drug 
was given but was still responsive to verbal stimu¬ 
lation, the effect lasting for about six hours. Others 
did not feel drowsy but looked more relaxed. Six 
patients were subjected to routine electroencepha¬ 
lography which was repeated three hours after 1.2 
Gm. of the drug was given by mouth. Two days 
later electroencephalograms were again made three 
hours after the administration of 75 mg. of chlor¬ 
promazine by mouth. No change in the routine 
record was seen in any patient nor did the brain 
potentials show the patterns of normal sleep. 


SWEDEN 

Plea for a Poison Control Center.—Four articles in 
Svenska Idkartidningen for Oct. 24 draw attention 
to Sweden’s need for a poison control center. To 
demonstrate this need, an inventory was taken of 
the various chemical-technical preparations stocked 
in 10 homes of physicians and druggists. The 230 
such preparations listed could be classified in five 
groups according to their functions and composi¬ 
tion. The preparations in the first group, such as 
turpentine, were straightforward enough insofar as 
accurate information about them could be obtained 
in any standard textbook of toxicology; but many 
of the other preparations had proprietary names 
giving no clue to their composition, hence their 
toxicity when children have swallowed them and it 
is desired to use the appropriate antidote. In such 
cases the services of a poison control center pos¬ 
sessing aU the necessary data would be invaluable 
to the physician. At the Sachsska Children’s Hos¬ 
pital in Stockholm, Dr. Allan Alvin analyzed the 
1,026 cases treated by gastric lavage in the period 
1953 to 1957. Tobacco was responsible for 44% of 


these cases and drugs for 24%. Next were chemical- 
technical preparations (23%), poisonous plants (4%), 
and the indelible pencil (5%). This pencil contains 
the relatively nontoxic gentian violet. Pending the 
creation of a poison control center, Alvin would 
like to see published an illustrated toxicological 
botanical map to serve as a guide to the physician 
called on to treat a case of poisoning by some plant. 

Alcoholic Psychoses.—Nilsson and Frey {Svenska 
Idkartidningen, Oct. 24, 1958) observed 476 men 
with delirium tremens at various periods between 
1946 and 1957, during which time there was a con¬ 
tinuous increase in the incidence of such admissions 
to the Lillehagens Mental Hospital. The removal of 
certain restrictions on the sale of alcohol in 1955 
must be held responsible for much of this rise, tlie 
admission rate for such cases being many times 
higher in 1957 than in 1946. No favorable effects 
from cortisone or reserpine were observed, but 
excellent results were obtained with electrople.xy 
treatment of auditory hallucinations that had lasted 
over a week. Much was achieved with antibiotics 
in combating the pulmonary complications, the 
mortality from which was thus appreciably reduced. 

Myocardial Infarction.—If we knew what predis¬ 
poses to myocardial infarction its prevention and 
treatment could be greatly facilitated. Forssman 
and Lindegard (Svenska Idkartidningen, Oct. 24, 
1958) studied 66 men who suffered from this dis¬ 
ease. They had survived the infarct by at least two 
months and most of them by a year. None was 
older than 55 years, and most were between 45 and 
55. For each patient a healthy control of the same 
age and sex was chosen at random. Among the 
many criteria by means of which patient and 
healthy control could be compared were leadership 
in occupation, mortality from arteriosclerosis under 
the age of 70 among the parents, height and weight 
measurements, explosive and moody temperaments, 
serum cholesterol levels, and the excretion of ster¬ 
oids in the urine. lAfith regard to the two last 
criteria, it was found that both patients and controls 
could be grouped in subgroups according as the 
serum cholesterol level and the excretion of ster¬ 
oids in the urine was high or low. On the whole 
the patients were characterized by a high serum 
cholesterol level and a low steroid excretion as 
compared with the controls. Because so many 
criteria were invoked in this study, it was difficult 
to evolve any mathematical formula from them, and 
the prophylactic measures to be advocated on the 
base of this material svere only tentative. 

Arthrosis of Knee.—At an orthopedic hospital in 
Norrkbping, Dr. S. Nilsson (Svenska Idkartidningen, 
Oct. 31, 1958) has since 1957 injected hydrocorti¬ 
sone acetate or prednisolone acetate into the knee 
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joint of 4S pnlinils sudVring from arthrosis dofor- 
nwns of the kneo. Their ages ranged from 40 to 82 
(avt'ra 5 ;e 62) years. Most of them liad previously 
iimlcrgone x-ra\' Irealmenl six months or more 
earlier usually with some brief subjective improve¬ 
ment. The disease hud lasted 1 to 1.5 (average 4) 
years. Under strict asepsis the punctures were m.adc 
from the side tlirongh the suprapatellar bursa, any 
fluid present being aspirated before tire injection 
\v.as made. No relief of pain was effected during or 
.after the injection by injecting a local anesthetic 
as practiced in about half the patients. Fifteen 
complained of transient, relatively intense pain for 
a few hours after the injections which were given 
according to two different patterns, either with five 
aftcr-intcramls of four days or with three after- 
interwals of seven days. With only 10 c.xceptions, 
improvement was effected, and this wrrs so great 
that it amounted to complete disap 2 )carance of paii) 
in 14. The results were best in the slight and early 
cases and in such as were associated with hydroirs 
of the kiree. The duration of imyn'ovement was also 
longer for the light than for the severe cases. No 
gre.at difference could he detected between the 
action of the hydrocortisone and that of the pred¬ 
nisolone. Both helped to correct extensor defects 
of the knee in conjunction with prescribed exercises. 

UNITED KINGDOM 

Neoplasms After Irradiation.—The British Mcdica] 
Journal of Oct. 18 contains three articles on tlwroid 
neoplasms after irradiation. The first is by the staffs 
of the departments of pharmacology and thera¬ 
peutics, pathology’, and surgery, University of Shef¬ 
field, and the Shefiield National Center for Radio¬ 
therapy. Tliey reported a series of nine patients 
with thyToid neoplasms. In all of them the thyoroid 
had been exposed several y’ears previously to ioniz¬ 
ing radiation. In seven, indisputable histological 
eUdence of carcinoma of the thy'roid was present, 
and in six, infiltration outside the gland or metas- 
tases had occurred. In six the thy'roid had been 
incidentally exposed to irradiation in infancy or 
childhood during the treatment of cutaneous le¬ 
sions by radium or x-ray’. In them the dose to the 
thyroid varied from 130 to 2,700 r, and the latent 
period from 5 to 18 years. The carcinoma developed 
in the part of the thyroid exposed to the greatest 
irradiation. The seventh patient was irradiated for 
the treatment of thyrotoxicosis when she was 26 
years old and had an anaplastic carcinoma 37 years 
later. In two patients a nodular enlargement of the 
thyroid developed after irradiation. Histologically, 
hyperplastic adenomatous areas and mitotic figures 
were seen, but in tire absence of local invasion and 
metastases, the histological features alone did not 
justify a diagnosis of carcinoma. They were regard¬ 


ed as premalignanl conditions. The authors con¬ 
cluded that cxf)osure in childhood predisposes to 
the airpearance of thyroid neoplasms. The assoeia- 
tion after irradiation in adult life is less certain. 

In the second article Dr. A. W. Goolden said 
that there is little evidence to suggest that the 
adult thyroid is susceptible to radiation cancer. 
The development of carcinoma of the thyroid in 
three patients after irradiation of the neck was 
reported. Two of the jratients received irradiation 
in adult life. It was probable that the tumors in 
these three patients were induced by radiation, but 
it would be necessary to carry out a large-scale 
survey to find out whether irradiation of the thy¬ 
roid gland in adult life increased the incidence of 
thyroid cancer. 

An editorial on this subject stated that conclu¬ 
sions based on irrevious e.xperience with thy’roid 
hradiatiem must refer to external irradiation by 
.v-ray’s or radium, but, since the latent period for 
the development of carcinoma after irradiation in 
adults is probably at least 20 y'ears, no conclusions 
can y'ct be based on any series of patients who 
have received radioactive iodine, since this isotope 
has been in clinical use for only about 16 years. 
Theoretically, owing to the wide variation in the 
radiation dosage from the absorbed isotope sus¬ 
tained bv the thyroid cells at different points, it is 
certain that some cells surx’iving damage will have 
been irradiated with a dose which in other tissues 
would lead to tumor formation. The risk of the 
late development of carcinoma in children in par¬ 
ticular makes it justifiable only in exceptional cir¬ 
cumstances to use radioactive iodine even for diag¬ 
nostic purposes, or to use x-rays or radium in the 
neighborhood of the thy’roid in the treatment of 
simple conditions such as thy'mic enlargement, nevi, 
and keloid scars. In later adult life the risk of car¬ 
cinoma is probably of less importance, but further 
study of it is needed. 

Nuffield Bounty.—In the first 15 years of its exist¬ 
ence the Nuffield Foundation has given away about 
$24,000,000. Of this, $18,000,000 has been spent in 
the United Kingdom and $5,600,000 in the Com¬ 
monwealth. Science and technology have received 
$5,000,000, medicine $4,200,000, care of old people 
and research into aging $2,800,000, and social re¬ 
search and education $3,500,000. 

Phonocardiography and Electrocardiography of the 
Fetus.—Fetal heart rate, rhythm, and waveform 
were studied by phonocardiography and electro¬ 
cardiography from the surface of the mother’s ab¬ 
domen by Smyth and Farrow (Brit. M. J. 2:1005, 
1958). For phonocardiography, which is the most 
suitable method for recording heart rate and rhytlim 
and for estimating the systolic and diastolic time 
intervals, the microphone is applied to the point on 
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the abdomen where the heart is best heard. It is not 
unduly affected by extraneous noises but is by the 
mother’s speech or movement, or by borborygmi. 
Tlie principal uses of phonocardiography are to 
monitor the fetal heart and to check regularity of 
rhythm and rate after version, the giving of drugs 
such as oxytocin, or surgical induction of labor, and 
during the induction of anesthesia or forceps de¬ 
livery. It is also of use in the diagnosis of fetal 
distress. 

Electrocardiography is done by firmly placing on 
the linea alba the two electrodes, which form the 
two feet of a metal box containing the preamplifier. 
A metal belt for the indifferent electrode is placed 
round the mother’s waist between the uterine 
fundus and the heart. Owing to extraneous dis¬ 
turbances the records of P and T waves are difficult 
to distinguish with certainty, but the QRS complex 
can be recorded faithfully in amplitude and dura¬ 
tion. If clinical requirements necessitate a full fetal 
electrocardiogram with P and T waves, as in fetal 
disti-ess, or before emergency cesarean section, then 
intrauterine electrodes are passed through the 
cervical canal, preferably after rupturing the 
membranes, and their positions ascertained radio¬ 
graphically if necessary. The principal uses of elec¬ 
trocardiography are for the differential diagnosis of 
pregnancy and multiple pregnancy from tumors; for 
evidence of fetal life in cases of threatened abor¬ 
tion; for differentiation of breech from cephalic 
presentation; and to demonstrate the presence of 
fetal cardiac abnormalities, such as myocardial fail¬ 
ure, impeded circulation, and fibrillation. The elec¬ 
trocardiographic diagnosis of heart block normally 
requires intrauterine electrodes. Records were ob¬ 
tained during electrocardiography which were 
thought to be due to discharges from the fetal 
brain. Further improvements in technique are 
needed before these can be interpreted. They may 
be artifacts. 

“On Call to a Nation’’.—The British Broadcasting 
Corporation celebrated the 10th anniversaiy of the 
introduction of the National Health Service by tele¬ 
vising a documentary film entitled “On Call to a 
Nation.” The film, lasting for 75 minutes, was the 
longest documentary ever made by the B. B. C. 
There were no professional actors in it. All the parts 
were taken by physicians, dentists, and medical per¬ 
sonnel working in their usual surroundings in the 
hospital clinic or in general practice. The film was 
not intended to show the inner working of tire 
Healtli Sendee but rather to show physicians in 
action and to obtain their views of the Service. 
Fifty-seven physicians appeared and 25 of them 
spoke. They included those in urban and rural 
practice, those vdth large and small patient lists, 
those in group practice, and hospital specialists. As 
payment in general practice is on a per capita basis. 


it is significant that an urban general practitioner 
with a large list said that he approved of the Serv¬ 
ice, while one in a rural area with few patients, 
who had to travel great distances to see them, did 
not. Other practitioners and specialists also had 
various reservations and criticisms to make. A con¬ 
sultant dictating letters at the end of an outpatient 
session gave his views. Another pointed out the cost 
of the Health Service to the nation and the public’s 
responsibility for financing it. A pricing bureau was 
shown dealing with millions of prescriptions to 
highlight the cost of drugs. Tlie need for increased 
capital expenditure was emphasized by views of old 
hospitals and temporary buildings that had long 
outlived their usefulness. General practitioners were 
shown seeing their patients. Professional bodies had 
been consulted, but the planning and direction of 
the film were done independently. 

Poliovirus in Children Under Five Years of Age.— 
An investigation by the Public Health Laboratory 
Service showed tliat about 0.2% of children under 
5 years of age are symptomless carriers of polio¬ 
virus, the figure rising to 2.5% at the height of an 
epidemic (Monthhj Bulletin Public Health Labora¬ 
tory Service, Oct., 1958, p. 231). The real figure is 
probably higher than this, as the method of isolat¬ 
ing the virus was not entirely satisfactory. The re¬ 
sults were based on a survey of 21 areas, both 
urban and rural, in England and Wales. This carrier 
rate was found to follow the seasonal curve of 
poliomyelitis incidence fairly closely at first, but 
fell off more slowly than that of tire reported cases. 
No clearcut relation between carrier rate and in¬ 
cidence of reported poliomyelitis was found, 
altliough there was a rough correlation between tlie 
two. The areas studied fell into two groups, with 
high and low carrier rates respectively. In those 
with the high carrier rates there were about 50 
carriers for every reported case and in the low 
group the corresponding ratio was about 15:1. 

Rockefeller Grant,—The Council of the Royal 
Society of Medicine announced that the Rockefeller 
Foundation had offered a grant of $67,370 to the 
Society for the support of its library over the next 
five years, while endowments are being sought to 
ensure its service and maintenance. The library 
contains 400,000 volumes and nearly 2,000 current 
periodicals. It is used by more than 60,000 readers 
annually. 

Nobel Prize Winner.—Dr. F. Sanger, head of the 
Medical Research Council’s biochemistry research 
unit at Cambridge, was awarded the Nobel Prize 
for Chemistry. After 10 years’ research he identified 
the amino acid constituents of insulin. Four years 
ago he was made a Fellow of the Roy'al Society 
and of King’s College, Cambridge. 
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OKGAN PLAYING 

To the L'(/ilor;—AUhough llie Lc'isurc Corner item 
in the Oct. 11. 19, 5S, is.sne of Tin; Joohnai., entitled 
“Pliiying tlu! Modern Organ" i.s inlere.sting, two 
points should he clarilied. In the early so-called 
water organs, (he water was not used to create 
the air pressure to inahe (he piiies speak, hut 
ratlicr was ii.sed in the manner of a dix’ing hell to 
keep (lie air pressure constant and thus to keep the 
tone of the pipe in pitch. In the first paragraph of 
tlie article, it is stated tliat tlie organ is easy to play, 
and later, that the modern organ is prohahly the 
easiest of all instruments to play. If h)' organ we 
mean the instrument on which most of the pieces 
written for organ can he played, it would have to 
iiave two or more manuals and .32 pedals. This 
instrument is not easy to pla\'. Some organ teachers 
require six years study on the piano before they 
will permit a student to start on the organ. A per- 
.snn, by reading the Leisure Corner article, might 
he misled into believing he could play serious organ 
music without a lot of hard M'ork, which is not 
true. 

li. II. Shull 

259 W, Tulpehocken St. 

Philadelphia 44. 


MAMMARY CARCINOMA 

'lo the hdilor:—! am disturbed by the erroneous 
impression given by the editorial on mammar\’ 
carcinoma in The Journal (168:1228 [Nov. 1] 1958). 
It would appear from the editorial that the only 
type of endocrine therapy worth while is surgical 
removal of either the ovaries, the adrenals, or the 
pituitary. I believe that this is not only a fallacious 
impression but is not in the best interest of pa¬ 
tients. Wdiile the administration of endocrine prepa¬ 
rations is mentioned, the editorial states only that 
the drugs are especially useful in getting patients 
in better condition for ovariectomy or adrenalec¬ 
tomy and in treating patients with cerebral metas- 
tases, hypercalcemia, and lymphedema. I am afraid 
that many people will be deprived of years of useful 
remission from hormonal therapy if such treatment 
is limited to these indications. I agree that ablative 
therapy is an impressive tour de force to the pa¬ 
tient, but one cannot ignore the fact that such 
procedures still u'ork after hoimonal preparations 
have been given and also that, in general, these 
procedures should not be performed just anywhere 
by anyone. Adrenalectomy may be technically eas¬ 
ier than hypophysectomy, as was pointed out, but 
it is still an e.vtensive major procedure and the 
patient is left living a precarious life forever after. 

Albert Segaloff, M.D. 

3503 Prytania St. 

New Orleans. 


MEDICAL FILM REVIEWS 


Macliine Mimics Man: The Artificial Kidney: IG mm., color, 
sound, .showin;; time 26 niimites. Prepared by MGllem J. 
Kolff, M.D., Cleveland, and George E. Schreiner, M.D., 
Washington, D. C. Produced in 1958 by Mervin LaRue, Inc., 
Chicago, for and ijrocurable on loan from Travenol Labora¬ 
tories, Inc., Division of Baxter Laboratories, Morton Grove, 

m. 

By animation and clinical photography this film 
shows, step by step, the ease of setting up the 
Travenol Twin-Coil Kidney and the speed with 
which hemodialysis is available to the patient. Also 
reviewed are normal kidney function, the basic 
principles of hemodialysis, and its role in renal 
insufficiencies and certain systemic poisonings. Tlte 
important thing about this film is its instructive 
mechanical aspects for anyone who might be inter¬ 
ested in applying this form of therapy. The pro¬ 


cedure has gradually been simplified until the 
Travenol Twin-Coil Kidney seems to offer the most 
efficient means of hemodialysis available at the 
present time. The basic principles of hemodialysis 
and its tlierapeutic possibilities, in patients with 
renal insufficiency, especially that which follows 
systemic poisoning, and otlier difficulties which 
call for temporary dialysis, are simplified for quick 
comprehension. The only criticism to be leveled at 
this excellent film would be that the explanation of 
procedure makes it seem almost too simple and 
might delude some .persons into thinking it fool¬ 
proof. This, of course, is far from the truth, and 
anyone applying this more or less portable unit 
should have a thorough basic understanding of the 
entire subject. The film is highly recommended for 
showing widely as an educational feature and 
should be a “must” for any and all newcomers to 
die field of hemodialysis who are contemplating 
use of the Travenol Twin-Coil Kidney. 
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INTERNAL MEDICINE 

A Reversible Nephrotic S>’ndrome Associated with 
Congestive Heart P'ailure. W. R. Burack, J. Pryce 
and J. F. Goodwin. Circvdation 18:562-571 (Oct.) 
195S [New York]. 

A nephrotic syndrome is an unusual and puzzling 
complication of chronic heart failure. The authors 
report 4 patients in whom severe proteinuria, hypo- 
proteinemia, massive edema, hypercholesterolemia, 
and a strikingly abnormal plasma electrophoretic 
pattern developed in the course of congestive heai't 
failure. The blood urea level was normal or only 
slightly elevated, and the urinary sediment was 
normal. Three of the 4 patients recovered from the 
nephrotic syndrome over a period of 9 months on 
a regimen of digitalis, low-salt and high-protein 
diet, and regular, weekly, intramuscular adminis¬ 
tration of mercurial diuretics. Aminophylline given 
intravenously just prior to the mercurial was found 
to enhance the diuretic response. 

Reference is made to the little understood but 
common phenomenon of proteinuria in heart fail¬ 
ure. The possible relationship of the proteinuria to 
the occasional case of nephrotic syndrome is dis¬ 
cussed. It is concluded that the nephrotic syndrome 
occurring in chronic heart failure is not caused by 
mercurial diuretics and is not in itself a contraindi¬ 
cation to their continued use. 

The Frequency of Postprimary Pulmonary Tuber¬ 
culosis According to Pulmonary Arterial Pressure. 
S.-B. Mattson. Am. Rev. Tuberc. 78:536-546 (Oct.) 
1958 [New York]. 

The author points out that it has been debated 
for more than a century whether or not certain 
cardiac valvular defects confer increased resistance 
to pulmonary tuberculosis. No uniform opinion has 
been reached. This report describes another at¬ 
tempt to elucidate the question of pulmonary tuber¬ 
culosis in organic heart disease. The case material 
for the study was obtained from 2 cardiac clinics 

The place of publication of the periodicals appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi¬ 
zation and by individuals in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed "Library, American Medical Association.” Periodical files 
cover 1949 to date only, and no photoduplication services are available. 
No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they’ must not be kept longer than five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authors and can be obtained for permanent possession only 
from them. 


in Stockholm, which accept patients from all of 
Sweden. All cases of congenital cardiac anomaly 
or of mitral disease in which heart catheterization 
was performed during the years 1948-1956 were 
reviewed. The series was confined to persons more 
than 15 years old. Most of these 413 persons had 
been referred to the clinics with a view to surgical 
relief of the cardiac defect. The patients were 
classified according to the pressure in tlie pul¬ 
monary artery. This pressure was high in 261 pa¬ 
tients, normal in 91, and low in 61. Postprimary 
pulmonary tuberculosis was present in 1% of the 
hypertensive patients, in 3% of tlie normotensive 
group, and in 13% of the hy'potensive group. The 
difference in tuberculosis frequency (10%) between 
the normotensive and tlie hypotensive patients was 
statistically significant. The corresponding differ¬ 
ence (12%) between the hypertensive group and 
the hypotensive group ivas likewise significant. 

Silicotuberculosis: Results of Medical and Com¬ 
bined Medical-Surgical Therapy. C. S. Morrow and 
M. Kantor. Am. Rev. Tuberc. 78:524-535 (Oct.) 
1958 [New York]. 

The patients studied were hard-coal miners. All 
were admitted to the hospital between Sept. 10, 
1952, and Dec. 1,1956, and had bacteriological con¬ 
firmation of the diagnosis of pulmonary tubercu¬ 
losis. Several sputum specimens contained tubercle 
bacilli on microscopy and/or culture. All had roent- 
genographic evidence of silicotuberculosis, had had 
no previous course of chemotherapy, and were 
ti'eated continuously with antituberculous drugs 
for at least a 6-month period in the hospital. Twen¬ 
ty-five patients participated in this study, and all 
but one satisfied the criteria; in the one exception, 
the chemotherapy had been interrupted for a rela¬ 
tively short period of time. All but 6 of the patients 
were between 50 and 70 years of age, and these 
patients had worked in the mines for about 30 years. 

Nineteen of the patients received chemotherapy 
alone, chiefly streptomycin and isoniazid; the other 
6 with unilateral cavitary disease were subjected, 
in addition, to various thoracic surgical procedures. 
The results of chemotherapy alone, from the stand¬ 
point of cavity closure along with reversal of infec¬ 
tiousness, were poor as compared with those for 
patients with nonsilicotic tuberculosis. The results 
of chemotherapy and surgery in the 6 patients were 
good, particularly with the resectional procedures. 
If chemotherapy alone is to play a significant role 
in silicotuberculosis, it would appear advisable to 
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rcjiartl coni'lomcviiU' ilisouse in ils inilial slaj't's as 
lubcrcnlinis. in tiu' prt'sonco of a posi(ivi“ Inln'icnlin 
test, and to fveat it as sncli if only to prevont fiii tlier 
conttlomcration. 

Loc.al Reactivation of the rrlinaiy Tiiherculoiis 
Focus in the Lunn. I. Snijdcr and 'F. Vosstniaar. 
Am. Rev. Tubcrc, 7R!.5-17-'5f)l (Oct.) 195S (New 
York]. 

The primary pulmonary focus lias a tendency to 
a stereotyped course, complications due to inilain- 
mation in the regional lymph nodes being fairly 
frequent, hut the pulmonary focus usually suhsiiles 
and often becomes calcified. In the rare cases in 
which the primary focus is progressiv<‘, 2 ty\n's of 
local extensions occur. 1. Extensions occur before 
the focus has subsided (type 1). 2. 'I’he pulmonary 
focus becomes reactivated when th(‘ iirimary com¬ 
plex has been rpiict for years (often containing 
calcium), and the patient meainvluTe has been con¬ 
sidered Iiealthy (type 2). At the “Rerg en Rosch” 
Sanatorium in Rilthovcn, The Netherlands, cases 
of type 2 reactivation were collected, 'i'heir rarity 
is demonstrated by the fact that among •l,.55-l pa¬ 
tients who were discharged from "Rerg en Rosch” 
there were 12 with a local reactivation of an already 
subsided pulmonary focus; thus, the freiiuency was 
about 0.25‘7r. Seven of these patients were less than 
15 years old, and the remaining 5 ranged from 15 
to 27 years of age. The authors now have under 
obserx’ation a 14-year-okl girl with the same condi¬ 
tion; thn.s, a total of 1-3 instances hax'c been studied. 

In 12 of 13 cases the diagnosis could be based on 
accurate data: in S patients the primary complex in 
its active stage had been recorded on chest films, 
and in 4 patients a partly calcified primary com¬ 
plex, which had subsided before the onset of the 
present disease, could be demonstrated from the 
roentgenograms. In the remaining case the diag- 
no,sis was practically certain. Complaints and 
sxTnptoms were hemoptysis, high temperature 
accompanied by general malaise, ccnigh, expectora¬ 
tion, fatigue, weakness, and loss of weight. Acceler¬ 
ation of the erythrocyte sedimentation rate and 
changes in the differential leukocyte count were 
also observed. Not every patient had all these symp¬ 
toms, but tubercle bacilli were present in the 
sputum almost without exception. Depending on 
the nature and the extent of tlie liquefaction in the 
focus, tubercle bacilli in the sputum varied from 
large numbers seen on microscopy to an occasional 
one obtained only by culture. The causes of reac¬ 
tivation could not be determined from either the 
history or the clinical data. 

Roentgenographically, the fairly voluminous foci 
were usually sharply demarcated from the sur¬ 
rounding tissue. The size varied from that of a 
cherry to that of a chestnut, but one focus was as 
large as a hen’s egg. Nearly all the foci (11 of 13) 


contained calcium. All foci but one contained a 
cavity. Except in one case, the cavity was fairly 
small as compared with the .size of the focus. A 
striking feature was the eccentric position of the 
cavity, which was invariably situated opposite the 
oaleium deposits. 3 he local extension was accom¬ 
panied by disseminations, which in the majority of 
casi;s were limited to small foci in the immediate 
surroundings of the large focus. Nine of the foci 
were localized subplenrally. 

'I he atithors regard local reactivation of an ini¬ 
tially subsided primary tuberculous pulmonary 
focus as an indication for a pulmonary resection. 
The treatment was nonsurgical in only 2 of the 
jratients. In the 11 patients who were operated on, 
the postoperative course was uneventful, and a 
.satisfactory reexpansion was obtained. All the pa¬ 
tients remained in e.vcellent condition after dis¬ 
charge from the sanatorium. Examination of the 
resected foci showed that they were composed of 
a .small, older irortion and a larger, more recent 
arc:i. 'I'he older part consisted of a largely calcified 
caseous focus. Mycobacterium tuberculosis was ex¬ 
clusively n)und in the recent area, in the liquefied 
ca.semn. In 3 cases, in which the caseous material 
of the focus was cultured for tubercle bacilli, viable 
tubercle bacilli were present. 

The Effectiveness of Long-Term Treatment of Ma¬ 
lignant Hypertension. II. P. Dustan, R. E. Schneck- 
loth, A. C. Corcoran and I. H. Page. Circulation 
18:044-651 (Oct.) 1958 [New York]. ^ 

A majority of patients with hypertension die pre¬ 
maturely, not of hypertension or hypertensive 
va.scular disease as such, but of complications of 
hypertensive and coronary heart disease, cerebro¬ 
vascular damage, or some other arterial (not arteri¬ 
olar) catastrophe. Potent antihypertensive drugs 
have been in use for 7 or 8 years, but with a lack 
of information on the relation between the cause 
ol death and the extent of arteriolar damage it is 
impo.ssible to a.s.sess therapeutic gains in terms of 
prolongation of life or-prevention of complications. 
The situation is quite different in the malignant 
(accelerated) phase of essential hypertension. The 
course of this hypertensive syndrome is well char¬ 
acterized, predictable, and relatively brief, with 
survival of only 10 to 20% of patients for one year. 
Death is caused primarily by hypertensive arteriolar 
vascular damage. This is commonly e.xpressed by 
malignant nephrosclerosis with rapidly progressive 
renal failure, by intracerebral hematoma, and not 
infrequently by uncontrollable cardiac failure. 

Surveying the courses of 84 patients with malig¬ 
nant hypertension who received treatment with 
potent antihypertensive agents during the past 7 
years, the authors found that 70% survived 1 year 
of observation; 50%, 3 years; 33%, 5 years; and 26%, 
6 years. These survival rates represent substantial 
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therapeutic gains over survival rates in the un¬ 
treated series of Keith, Wagener, and Barker. Tlie 
first-year survival rate was weighted by the un¬ 
toward complication of hexamethonium pneumoni¬ 
tis, and current survival is greater. Other causes of 
death were rapidly or slowly progressive renal 
failure and complications of atherosclerosis. The 
rapidly progressive renal failure was usually asso¬ 
ciated with poor control of blood pressure. It 
seemed merely an attenuation of the usual course 
of malignant hypertension. The syndrome of 
delayed or slowly progressive renal failm'e was 
associated with diffuse occlusive fibrous intimal 
hy'perplasia of major renal arteries. Among the 
complications of atherosclerosis, cerebral hemor¬ 
rhage was the most common and was associated 
witli poor control of blood pressure level, while 
myocardial infarction, the next most common, 
was not. 

It may be that the coronary arteries, like the 
renal, are subject to progressive occlusive disease 
in some patients with treated malignant hyperten¬ 
sion. It is not clear whether this process represents 
a continuation in vessels larger than arterioles of a 
basic vascular disease or a delayed response on the 
part of the arteries to preexisting severe hyperten¬ 
sion. Survival was better in patients who were 
treated before malignant hypertension had caused 
extensive vascular damage. Patients who presented 
themselves for treatment with evidences of severe 
renal damage generally did not survive for long 
periods. However, several such have maintained 
active lives for many months and years. Hence, 
ti'eatment should be withheld only in the most 
desperate circumstances. 

Temporary Collapse in the Treatment of Pulmonary 
Tuberculosis. F. T. Rogue. Dis. Chest 34:404-412 
(Oct.) 1958 [Chicago]. 

Rest has generally been accepted as fundamental 
in the treatment of pulmonary tuberculosis. Tuber¬ 
culosis sanatoriums were established to provide a 
haven of rest for those afflicted with the disease as 
well as to segregate them from the general popula¬ 
tion. Temporary collapse measures, namely, artifi¬ 
cial pneumothorax, pneumoperitoneum, and phrenic 
nerve paralysis, basically are attempts to secure 
rest by so-called “splint” or “selective collapse” of 
diseased lungs. The author reports on the changing 
status of these temporary collapse measures in the 
past 10 years at Fitzsimons Army Hospital in Den¬ 
ver and gives his onm views based on experiences 
since 1933. He regards artificial pneumothorax and 
phrenic ners'e paralysis as obsolete procedures. If 
after adequate use of antituberculous drugs cavi¬ 
tary lesions constitute caseonodular residuals that 
involve tlie threat of recurrence, surgical excision 
is the procedure of choice. Pneumoperitoneum may 
be used as a last resort in far-advanced cases when. 


after adeqnate and prolonged chemotherapy, sur¬ 
gical excision of cavities and/or serious residuals 
cannot be performed because of serious impairment 
of pulmonary function. Pneumoperitoneum may be 
considered also in those rare patients in whom 
chemotherapy cannot be used because of severe 
toxicity. 

The Effect of Treatment on Mortality Rates in 
Severe Hypertension: A Comparison of Medical 
and Surgical Regimens. H. M. Perry Jr. and H. A, 
Schroeder. A. M. A. Arch. Int. Med. 102:418425 
(Sept.) 1958 [Chicago]. 

The mortality rates of 209 patients with severe 
hypertension, treated orally with such a ganglion 
blocking agent as hexamethonium chloride and 
with hydralazine hydrochloride, have been com¬ 
pared with the mortality' rates reported in the 
literature as being associated with other antihyper¬ 
tensive regimens, particularly surgical sympathec¬ 
tomy'. The comparison was made difficult by the 
differing criteria used by various authors in grading 
the severity' of the disease prior to therapy. Because 
effective antihypertensive drugs have been used for 
a relatively short period, they could be evaluated 
only in seriously ill patients with significant and 
predictable mortality rates during the available 
observation period. This series of previously un¬ 
treated nonruemic patients, 23 of whom were 
Negroes, were divided on the basis of their pre¬ 
treatment status into 2 groups, according to Smith- 
wick’s classification; thus, 79 patients were classified 
as group 3, and 130 as group 4. Their ages ranged 
from 27 to 70 years, with an average of 49 years. 
All the patients were followed for 4 years. Of the 
130 patients in group 4, 48 had benign hyperten¬ 
sion, and 82 were considered to have malignant 
hy'pertension, which was associated with azotemia 
in 35 without evident cardiac failure or any of the 
common signs of uremia and 47 were nonazotemic. 
All 82 patients with malignant hypertension had 
proteinuria and papilledema; 77 had hemorrhagic 
and exudative retinitis, while 3 had only hemor¬ 
rhages and 2 only exudates. Each of the 82 patients 
had a mean supine diastolic pressure of over 130 
mm. Hg. 

Therapy with the oral administration of hexa¬ 
methonium chloride and hydralazine hydrochloride 
was instituted according to a regimen involving an 
invariant dose of hydralazine plus a variable dose 
of the ganglion blocking agent 5 or 6 times a day', 
with the dose of the latter depending on the level 
of systolic pressure. During the 4 years after the 
institution of therapy, the mortality was lower in 
this series of patients treated with a combination 
of ganglionic blockade and hydralazine tlian it was 
in Smithwick’s reported series of surgically sympa- 
thectomized patients. If the severity of the cardio¬ 
vascular disease in the group 4 patients was graded 
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on (he basis of both hypertensive and atheroscle¬ 
rotic processes, the mortality rate of the patients 
who were medically treated was -13% and that of the 
patients who were subjected to operation was 48%. 
In the nonazotcmic patients with malignant hyper¬ 
tension. if classification was based only on the 
hypertensive process, the mortality rate of the 
patients who were medically treated was 36% and 
that of the patients who were operated on was 48%. 
For all groups of nonazotemie patients who sur¬ 
vived the first year of medical treatment with ade¬ 
quately controlled diastolic pressure, the mortality 
rate approximated 10% during the ne.xt 3 years. 
Mortality was related to race, being noticeably 
higher among Negroes, hnt was relatively independ¬ 
ent of sex, age, and economic status. 

Second Field Evaluation of Bivalent Types 4 and 7 
Adenovirus Vaccine. M. 11. Millcman, II. H. Green¬ 
berg, M. S. Warfield and others. A. A I. A. Arch. Int. 
Med. 102:428-436 (Sept.) 1958 [Chicago]. 

A second field evaluation of bivalent types 4 and 
7 adenovirus vaccine, prepared by Ledcrlc Labora¬ 
tories by commercial production procedures, was 
carried out at Fort Leonard Wood, Mo., during the 
winter of 1957. The study proved the high degree 
of efficacy of this vaccine for preventing acute res¬ 
piratory diseases of different causes in newly re¬ 
cruited soldiers. The incidence of various respiratory 
diseases was 11.07o among the 2,471 vaccinated 
subjects and 23.87o among persons of the control 
group who received a formalin-saline placebo; thus, 
a reduction of 557o in the attack rates for total 
respiratory diseases was obtained by the vaccine. 
The protective effect of the vaccine became evident 
about 7 days after vaccination. The adenovirus 
specific attack rates, calculated on the basis of 
serodiagnostic tests on an appro.ximate 507o sample 
of cases, were 1.67o in the vaccinated subjects and 
16.67o in the control group, and the reduction in 
cases was 907o. These findings compared favorably 
with a 98% reduction figure obtained earlier in a 
study. The complement-fixation test used in this 
study proved to be a highly reliable diagnostic 
means of determining whether the respiratory dis¬ 
ease was caused by adenovirus even in vaccinated 
subjects. 

Adult civilian groups have shown very low attack 
rates for adenovirus-caused respiratory disease; 
therefore, general vaccination of such persons is 
not justified. There may be a greater need for the 
vaccine among children and infants. Whether the 
attack rates in children are sufficiently high to war¬ 
rant general use of an adenovirus vaccine, what 
particular types of adenovirus should be included 
in the vaccine, and whether the vaccine is effective 
in preventing respiratory diseases caused by adeno¬ 
virus infection are questions that require further 
investigation. In taking into consideration the use 


of adenovirus vaccine in any group of the popula¬ 
tion, one should bear in mind that this vaccine is 
ineffective against the common cold. 

Production of Hepatic Coma by Carbonic Anliy- 
drasc Inhibitors in Patients with Hepatic Cirrhosis. 
E. Rissel, H. Schnack, N. Stefenelli and F. We- 
walka. Schweiz, med. Wchnschr. 88:946-951 (Sept. 
27) 1958 (In German) [Basel, Switzerland]. 

When ascites develops in patients with decom¬ 
pensated cirrhosis of the liver, the removal of water 
represents one of the most important problems. 
Among 85 patients with hepatic cirrhosis who were 
treated with acetazolamide (Diamox), the authors 
observed 9 patients who had precomatose or coma¬ 
tose episodes. It was found that the comatose at¬ 
tacks that followed the administration of Diamox 
corresponded to the “ammoniacal encephalopathy” 
that develops in patients with hepatic cirrhosis 
either spontaneously or after the administration of 
ammonium chloride or cation exchange agents that 
liberate ammonia, after intestinal hemorrhages, or 
after high-protein diets. The development of the 
comatose condition is not dependent on the dose 
of Diamox. As in spontaneous liver coma, the blood 
ammonia content showed a noticeable increase in 
all except one patient in whom Diamox had brought 
on a comatose state. 

Frequently the comatose attacks were reversible, 
but they may also cause death of the patient. In 
some patients the coma could be counteracted by 
the intraperitoneal administration of from 200 to 
500 cc. of a 10%> solution of glutamate. The admin¬ 
istration of potassium prior to Diamox treatment 
prevented the comatose disturbance in only one 
patient. In most of these 9 patients Diamox failed 
to e.xert a diuretic effect. The administration of 
Diamox was followed by comatose attacks only in 
patients with advanced hepatic cirrhosis, such as 
those in whom coma-like attacks had been elicited' 
by other mechanisms. The prognosis was extremely 
poor in these patients. All except 2 died within 5 
months after the first Diamo.x-induced comatose 
attack. 

The blood ammonia content was investigated in 
12 cirrhotic patients in whom Diamox did not cause 
coma, and it showed no uniform behavior. Simul¬ 
taneously existing chronic renal diseases exerted 
no influence on Diamox tolerance. The large ma¬ 
jority of patients with hepatic cirrhosis reacted to 
doses of 250 mg. of Diamox on 3 successive days, or 
to 125 mg. of Diamox daily for from 2 to 4 weeks, 
without showing any coma-like disorders. A hypo¬ 
chloremic coma, such as has been observed after 
the use of mercurial diuretics, was never observed 
by the authors. They conclude that, if suitable pre¬ 
cautions are taken, Diamox can be used even in 
decompensated patients with cirrhosis and tliat it 
has definite advantages over mercurial diuretics. 
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Selected Aspects of Acute and Cluronic Gouty 
Arthritis: An Internist’s Interpretation of an Or¬ 
thopaedist’s Experiences with Gout and Gouty 
Arthritis. J. H. Talbott. J. Bone & Joint Surg. 
40A:994-1002 (Oct.) 1958 [Boston]. 

The arthritis clinic at the Buffalo General Hos¬ 
pital is especially interested in gout and gouty 
arthritis and, because of this special interest, has 
had an opportunity to consider the varied prob¬ 
lems of the patient with acute gouty arthritis as 
well as the patient with chronic tophaceous gout. 
There are several features of gout and gouty arthri¬ 
tis of particular interest to the orthopedic surgeon. 
A presumptive diagnosis of acute gout should be 
entertained in any unexplained acute inflamma¬ 
tion of one or more joints, particularly in an adult 
male. A family history of gout, renal lithiasis, or 
other ancillary features may be noted. Most im¬ 
portant is a clinical description of the acute attack, 
which displays the cardinal signs of inflammation 
and may be associated with pyrexia, leukocytosis, 
and an elevated sedimentation rate. Confirmation 
of the diagnosis rests upon a prompt response to a 
full course of colchicine. The level of serum uric 
acid is not a reliable diagnostic aid. Roentgeno- 
graphic evidence in the earlier years of the disease 
is confined to soft-tissue swelling at the time of 
the acute attacks. 

The cause of the acute attack is not known. The 
pathogenesis of the underlying metabolic disturb¬ 
ance is associated with an increased formation of 
uric acid by the body. Diminished deshuction and 
impaired excretion by the kidneys as a cause have 
not been supported by contemporary research. 
Precipitating factors include surgical intervention, 
acute infection, emotional trauma, local trauma, 
and certain drugs, such as penicillin, ergotamine 
tartrate, vitamin B 12 , mercurial diuretics, and 
tlriamine hydrochloride, each when administered 
intravenously. The prognosis in gout is excellent 
if the prophylactic regimen is followed. This in¬ 
volves the administration of colchicine and a 
uricosuric agent (probenecid) daily in moderately 
or severely afflicted patients and less often in those 
mildly afflicted. If the prophylactic regimen is 
followed, little or no incapacity needs result. 

Deleterious Effect of Intra-articular Hydrocorti¬ 
sone. G. N. Chandler and V. Wright. Lancet 2:661- 
663 (Sept. 27) 1958 [London]. 

In a controlled trial of intra-articular steroid 
therapy in rheumatoid arthritis, both hydrocorti¬ 
sone acetate and hydrocortisone tertiary-butyl 
acetate were found to give significant clinical im¬ 
provement lasting several weeks. Four injections 
of each drug and 4 of placebo were given into 
the knees over a period of 48 weeks, during which 
physical grading and functional capacity were 
measured every 2 weeks. Roentgenograms of the 


knees were obtained before and after the trial. 
Both drugs were more effective than the placebo, 
but despite the generally good clinical response 
to injections of the hydrocortisone preparations 
roentgenologic evidence of deterioration, some¬ 
times considerable, was found in the knees of more 
than half of the patients so treated. Eighteen pa¬ 
tients with 25 involved knees completed the trial. 
Roentgenologic deterioration was observed in 13 
joints. Thus, intrasynovial injections of hydrocorti¬ 
sone and related compounds either failed to halt 
or, more usually, accelerated pathological changes, 
despite the clinical relief enjoyed by the majonty 
of patients. 

This apparent paradox of worsening disease in 
the face of clinical improvement was subjected to 
further investigation. No significant association 
could be traced between the effects of treatment 
on pain and the range of movement in the 2 groups 
of patients with and without roentgenologic pro¬ 
gression of arthritis. An important difference be¬ 
tween the groups was apparent, however, in 
respect to walking time; a trend toward greater 
improvement at tlie 2nd week after treatment in 
the group with deterioration became very signifi¬ 
cant at the 6th week. It must be concluded that 
the principal effect of treatment in this group has 
been the attainment of a standard performance 
beyond the capacity of the joint. The discrepancy 
behveen the effects on pain and walking time in 
the 2 groups was probably more apparent than 
real, for the quantification of pain is notoriously 
imprecise. The fact that it was not until the 6tli 
week after treatment that improvement in walking 
time became significant in the group with roent¬ 
genologic deterioration suggests that the chief 
cause for roentgenologic progression was the en¬ 
couragement of a damaging level of performance 
by interference with a nonnal, locally protective 
mechanism. 

A Contribution to the Mycology of the Mouth. 
E. C. Fox and G. C. Ainsworth. Brit. M. J. 2:826-828 
(Oct. 4) 1958 [London]. 

During recent years particular attention has been 
paid to mycotic infections of the oral cavity as a 
complication of antibiotic therapy. In an effort to 
supply data on the mycology of the mouth in rela¬ 
tion to a number of fairly common oral lesions, 
isolations of fungi were made from patients at 
Birmingham Dental Hospital during 1952 to 1955 
to ascertain whether there were anj' relationships 
between fungi and these oral disorders. The isola¬ 
tions were made in the clinic by inoculating slopes 
of malt extract agar wth scrapings taken with a 
sterile scalpel. Incubation was at 20 to 25 C, and 
any fungi which developed were obtained in pure 
culture for identification. Bacteria and actinomy- 
cetes were ignored. Twenty-six of 175 patients were 



Vol, IfiS, No. 17 


MEDICAL LITKUATUUi; AIJSTKACTS 


2303 


cxcliulotl from furtluM- slticly, because (liey luid 
coiidilious wlrieh showed no (lisUnelive mycological 
findings, such as lichen planus, lupus erythenialosris 
disscininalus, leukoplakia, fungaling anlrum car¬ 
cinoma. and dry socket. The remaining 149 pa¬ 
tients were grouped as having 6 clinical conditions, 
namely, angular cheilosis, gingivostomatitis (com¬ 
prising aphthous, herpetic, acute ulcerative, my¬ 
cotic, and various stages of inflammatory periodon¬ 
tal conditions), lingua nigra, lingua geographica, 
coated tongue, and denture sore mouth. 

In .some persons of the control series (groups of 
school children, university students, and profe.s- 
sional and office workers) isolations were made as 
in the patients, but in others saliva was sampled 
hy a single swabbing of the tongue, gums, and 
teeth and by streaking plates or slopes of malt 
agar with the swab. From the mycological findings 
in the 149 patients with angular cheilosis, gingivos¬ 
tomatitis, lingua nigra, lingua geographica, coated 
tongue, and denture sore mouth, it is concluded 
that Candida albicans seems to play a primary part 
in the etiology of angular cheilosis and has .some 
connection with the etiology of gingivostomatitis. 
The diverse fungi associated with the remaining 4 
conditions are of uncertain etiological significance. 

Rheumatoid Arthritis of the Cervical Spine in the 
Adult. J. Sharp, D. W. Purser and J. S. Lawrence. 
Ann. Rheumat. Dis. 17:.S03-313 (Sept.) 1938 [Lon¬ 
don]. 

The authors studied the roentgenologic changes 
produced in the cer\4cal spine by rheumatoid 
arthritis in adults, and they also investigated wheth¬ 
er such changes may occur as the only evidence of 
rheumatoid arthritis, that is, without clinical or 
roentgenologic signs of the disease elsewhere. A 
series of lateral roentgenograms of the cervical 
spine from 44 hospital patients, aged 55 to 64 years, 
who had rheumatoid arthritis were compared with 
a series from persons of the same age and se.v dis¬ 
tribution selected at random from the general 
population. The films from rheumatoid subjects 
showed more narrowing of the upper cervical disks. 
This disk narrowing was more often associated 
with erosion of the vertebral plates and less often 
with sclerosis or osteophyte formation, and in the 
apophyseal joints there were more destructive 
changes. The roentgenograms from nonrheumatoid 
subjects showed more proliferative changes. In 
rheumatoid subjects, vertebral subluxations were 
more frequent and more severe at all levels of the 
cervical spine. 

With the use of these criteria, a series of 428 
cei-vical roentgenograms from random samples of 
the population were graded for the changes of 
cervical rheumatoid arthritis. Definite evidence of 
rheumatoid arthritis was found in the roentgeno¬ 
grams of 6% of the men and 7% of the women. 


There was a relationship between the roentgen¬ 
ologic grading for rheumatoid arthritis in the cerv¬ 
ical spine and a positive sheep-cell agglutination 
test. There was little or no correlation between 
these roentgenologic gradings for cervical rheu¬ 
matoid arthritis and either morning stiffness or a 
clinical diagnosis of rheumatoid arthritis, or with 
a diagnosis of rheumatoid arthritis made in ac¬ 
cordance with the criteria of the American Rheu¬ 
matism Association. There was, however, an asso¬ 
ciation between roentgenologic signs of rheumatoid 
arthritis in the cervical .spine and similar signs in 
the hands and feet. A cervical form of rheumatoid 
arthritis without peripheral joint involvement may 
account for an important number of apparently 
false-positive reactions in the sheep-cell agglutina¬ 
tion test. 

Clinical-Neurological Study of 21 Cases of Botulism. 
C. Castedo, M. Hermida and H. Puricelli. Acta 
ncuropsiquiat. argent. 4:118-126 (April-June) 1958 
(In Spanish) [Buenos Aires]. 

An outbreak of botulism in 21 patients who ate 
canned pimentos in the same restaurant in La 
Plata, Argentina, between June 2 and 6, 1957, is 
reported. Toxicity of tbe suspected food was proved 
by feeding it to animals. There were 12 fatal and 9 
mild cases. The period between ingestion of the 
toxic food and appearance of symptoms varied be¬ 
tween 14 and 48 hours. The early symptoms con¬ 
sisted of nausea, vomiting, dizziness, headache, and 
asthenia. In patients with severe intoxication, the 
early symptoms were followed by blurred vision, 
mydriasis, ptosis, diplopia, strabismus, lack of or 
delayed pupillary responses, and paralysis of several 
cranial nerves. In patients with mild intoxication, 
the predominant symptoms were exclusively oculo¬ 
motor. 

The treatment of these patients consisted of the 
administration of antibotulinic serum which was 
specific for types A and B of Clostridium botulinum. 
The serum was titrated in 2,000 units per cubic 
centimeter and was administered according to the 
following scheme: All patients had an intramuscular 
injection of 10 cc. (20,000 units) of the serum as 
soon as they reported to the hospital. If ingestion 
of the toxic food had been moderate and the symp¬ 
toms abated during a week, a second and final 
intramuscular injection of the same dose of anti¬ 
botulinic serum was given, and the patient was 
discharged. If ingestion of the food had been con¬ 
siderable but the symptoms had diminished after 
the first injection of antibotulinic serum, the injec¬ 
tions were repeate(l at certain intervals; they were 
given intramuscularly up to a total dose which 
varied between 60,000 and 200,000 units. Patients 
who were hospitalized in a grave condifion were 
given a total dose of 320,000 units of the anti- 
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botulinic serum, which was administered as follows: 
100,000 units intramuscularly, 200,000 units intra¬ 
venously, and 20,000 units intrathecally. 

Antibotulinic serum therapy was given with the 
necessary precautions of testing the tolerance of 
the patients and in association with antihistaminic 
drugs. Ten of the 12 severely ill patients were 
treated also with ganglionoplegics and barbiturates 
as a preliminary to placing them in the pulmotor. 
Specific antibotulinic serum therapy failed to save 
the 12 patients who were hospitalized with acute 
symptoms of severe intoxication. This group in¬ 
cluded a patient in whom the treatment was started 
before the appearance of oculomotor symptoms. 
The botulism toxin seems to block the nonmye¬ 
linated endings of the nerve fibrils at the motor 
plate, inhibiting the production of acetylcholine 
which controls the neuromuscular synapsis. 

SURGERY 

Osteogenic Sarcoma of the Jaws and Facial Bones. 
L. V. Kragh, D. C. Dahlin and J. B. Erich. Am. J. 
Surg. 96:496-505 (Oct.) 1958 [New York]. 

The authors report on 9 male and 10 female 
patients, behveen the ages of 11 and 60 years, with 
osteogenic sarcoma of the mandible, on 10 men 
and 4 women, between the ages of 16 and 62 
years, with osteogenic sarcoma of the maxilla, and 
on 6 men and 5 women, between the ages of 15 
and 55 years, with osteogenic carcinoma of the 
antrum and ethmoid region, who were treated at 
the Mayo Clinic before March, 1957. Most of the 
patients were treated surgically with or without 
adjunctive irradiation therapy. Several patients 
who received limited surgical treatment elsewhere 
were cured subsequently by more radical therapy, 
which consisted of wide surgical resection or dia¬ 
thermy destruction of the lesion and surrounding 
tissues. Eleven of the 44 patients were still living 
at tlie time of follow-up in March, 1957, and in 
addition 1 patient was known to be alive and well 
6 years after treatment. Of the 35 patients treated 
before March, 1952, 11 are known to have lived 
for periods ranging from 5 to 28 years after their 
first definitive treatment at the Mayo Clinic. Six 
of these had mandibular, 4 had maxillary, and 1 
had antral sarcoma. Of these 11 survivors, 5 had 
chondroblastic, 4 fibroblastic, and 2 osteoblastic 
osteogenic sarcomas. Neither patient with primarily 
ethmoidal involvement survived 5 years. Two pa¬ 
tients died of recurrent tumor or metastasis 13 and 
6 years, respectively, after their first treatment at 
the Mayo Clinic. 

These data show that surgical treatment affords 
a reasonable chance of cure. A tendency to late 
systemic spread and a relatively low average degree 
of malignancy are among the factors that contrib¬ 
ute to successful therapy. In the 44 patients symp¬ 


toms were commonly present and led to many 
dental and minor surgical procedures before the 
correct diagnosis was established. This fact em¬ 
phasizes that a relatively painless nonulcerating 
mass occurring in the upper or the lower jaw, 
particularly about an alveolus, should suggest the 
possibility of osteogenic sarcoma. In the antral 
and ethmoid regions, early symptoms are lacking. 
Roentgenographic examination is extremely help¬ 
ful in most instances, but definitive diagnosis de¬ 
pends on histological studies. In 4 patients the 
sarcomas arose in regions previously irradiated for 
benign conditions of bone or soft tissue. More 
alertness on the part of dentists and physicians 
would favor earlier correct diagnosis and treatment 
of osteogenic sarcoma of the jaw. 

Considerations and Comparisons of Ligation of the 
Internal Mammary Arteries: Operation According 
to the Technique of Davide Fieschi: Experimental 
Study. C. Zagnoni and P. Ziliotto. Acta chir. italica 
14:511-538 (July-Aug.) 1958 (In Italian) [Padua, 
Italy]. 

The authors investigated in dogs and in human 
beings the efficacy of the operation devised by 
Davide Fieschi for the treatment of coronary in¬ 
sufficiency. This operation consisted of ligation of 
the internal mammary arteries at the level of the 
second or the third intercostal space. After ligation 
a solution of turpentine oil and of ultrafiltered 
lead tetroxide (minium) was injected into the in¬ 
ternal mammary arteries close to their origin, into 
the coronary arteries, or into the arteries of tlie 
pericardium to observe possible passage of the ra¬ 
diopaque substance to the vascular net of the peri¬ 
cardium. At the point of ligation of the internal 
mammary arteries only a slight and transitory in¬ 
creased blood pressure was observed. However, at 
the point of ligation a marked increase in the oscil- 
lometric rate was noted. It was accorripanied by 
an increased fiow into the main collaterals of the 
ligated artery, which included the pericardium- 
phrenic vessels. The pericardium-phrenic vessels 
did not, however, make any significant anastomotic 
connection with the coronary system. This was 
observed both in dogs and in human beings. It 
seemed that the increased flow in the pericardium- 
phrenic system was a normal and proportional com¬ 
pensation for the interrupted circulation of the 
main branch. This additional flow into the peri¬ 
cardial system was small and of practically no 
clinical advantage. 

The ultrafiltered minium which was injected 
into the internal mammary arteries brought into 
relief the system of the arteries of the pericardium, 
and it penetrated into the coronary system only 
through a considerable circumvention. The addi¬ 
tional pressure on the coronary system of both 
humans and dogs with a normal or a defective 
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heart was weak. Likewise, lire ullrafiUered minium 
injected directly into the coronary system of both 
humans and dogs with a normal or a defective Ireart 
spread through many ascending branches of the 
coronary arteries but did not penetrate into the 
liericarciial system. Consequently, this c.xpcrimenl 
demonstrated a relative independence of the ar¬ 
terial system of the pericardium from that of the 
coronary arteries. The authors suggest that for the 
treatment of coronary insufTiciency it is better to 
apply surgical operations designed to establish a 
direct vascular connection between the arteries of 
the pericardium and those of the heart than to 
resort to ligation of the internal mammary arteries. 

Clinical Comparison of Homogrnfls and Braided 
Nylon in Arterial Bypass Surgery. R. P. Hobf, O. II. 
Trippel .and H. Laufman. A. M. A. Arch. Surg. 
77:552-560 (Oct.) 195S [Chicago]. 

A group of 33 femoral and iliofemoral homo- 
grafts were compared with a group of 23 Edwards- 
Tapp nylon prosthescs in a scries of 45 patients 
with bypass procedures. Of 33 homografts inserted, 
13 remained patent, and 20 were failures; of the 
20 failures, 9 occurred early and 11 late. The 23 
nylon prosthescs procedures resulted in 10 suc¬ 
cesses and 13 failures, of which 6 were early and 
7 late. Poor distal run-off was considered the cause 
of 607c of the homograft failures and 547o of the 
nylon failures. A nylon prosthesis lasted 5 months 
in an exposed wound, but an exposed homograft 
softened and ruptured after only 2 weeks. Com¬ 
parison of tire results with homografts and with 
nylon prostheses in this small series of patients 
reveals no significant difference in the percentage 
of successful grafts in the 2 groups. Of the homo- 
grafts, 39.47c were successful, and of the nylon 
prostheses, 43.57o were successful. However, a defi¬ 
nite difference behveen the two is that the late 
failures in the homograft group were occasionally 
associated with defects developing in the graft it¬ 
self, whereas late failures in the nylon group were 
never the result of inherent defects in the prosthesis. 
There were 5 complications caused by defects 
peculiar to homografts (3 ruptures and 2 aneu- 
rysms), but there were no such defects with, nylon 
tubes. 

Homografts, in general, are less durable than 
plastic tubes. Nylon, as used in this study, has 
shown no tendency toward weakness for periods 
up to 2 years. It seems likely that it will outlast 
the patient in most cases. The ideal prosthesis has 
not been developed as yet, but the nylon tubes 
used in this study have eliminated an important 
cause of graft failures from defects in the structure 
of the graft itself. Results of bypass surgery are 
also improved by careful selection of patients, with 
insertion of grafts only in the most suitable of them. 
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Tlic Chnical Use of an Elastic Dacron Prosthesis. 
D. E. Szi agyi, L. C. France, R. F. Smith and J. G. 

77:538-551 (Oct.) 

IVioo L^hicagoJ. 

An arterial substitute woven of plain Dacron 
yarn in the woof and elasticized (Helanca) Dacron 
yarn in the warp in the form of straight tubes and 
bilurcations was used in animal experiments and 
in 43 clinical cases. The prosthesis is elastic, seam¬ 
less, smooth-wallccl, finely porous, light, and soft 
and has the ability to elongate 15 to 207o without 
deformity. It is easy to procure, store, and sterilize. 
This prosthesis comes reasonably close to what is 
required, having a porosity that is satisfactory both 
from the point of view of arteriogenesis and from 
that of hemostasis. In animal experiments with 
long aortic bypass implants, during 11 months of 
observation the elastic Dacron prostheses showed 
an excellent rate of patency, even when traversing 
a tortuous course. Arteriogenesis around the im¬ 
plants was good, and tissue reactivaty was low. 
During 9 months of implantation the initial tensile 
-strength of the prostheses was essentially un¬ 
changed. 

In considering the results of 9 months’ experi¬ 
ence with 43 cases, the prejudicial effect of case 
selection must be kept in mind, as patients witli 
more advanced and diffuse disease were assigned 
for treatment with angioplastic procedures utiliz¬ 
ing the prosthesis rather than for treatment by 
homograft. In spite of this, the Dacron prosthesis 
yielded a patency rate only slightly below that 
obtained with homografts. In angiographic exam¬ 
inations up to 9 months after operation, tliere was 
patency of the arterial substitute in 927o of die 
aortoiliac area grafts and in 637t> of the femoro- 
popliteal area grafts. In experiments on dogs there 
was some evidence diat the new-formed lining of 
the prosthesis was slow to develop. Since the for¬ 
mation of this pseudointima was greatly influenced 
by die technique of preclotting (which is largely 
a matter of personal skill), the evidence in this 
regard was not entirely convincing. Moreover, in 
older canine specimens the new intima was always 
found to be satisfactory. . 

Another factor to be considered in examining 
results is the initial lack of full familiarity with the 
technical behavior of a new device. This studv 
shows that results are better when angiographic 
visualization of the prosthesis is delaj'ed until the 
6th postoperative week. 

The advantage of plastic prostheses consists in 
the promise that their rate of deterioration after 
longer follow-up periods will be much less than 
that of homografts. If this is true, the late patency 
rate of plastic implants will be better than that of 
homografts, since many more of the early good 
results will persist. The assumption that this is 
what will happen is supported by excellent experi- 
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mental evidence but will not be proved until the 
prostheses have been observed for much longer 
periods of time. 

Scalene Node Biopsy—Clinical Evaluation and Ap¬ 
plication. S. W. Shapiro and L. T. Palumbo. Am. J. 
Surg. 96:511-514 (Oct.) 1958 [New York]. 

The authors performed scalene node biopsies on 
51 patients with pulmonary lesions in the depart¬ 
ment of surgery of the Veterans Administration 
Hospital in Des Moines, Iowa, in the course of a 
30-month period. Metastatic carcinoma in the 
scalene nodes was found in 9 (18%) of the 51 pa¬ 
tients. Thirty-eight of the 51 patients had proved 
primary carcinoma of the lung, and biopsy of the 
scalene nodes revealed metastatic carcinoma in 7 
patients (19%); 3 of the 7 patients had scalene nodes 
involved on the right side, and 4 on the left side. 
Scalene nodes were clinically palpable in 6 of the 
38 patients with primary carcinoma of the lung. In 
2 patients with palpable nodes, carcinoma was not 
found on microscopic studies. Of the 4 patients with 
positive biopsies of the scalene nodes on the left 
.side, 3 had palpable nodes. Lesions of the upper 
lobe of the left lung accounted for 2 of these, and 
the third lesion was a left hilar mass. Of the 3 
patients from whom positive scalene node biopsies 
were obtained on the right side, 1 had clinically 
palpable nodes, and the primary lesion presented 
as a right hilar mass. There were 3 patients in whom 
nodes were not palpable clinically, but metastatic 
carcinoma was found in the scalene node speci¬ 
mens. In the instances of nonpalpable scalene 
nodes, the incidence of positive nodes thus was 
8 . 1 %. 

Of the 38 patients with proved primary carcinoma 
of the lung, 19 were considered to have operable 
disease and 19 were considered to have inoperable 
disease; from 2 (10%) of the 19 patients with oper¬ 
able disease, positive scalene node biopsies were 
obtained. This factor may be an important con¬ 
sideration in selection of patients for exploration 
and resectability. Scalene node biopsy is an addi¬ 
tional adjunct to the establishment of a diagnosis 
in many lesions and an important aid in the deter¬ 
mination and selection of patients with pulmonary 
lesions for thoracotomy. A properly performed 
scalene node biopsy should become a definite part 
of the over-all examination and evaluation of pa¬ 
tients with pulmonary lesions, particularly those 
with primary carcinoma. 

Pulmonary Tuberculosis and Gastric Resection. 
H. Neubert. Tuberkulosearzt 12:444-447 (July) 1958 
(In German) [Stuttgart, Germany]. 

Interrelations between pulmonary tuberculosis 
and gastric resection were investigated in an exten¬ 
sive literature survey and in studies carried out by 
■the,author. Among 4,348 patients who had under¬ 


gone gastric resection, 120 (2.7%) with pulmonan 
tuberculosis were found; and among 23,061 patients 
with pulmonary tuberculosis, 460 {2%) who had 
undergone gastric resection were found. During 
the years from 1955 to 1957 at the sanatorium with 
which the author is connected, 31 patients rvho had 
undergone gastric resection were found among 8.35 
male patients with pulmonary tuberculosis (3.57o) 
In 25 of these patients the tuberculosis became 
manifest after the operation, while in 6 patient; 
reactivation of the tuberculous process occurrec 
within 4 weeks to 5 years after gastrectomy. Four 
teen of the 31 patients required hospital treatment 
Pulmonary resection had to be resorted to in i 
patients. In view of the fact that in 4 of these i 
patients .serious postoperative complications de 
veloped, the author believes that pulmonary resec 
tion should be performed in gastrectomized patient 
only when absolutely necessary. It is suggested tha 
nutritional and vitamin deficiencies, due to defec 
tive intestinal absorption after gastrectomy, impai 
the defense mechanism of the body and thus creat 
favorable conditions for the development of tube; 
culosis of the lungs. 

Ovariectomy and Adrenalectomy for Treatment c 
Metastatic Cancer of the Breast. J. B. Davis. Am., 
Surg. 96:492-495 (Oct.) 1958 [New York]. 

Of 389 women with metastatic cancer of th 
breast, whose cases were collected from the literf 
ture and who had undergone bilateral ovariectom 
and adrenalectomy for palliation, 189 (48.77o) oh 
tained a remission with reduction of pain, healini 
of ulcerated lesions as well as of pathological frac 
tures, reduction in size of tumor masses and pleura 
and peritoneal effusions, and prolongation of usefu 
life expectancy. Three patients died, an operativ; 
mortality rate of 7.9%. The author performed hi 
lateral ovariectomy and adrenalectomy on L 
women, between the ages of 39 and 56 years, with 
metastatic cancer of the breast. There was a dra¬ 
matic remission in 9 patients (82%), with no opera¬ 
tive death. 

Estrogens have been proved to be carcinogenic 
and have a decided role in the production and 
maintenance of many cancers of the breast. It can 
be seen that removal of the ovaries will rid the 
body of the primary source of estrogen and removal 
of the adrenals removes all the remaining supply- 
Bilateral ovariectomy and adrenalectomy are 
worthwhile operations in the palliative therapy of 
disseminated cancer of the breast in that they have 
a low operative mortality rate and prolong the 
useful life expectancy of nearly 50% of the patients. 
At present there is no clear-cut criterion useful in 
selecting patients for adrenalectomy. It seems ap¬ 
parent that any person afflicted with disseminated 
cancer of the breast should be considered a candi¬ 
date for this form of therapy. 
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Hypoplivsccloiny with YUriiiin*'’ Iinplanl. C. A. 
Gleadliih. Irisli J. M. Sc. (5:‘132-.i33 (Scpl.) 1958 
[Dublin]. 

Accordinj; to Gleudhill, it is diiTicult to obtain 
total pituitary removal by citber bypopbyseetomy 
or implantation of radioactive material, and so be 
decided to combine the 2 procedures. The radio¬ 
active .snb.slancc used is 8 to 12 me. of radio yt¬ 
trium (Y"") in the form of a fine powder. It. is a pure 
befa-cinitter and has a half-life of 68 hours and a 
penetration of about 1 cm. through tissues. When 
mixing the Y”" powder in the operating room with 
a self-setting acrylic resin proved unsatisfactory, 
the author tried mi.ving the powder witli bone wa.v 
and later willi dental impression wax, and this last 
method has proved consistently satisfactory. The 
operation is done through the standard frontal 
pituitary approach. A small skin flap is turned from 
just above the glabella to just in front of the ear, 
the bone is burred and sawn, tbe lower saw-cut be¬ 
ing ns close to the floor of the anterior fossa as 
possible, and the bone is left hinged on the temporal 
muscle. A thick piece of temporal muscle is re¬ 
moved and put aside for later use. When both 
nerves and chiasma are well displayed, the pituitary 
stalk is divided. The points of a long-angled forceps 
are pushed through the aperture in the diaphragma 
sellac and opened. With the aid of small curettes 
and pituitary rongeurs, the pituitary gland is rq-. 
moved piecemeal. When removal is believed com¬ 
plete, the plunger is used to force the wax into the 
apparently empty fossa. A flat spatula is now used 
to press it in, so that it is fully in contact with the 
walls of the fossa, and to smooth the upper surface. 
The piece of temporal muscle previously removed 
is now laid over the wax, between it and the optic 
nerves and chiasma, and Gelfoam is laid over the 
muscle. Since muscle has been used, no visual com¬ 
plications have occurred., 

Transverse Incision in Abdominal Surgery of the 
Colon and Rectum. H. D. Trimpi. Dis. Colon 
Rectum 1:339-344 (Sept.-Oct.) 1958 [Philadelphia]. 

This report concerns 250 consecutive cases of 
lesions of the colon and rectum in which transverse 
abdominal incision was employed. There were 151 
patients on whom resections for carcinoma were 
performed. Resections for diverticulitis numbered 
43. There were 32 colostomies accompanied by 
colonoscopic examination for polyps. The remaining 
24 operations were performed for Hirschsprung’s 
disease, villous adenomatous polyps, strictures as¬ 
sociated with lymphogranuloma venereum and 
radiation proctitis, and for tbe purpose of deter¬ 
mining whether there was recurrence of malignancy 
by "second look” operations. Advantages of the 
transverse abdominal incision, when employed in 
surgical procedures for lesions of the rectum and 
colon, are excellent exposure, diminished depth 


of the wound and easy access to the entire pelvis, 
less postoperative discomfort, a stronger wound 
and lower incidence of dehiscence, evisceration, 
and incisional herniation. Retention sutures, tight 
taping, and abdominal binders are not required. 
Early ambulation and deep breathing are facili¬ 
tated. There is a shorter period of convalescence, 
and rehabilitation is possible earlier. The final re¬ 
sult is a strong narrow scar, which is least displeas¬ 
ing cosmetically. 

Carcinoma of the Breast in Middletown, U. S. A. 
T. C. Moore, D. R. Judd and W. C. Moore. Surg. 
Gjmec. &: Obst. 107:433-441 (Oct.) 1958 [Chicago]. 

The authors report their experience with 307 
consecutive cases of histologically verified carci¬ 
noma of the female breast studied during a 16-year 
period, 1935-1951, at the Ball Memorial Hospital 
in Muncie, Ind. None of tbe patients were lost to 
follow-up, and all living patients have been fol¬ 
lowed for a minimum of 6 years. The Ball Hospital, 
during the period of this study, was a general hos¬ 
pital of 250 beds and was the only hospital serving 
Muncie (the "Middletown” of sociological litera¬ 
ture), with a population of 60,000, and Delaware 
County, with a population of 95,000. It provided 
care for both private and charity patients. Carci¬ 
noma of the breast accounted for approximately 
10% of the cases of malignant neoplasm handled 
at this hospital. Although the ages of the patients 
ranged from 22 to 90 years, 71% were between 40 
and 70 years of age. All but 2 of the 307 patients 
were seen initially at the hospital. Carcinoma was 
found in the left breast in 160 of the primary cases 
and in the right breast in 140. Bilateral mammary 
involvement was encountered in 5 patients. 

The Halsted type of radical mastectomy was 
carried out in 271 of the 305 primary cases (89%). 
Simple mastectomy was performed in 31 cases, and 
biopsy only was undertaken in 3. Simple mastec¬ 
tomy was reserved largely for the more elderly 
patients. The 2 with secondary disease received 
treatment for local recurrences. All the patients 
were operated on by specialists in surgery. One 
hundred ninety-seven of the patients are known to 
be dead, and 110 are living. Additional primary 
carcinomas were discovered in 5 of the patients. 
The 5-year survival of the total group of 307 pa¬ 
tients was 54%. The 5-year survival of the 271 
patients managed by radical mastectomy was 55%, 
while that of the smaller simple mastectomy group 
was 45%. The presence or absence of axillary nodal 
metastasis was found to be the most important 
single factor influencing the survival of the patient. 
Axillary metastasis was encountered in 52% of the 
patients managed by radical mastectomy. The 5- 
year survival in this group of patients was 73% 
without axillary metastasis and only 31% when 
axillary involvement could be demonstrated. 
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Radiation therapy, in anaounts ranging from 1,800 
to 2,000 r, was given after radical mastectomy to 
57 patients. There was no apparent improvement 
in the 5-year survival of the patients who were 
found to have no axillary metastasis. However, in 
the group of 104 patients with axillary metastasis 
who were managed without postoperative radiation 
therapy, the 5-year suiwival ,was 34% as compared 
with a 53% survival in the relatively small group 
of 36 patients with axillary involvement who re¬ 
ceived postoperative radiation therapy. Greater 
utilization of postoperative radiation therapy in the 
currently employed 5,500 to 6,000 r range, espe¬ 
cially in patients with axillary nodal metastasis, 
would appear to be worthy of more extensive trial. 
Ten-year follow-up was obtained in 100% of 184 
consecutive patients. Thirty-three per cent of' this 
group were alive 10 years after operation. Radical 
mastectomy was carried out in 164 of these patients, 
with a 44% 10-year survival in patients without 
axillary metastasis and a 22% survival in patients 
with axillary nodal involvement. The value of 10- 
year follow-up studies in assessing the results of 
management of carcinoma of the breast is em¬ 
phasized. 

Adrenalectomy in Cushing’s Syndrome: Manage¬ 
ment and Metabolic Aspects. A. S. Mason, J. E. 
Richardson and C. E. King. Lancet 2:649-656 (Sept. 
27) 1958 [London]. 

Adrenalectomy should be undertaken only when 
the diagnosis of adrenal cortical hyperfunction 
(Cushing’s syndrome) is proved beyond doubt. 
Difficulty may be encountered in adolescent girls 
who exhibit obesity, acne, pink striae distensae, 
menstrual irregularity, and even a slight rise in 
blood pressure. There may be some increase in the 
urinary metabolites of hydrocortisone, but the ab¬ 
sence of muscle wasting and the presence of gen¬ 
eralized obesity help to distinguish this condition 
from Cushing’s syndrome. These patients should 
not be subjected to adrenalectomy, as the disturb¬ 
ance is transitory and responds to a reducing diet. 
A similar tj^pe of benign transient disturbance is 
sometimes seen in young men. The adrenogenital 
syndrome in women is more serious. It arises in 
puberty and continnes throughout life. Such pa¬ 
tients are plethoric, hirsute, obese yet muscular, 
with irregular menstruation and, in later years, 
benign hypertension. Urinary steroid excretion is 
increased, but this is mainly in the form of 17-keto- 
steroids. However disfiguring, the disease is not 
fatal, and therefore adrenalectomy is seldom justi¬ 
fied. 

Cushing’s syndrome, however, is a progressive 
fatal disease. Studies are reported on 17 patients in 
whom Cushing’s syndrome was associated with 
adrenal hyperplasia and on 1 patient in whom it 
was associated xvith adrenal carcinoma. Special 


metabolic studies, including nitrogen and potassium 
balances, were made before operation in 8 patients 
and after adrenalectomy in 9. Patients were selected 
for adrenalectomy only when the diagnosis of 
Cushing’s syndrome was beyond doubt and the 
disease was definitely progressive. Assessment of 
rate of progress was based on clinical features, such 
as hypertension, muscle wasting, and weakness, 
together with the data obtained from metabolic 
studies of protein catabolism and electrolyte dis¬ 
turbances. There are at present no adequate meth¬ 
ods of restoring protein levels. The electrolyte 
disturbances must be corrected before operation. 

Total adrenalectomy is recommended in younger 
patients and in those with rapidly progressive dis¬ 
ease. In older patients subtotal adrenalectomy is 
preferred. In younger patients the operation is 
carried out in 1 stage and in older patients in 2 
stages. The most important item in the immediate 
preparation for surgery is administration of suffi¬ 
cient cortisone to maintain the excessive level of 
glucocorticoids to which the patient has become 
accustomed. To ensure absorption over the time of 
operation and during the postoperative period, the 
cortisone must be given intramuscularly. Intake of 
water and sodium must be limited in the immediate 
postoperative period. The dose of cortisone must be 
gradually reduced, and later the amount of salt 
increased. The most serious postoperative complica¬ 
tion is acute adrenal failure. It should be treated 
by giving hydrocorh'sone hemisuccinate, which 
should always be available in case of emergency. 
The other complications are ileus, pulmonary em¬ 
bolism, hemothorax, and pneumothorax. 

Lobectomy for Postpneumonic Lung Abscess in In¬ 
fancy and Childhood. T. C. Moore. Surgery 44:741- 
751 (Oct.) 1958 [St. Louis]. 

The author reports on 2 infants, a 7-week-old 
boy and a 16-month-old girl, and on a 9-year-old 
, girl who were subjected to 4 lobectomies for lung 
abscess. In the 7-week-old infant emergency lobec¬ 
tomy was necessary because of tension pneumo¬ 
thorax due to communication of the abscess with 
both the tracheobronchial tree and the pleural 
space. A second, noncommunicating lung abscess 
occurred in this infant one month after the first 
operation 'and was also successfully managed by 
lobectomy. In all 3 patients the abscess was post- 
pneumonic, and in all it appeared to be caused 
by Staphylococcus pyogenes var. aureus. The causa¬ 
tive agent was cultured from the respiratory tract 
in all 3 patients and from the contents of 3 of the 
4 abscess cavities. No growth could be obtained 
from the contents of one ca-vity after 5 weeks of 
intensive antibiotic therapy. All the abscess cavi¬ 
ties were quite large, and all were lined with 
granulation and fibrous tissue. A communication 
' with the tracheobronchial tree was observed only 
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in llic infant l)oy. The initial symptoms in all 3 
p.iticnls were of respiratory tract infection with 
fever of 2 to 4 weeks' duration before admission 
to hospital. In none of the patients was there any 
discharge of purulent material from the tracheo¬ 
bronchial tree before the operation. The lung 
abscc.ss occurred during the Asian influenza epi¬ 
demic of late 1957 and early 1958 in the 2 female 
patients; in both, bilateral pneumonitis had been 
shown by the chest roentgenograms before the 
formation of the abscess. The cases of these 2 pc- 
fients were characterized initially by remissions 
and exacerbations of respiratory tract infection and 
attacks of marked hyperpyrexia. Lung abscess, jJar- 
ticularly of the postpncumonic type, rarely occurs 
in infancy and childhood. The 2 infants in whom 
pulmonaty' resection for lung abscess was required 
were the only ones on an active pediatric surgical 
service during an 11-ycar period (1947-1958) at 
the Indiana Universih’ Medical Center in Indi¬ 
anapolis. 

Digital and Instrumental Commissurotomy in Mitral 
Stenosis: A Study of 2,000 Cases. A. M. Dogliotti, 
A. Actis-Dato and R. Gentilli. Surgery 44:706-717 
(Oct.) 1958 [St. Louis]. 

The authors report on 2,000 patients who un¬ 
derwent mitral commissurotomy at the clinic for 
cardiac surgery of the Unix'ersih' in Turin, Italy, 
between 1951 and 1957. Of the 2,000 patients, 987 
were operated on by digital splitting only of the 
commissures; in 556 patients both commissures 
yielded, in 413 only the anterior yielded, and in 
18 only tlie posterior did. Instrumental commis¬ 
surotomy only was performed on 396 patients; in 
112 patients both commissures were incised; in 
248 only the anterior, and in 36 only the posterior. 
A combined technique was used in the remaining 
617 patients; in 395 of them finger fracture and in¬ 
strumental valvulotomy was applied to both com¬ 
missures, while in the otlier 222 one commissure 
was split by digital fracture only and the other by 
instrumental valvulotomy only. In general, the 
anterior commissure was the most frequently di¬ 
vided, whether by finger fracture or by instru¬ 
mental incision. 

In the first 1,000 patients operated on, the en¬ 
largement of the mitral orifice obtained by the 
intervention was smaller than in the ne.xt 1,000 
patients operated on. With more knowledge of 
the pathological anatomy of the mitral valve and 
more experience with the techniques of commis¬ 
surotomy, greater enlargement of the mitral orifice 
was obtained. The greater the enlargement, the 
better was the functional result. Therefore, the. 
authors attempted to enlarge the mitral orifice to 
a surface size as near to normal as possible. Mini¬ 
mal or moderate mitral insufficiency was recog¬ 
nized at the time of digital exploration of the mitral 


valve in 276 patients; it remained unchanged post- 
operativcly in most of them; it diminished or dis¬ 
appeared in 29, and it increased in 53. In 36 
patients an insufficiency of variable degree was 
created. Lacerations including the whole atrial 
wall occurred in 3 patients, and lacerations limited 
to the point of insertion of the left auricular ap¬ 
pendage into tlie left auricle occurred in 54. All 
the lacerations, except 2, occurred during digital 
splitting maneuvers. There were 61 operative deaths 
(3.05%); of the 61 deaths, 20 (4%) occurred among 
the first 500 patients, 19 (3.8%) among the second 
500, 15 (3%) among the third 500, and 7 (1.4%) 
among the fourth 500 patients operated on. Of 
1,210 patients with elastic valves, death occurred 
in 30 (2.48%i). Of 335 patients with calcified valves, 
death occurred in 19 (5.67%). Of 455 patients with 
sclerotic valves, death occurred in 12 (2.87%). Thus, 
the over-all mortalitj' was lowest in the group of 
patients with elastic valves and highest in those 
with calcified valves. 

The results obtained with instrumental commis¬ 
surotomy, either as the sole technique or associated 
with digital pressure, were definitely better than 
those obtained with the single finger fracture tech¬ 
nique because of the better functional mobility ob¬ 
tained and also because of the lower incidence of 
complications. There were no particular difiFerences 
in the mortality rate according to the techniques 
employed; the mortality seemed to be more re¬ 
lated to tlie anatomic condition of the stenotic 
valve. Instrumental valvulotomy is not always nec¬ 
essary, but it is suggested in the presence of scle¬ 
rotic commissures resistant to digital pressure and 
extensive calcifications of the commissures. It is 
a safe procedure. For restoration of maximal cusp 
mobility one should attempt to extend the incision 
of the commissure up to the optimal limit which 
is represented by the fibrous ring. The Dogliotti 
valvulotome proved to be the simplest instrument 
and the easiest to handle. 

Use of Nylon Bifurcation Grafts in Arteriosclerosis. 
L. D. Hill, G. H. Lawrence and L. Annest. West. I. 
Surg. 66:276-281 (Sept.-Oct.) 1958 [Portland]. 

One of the most effective methods of treating 
aneurysms or obliterative arteritis of arterioscle¬ 
rotic origin affecting the abdominal aorta and its 
bifurcation is either the resection of the diseased 
segment and its replacement by a bifurcation 
graft or a complete bypass of the obstruction by a 
graft. Attempts have been made to overcome the 
difficulty of obtaining and preparing satisfactory 
homologous arterial grafts by the use of various 
synthetic materials. One of the most recent and 
in the authors’ experience, most satisfactory types ' 
of grafts has been the Edwards-Tapp nylon graft. 
This is a braided nylon. Silicone-treated, bifurca¬ 
tion graft which is seamless and has crimped tub- 
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ing to prevent winkling in the iliac branches. The 
seamless construction does away with the possi¬ 
bility both of leakage through a broken-do^vn 
seam and of thrombosis in the seams in the smaller 
branches. Branches of crimped tubing can be bent 
to form a side-to-end anastomosis without kink¬ 
ing, and in grafts below the inguinal ligament, the 
crimping prevents thrombosis from occurring when 
the hip is bent. One disadvantage of the nylon 
graft, on the other hand, is the fact that it is porous 
and begins to leak as soon as the clamps are re¬ 
leased from the aorta. This disadvantage can be 
oifset, however, and the blood loss can be mini¬ 
mized if the graft is preclotted before it is put 
in place. Another slight disadvantage is the fact 
that the ends of the nylon graft must be cauterized 
in order to keep them from fraying when they are 
sewed in place. Even after being cauterized, the 
graft tends to fray at the end unless it is handled 
very carefully. 

Failure of the graft itself did not occur ijj any 
of the 20 patients in the authors’ series, 12 of whom 
had occlusive disease and the other 8, aneurysms. 
One of the patients with occlusive disease died, 
9 had excellent results, and in 2 claudication, 
though not eliminated, was considerably lessened. 
Two patients had ruptured aneurysms. One recov¬ 
ered and is now working at his previous job with¬ 
out symptoms, although he suffered a myocardial 
infarction 'during the postoperative period. The 
second patient underwent a successful resection 
and graft of the ruptured vessel, but thrombosis 
of the right posterior tibial artery appeared and 
made it necessary to perform an arteriotomy on 
the first postoperative day. This procedure was 
also successful, but on the 7th postoperative day 
the patient died of a pulmonary embolism. One 
other patient, who was operated on for an an¬ 
eurysm, died 8 months after the original opera¬ 
tion when a second intervention became necessary 
because of a leak in the proximal anastomosis. It 
is true this represented failure of a suture line, 
but it did not represent failure of the graft, be¬ 
cause it appeared that the aorta had become ne¬ 
crotic proximal to the anastomosis. Follow-uj) of 
the surviving patients with aneurysms showed 
them to be in good health and without symptoms 
referable to the arterial tree. 

The Effects of Hypophysectomy on Intellectual 
Functioning. M. Schon. J. Ment. Sc. 103:743-748 
(July) 1958 [London]. 

When hypophysectomy was first employed, it 
was speculated that patients undergoing this type 
of surgery might become intellectually so deteri¬ 
orated that the benefit of die prolongation of the 
life span might be offset by the possible mental 
incapacity. In addition, most of the patients who 
were faced with this type of surgery raised the 
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question as to the possibility of mental deteriora¬ 
tion after hypophysectomy. These considerations 
gave impetus to the present study. Hypophysec¬ 
tomy involves 2 variables: brain surgery, and the 
elimination of the major source of endocrine stimu¬ 
lation and homone production. On the basis of 
literature reports, it was hypothesized that hjpo- 
physeetomy will not effect any significant changes 
in intellectual functioning, nor that it will result 
in brain damage. 

Twenty women, ranging in age from 40 to 66 
y'ears, who had metastatic malignant breast tumors 
suspected to be dependent upon endocrine gland 
factors were studied before and after hypophysec¬ 
tomy. All the patients were tested with the Wech- 
sler-Bellevue Intelligence Scale preoperatively and 
6 to 10 weeks postoperatively. The Wechsler-Belle- 
A'ue Intelligence Scale consists of a verbal scale 
and a performance scale. No statistically significant 
change in general intellectual functioning and no 
brain damage, as measured by the tests, could be 
noted after hypophysectomy. Thus, the hypothesis 
was confirmed. There was an increase in accuracy, 
possibly as a result of postoperative improvement 
in health or due to the practice effect involved in 
retesting, and a decrease of speed, probably re¬ 
lated to a secondary hypothyroidism because of 
a deficiency of pituitary hormones. 

Congenital Cystic Dilatation of the Common Bile 
Duct: Special Reference to Radiographic Studies. 
M. M. Ravitch and G. B. Snyder. Surgery 44:752- 
765 (Oct.) 1958 [St. Louis]. 

The authors^ report 3 cases of choledochal cyst, 
or congenital cystic dilatation of the common bile 
duct, in a 3%-montli-old female- infant and in 2 
girls, aged 5 and 13 years respectively. The infant 
had jaundice since tlie third week of life and a 
huge choledochal cyst, for which she was success¬ 
fully treated by a Roux-Y anastomosis of cyst and 
jejunum. The 5-year-old girl, with attacks of pain, 
jaundice, and a palpable mass in the right upper 
quadrant of the abdomen, had a largely retroduo- 
denal cyst, which was anastomosed to the duo¬ 
denum with relief of symptoms. In the 13-year-old 
girl with repeated attacks of violent epigastric 
pain but without a palpable mass or jaundice, the 
choledochal cyst was shown preoperatively by an 
oral cholecystogram, and an intravenous cholan- 
giogram made before the operation confirmed the 
findings of the cholecystogram. At surgical inter¬ 
vention the cyst was demonstrated clearly by 10 cc. 
of a 50% solution of diatrizoate (Hypaque) sodium 
injected into the gallbladder. Two additional in¬ 
jections of 10 cc. and 5 cc. of the contrast medium 
showed the hepatic and common ducts and also 
the-pancreatic duct. The last injection of the con¬ 
trast medium was discontinued when resistance 
was noted, and the gallbladder was seen to be 
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tense for the fiv-st lime. A precipitonK fall occurred 
in the patient s arterial pre.s.suro from 110 to 50 mm. 
Hg, Init withdrawal of 20 cc. of tliin bilc-colorcd 
fluid from the cyst re.sulled iu immediate restora¬ 
tion of normal arterial pre.ssiire. A cy.slodiiodcnos- 
loiny gave relief, but clinical pancreatitis resulted 
from the injection of the contrast medium in an 
attack .simulating the preoperative attacks. The 
patient’s subsequent course was smooth, and .she 
has remained well for 5 postoperative months. 

Tlie diagnosis of choledochal cyst can usually 
be made on the clinical grounds of recurrent pain 
and jaundice and a palpable abdominal mass and 
can occasionally be confirmed by preoperative 
roentgcnographic studies. The diagnosis may be 
made with absolute precision at surgical interven¬ 
tion by the injection of contrast medium into the 
gallbladder. The nature and cause of the anomaly 
remain uncertain. The facts that jaundice even¬ 
tually supcra’cncs, even though characteristically 
intermittent, and that dilatation of the hepatic 
ducts was observed in all 3 patients and was de¬ 
scribed in other cases collected from the literature 
indicate an obstructive element. The acute pan¬ 
creatitis, which was inadvertently produced in the 
third patient by retrograde injection of the contrast 
medium under pressure, precisely duplicating her 
preoperative attacks of pain, made it obvious that 
injections of contrast medium into the cyst in these 
patients should be done under gravity with little 
or no pressure. The small, or largely retroduodenal, 
cyst should be treated by direct anastomosis be¬ 
tween the duodenum and the cyst, and the larger 
cyst by a Roux-Y anastomosis to the jejunum. 

Carcinomatous Degeneration of Pilonidal Cysts: 
Report of a Case. J. G. Matt. Dis. Colon & Rectum 
l:!^3-355 (Sept.-Oct.) 1958 [Philadelphia]. 

In an 18-year-old youth who complained of pain 
and bleeding from the rectum, several pinpoint 
openings were discovered over the sacrococcygeal 
junction. A diagnosis of prilonidal cyst with jaeri- 
rectal fistula was made, and the cyst and its rami¬ 
fications were excised and the wound marsupialized. 
The pathologist diagnosed a mixed basal-cell and 
squamous-cell carcinoma of the perianal skin and 
of the pilonidal sinus tract. One month later, the 
entire scar and the granulating area were excised 
en hloc, including a generous cuff of normal tissue 
on all sides and extending down to the periosteum 
and the gluteus maximus muscle and into the 
ischiorectal fat. Marsupialization of the- wound 
was again performed. Microscopie examination of 
the specimen revealed no evidence of neoplasia. 
^The author considers it remarkable that a lesion 
as common as pilonidal cyst (which, moreover, may 
be the result of embryologic vagary or of cicatrix 
formation [both have been mentioned as precursors 
of malignancy]) should become involved by malig¬ 


nant degeneration so infrequently. It was suggested 
by Hall and Leo that failure to detect cancer more 
often in .specimens of pilonidal disease may be 
owing to inadequate microscopic examination. Tlic 
author believes that pilonidal disease, with chronic 
drainage or recurrent acute inflammation, requires 
a surgical procedure that will completely eradi¬ 
cate all involved tissue and that this tissue .should 
be submitted to a histological examination. 

The Surgical Patient: Oral Bouillon Feedings. II. B. 
Benjamin, M. Wagner, N. L. Bugarin and G. Barten- 
bach. J. Internal. Coll. Surgeons 30:405-411 (Oct.) 
1958 [Chicago]. 

It is now common practice to use the vascular 
system for alimentation during the postoperative 
period. To maintain the surgical patient in the ideal 
stale of protein and electrolyte balance requires a 
great deal of cooperative work among the surgeon, 
the nurses, and the laboratory staff. If any one of 
the persons concerned with this program fails to 
meet his or her obligation, or if a bottle of urine 
or material obtained by gastric suction is spilled, 
the entire venture fails. Add to this the great finan¬ 
cial burden placed on the patient, and the result 
is a cumbersome program of scant value to the 
patient. The numerous phlebotomies and the in¬ 
travenous administration of massive quantities of 
fluids was presented by Bailey as the cause of many 
so-called undiagnosed, or falsely diagnosed, deaths 
that have been ascribed to the surgical procedure 
but that are actually due to air emboli. The' in¬ 
travenous infusion of nutritional fluids does not 
guarantee that the body has accepted and utilized 
them. Far more stress is placed on keeping the 
patient in electrolyte and nitrogen balance bv in¬ 
travenous infusions after an operation than is neces¬ 
sary or advisable. 

A simple approach would be to administer oralh' 
some liquid form of food that would be well tol¬ 
erated and appetizing and would supply the elec¬ 
trolyte and protein needs of the patient. Beef 
bouillon broth was selected as being the substance 
most aptly filling these requirements. Several types 
of bouillon cubes were tested, and the one selected 
contained 26.2% of protein, 6.6% of fat, and 10 3% 
of other organic matter. Two cubes were dissolved 
in 300 cc. of hot water, and this was .given to the 
patient every 3 hours, starting on the first post¬ 
operative day. This broth was well tolerated and 
induced and increased the appetites of patients- 
at the same time, the hot fluid encouraged intestinal 
peristalsis. A comparative study was made on pa 
tients, most of whom had undergone total or partial 
gastric resection. Their ages ranged from 30 to 75 
years. Blood was drawn on the day the paf 
entered the hospital for chemical tests; this 
plied preoperative blood levels for comparis”^' 
Bouillon broth was ordered on the first posto 
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five day and successive days until the patient was 
ready for discharge from the hospital. By compari¬ 
son with patients who received electrolyte therapy 
parenterally, the administration of bouillon by 
mouth provided and maintained the same, or bet¬ 
ter, electrolyte and protein blood levels as did the 
electrolyte parenteral program. It is not meant to 
imply that the bouillon feedings are the answer to 
all problems of postoperative nutrition, but in the 
opinion of these authors they have several ad¬ 
vantages over intravenous feeding and can be a 
simple and ine.\pensi^'e approach to a great manj' 
nutritional problems of postoperative care. 

GYNECOLOGY & OBSTETRICS 

Pregnancy After Pneumonectomy for Pulmonary 
Y-abercnlosis: AnaVysis of a CoWecied Series of 
Seventy-four Pregnancies in the Netherlands. C. D. 
Laros. Am. Rev. Tuberc. 78:563-569 (Oct.) 1958 
[New York]. 

Young women who have undergone pneumonec¬ 
tomy often ask their physicians, “Is it sensible to 
marry, and is there any objection to having chil¬ 
dren?” To obtain some insight into this problem, 
a survey was made of the frequency and course of 
pregnancy in female patients after pneumonectomy 
for pulmonary tuberculosis. Inquiry produced data 
on 64 patients from all parts of The Netherlands 
who had a total of 74 pregnancies. Generally speak¬ 
ing, no adverse effects of the operation for either 
the mother or the child were seen during preg¬ 
nancy and labor. 

Topical Androgenic Hormones in Vulvar Kraurosis- 
Leukoplakia Syndrome: Preliminary Report. A. C. 
Richardson and G. A. Williams. Am. J. Obst. &: 
Gynec. 76:791-799 (Oct.) 1958 [St. Louis]. 

The authors present a preliminary report on 25 
women, their ages ranging from 25 to 89 years, 
with kraurosis and/or leukoplakia of the vulva, who 
have been treated primarily with topical testoster¬ 
one propionate in sesame oil in a petrolatum base. 
Three patients were refeiTed from charity clinics, 
and the remaining 22 were private patients. Twenty- 
four of the 25 patients were, or had been, married 
and, of these, 19 were parous. Nineteen of the 
patients had had previous treatment, but in none 
of them had the disease been satisfactorily con¬ 
trolled. Two patients had had previous vulvec¬ 
tomies, one for carcinoma of the vulva and the 
other for leukoplakia of the vulva. Both of these 
had postoperative recurrence of leukoplakia with 
pruritus. Fifteen of the 25 patients had primary 
atrophy (kraurosis), 4 had leukoplakia, and 6 had 
primary atrophy with leukoplakia. Patients who 
presented a severe inflammatory reaction of the 
vulva with'intense pruritus were initially treated 
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with 0.1% fluorocortisone acetate ointment as ai 
anti-inflammatory agent. Its use was discontinuec 
as soon as the inflammatory reaction, improved 
The patients were then instructed to apply to the 
vulva the testosterone propionate—oil preparation 
10 cc. of which (50 mg. of testosterone propionate 
per cubic centimeter) was combined with 10 Gm 
of white petrolatum. Oral or parenteral therap; 
with estrogen was not prescribed. No lesions w’ere 
e.vcised except for biopsy; no surgery was done foi 
contracture of the introitus. Four patients had in 
cision of a vaginal phimotic foreskin under loca 
anesthesia. All 25 patients were followed for : 
sufficient period, varying from 3 months to OV 
years, to judge the efficacy of the treatment. Oni 
of the 25 patients has been lost to recent follow-up, 
but the remaining 24 are still under observation. , 

All 25 patients received satisfactory symptomatic 
relief of their pruritus and irritation within 1 to 6 
weeks, accompanied by healing of abrasions and 
fissures. Grossly leukoplakic plaques regressed, al¬ 
though some required several months. All patients 
had a return of symptoms and progression of the 
disease within 1 to 6 months after omission of the 
testosterone ointment. Continued therapy thus has 
been required. None of the patients showed evi¬ 
dence of hirsutism, voice changes, or acne, even 
after prolonged therapy. All had some hypertrophy 
of the clitoris, which persisted and prevented the 
recurrence of phimosis. Depigmented areas of the 
vulvar skin were not observed to have a return of 
pigment. There has been no allergy due to the 
medication. Several of the patients developed an 
intertriginous dermatitis of the vulva during the 
early weeks of therapy. This disappeared under 
symptomatic treatment and did not recur with con¬ 
tinued use of the testosterone ointment. Satisfactory 
relief of symptoms, without recourse to surger)', 
and apparent arrest of the disease process have 
been accomj)lished with this method of treatment. 

The Possible Role of Smegma in Carcinoma of the 
Cervix. H. C. Heins Jr., E. J. Dennis and H. Rj 
Pratt-Thomas. Am. J. Obst. & Gynec. 76:726-735 
(Oct.) 1958 [St. Louis]. 

The authors performed experiments on mice 
into whose cervices and upper vaginas raw human 
smegma, obtained by retraction of the foreskin and 
evacuation of this material from about the glans 
in uncircumcised male inmates at the South Caro¬ 
lina State Hospital in Columbia, was applied re¬ 
peatedly by 2 basic methods; these methods were 
by means of a metal speculum and by the injection 
of a single “dose” into the vagina followed by 
closure of the vaginal orifice with sutures. Biweek¬ 
ly vaginal injections of cultilre of 100% Mycrobac- 
terium smegmatis and biweekly injections of 100% 
Myco. smegmatis in culture with 5% cholesterol 
also were performed on-mice. Of 88 mice used for 
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the injection of riiw snicj'ina followed by vaginal 
ligation, opidcnnoid carcinoma occurred in 8 
(lOTc-) and inarbed hyperplastic changes in 22 (257<)). 
Thns, there were significant changes in 85% of 
the animals. These results show that carcinoma 
of the cervix can he produced by human smegma 
if the stimulus is continued for 14 months or more. 
Whole smegma, as well as some of its components, 
is stimulatory to the cervicovaginal epithelium of 
mice, and iin'asis’c carcinoma will eventuate if the 
stimulus exists. Whole raw smegma has proved to 
he the most effective stimulus in these experiments. 
The objections to the use of lower animals in refer¬ 
ence to human cancer are obvious. A similar study 
with the use of an experimental animal of primate 
level is contemplated. 

The Origin of Fetal Malformations: The Case of a 
Rare Monster. F. De Gennaro. Minerva ginec. 
10:543-551 (July 31) 1958 (In Italian) [Turin, Italy). 

A w'oman, 38 years of age, was delivered of a 
stillborn monster at the 7th month of pregnancy, 
after previously having had 3 normal children. The 
history of the parents revealed nothing unusual, 
except that the mother was underfed during preg¬ 
nancy. The newborn infant bad normal extremities, 
mouth, and cars but a short neck and no nape. A 
large eyeball with 2 pupils was set in a cavity in 
the middle of. the upper third of the face. A small 
fleshy protrusion, 2.5 cm. (1 in.) in size, rose just 
above the eye cavity. Behind the protrusion, a 
large, dark, vesicular mass replaced the skull and 
extended over the posterior part of the neck. The 
ribs showed defective development and absence 
or fusion of parts. The skull had the frontal bone, 
but the ethmoid, vomer, inferior nasal conchae, 
lacrimals, and nasal bones were absent. The en¬ 
cephalon' was not divided into hemispheres but 
consisted of a single vesicle. 

Surgical and Radiologic Treatment of Cancer of 
the Cerxux in 397 Cases. H. C. Frick II, J. A. 
Corscaden, H. W. Jacox arid H. C. Taylor Jr. Surg. 
Gynec. & Obst. 107:457-468 (Oct.) 1958 [Chicago]. 

■ After 1944 radical surgery was reintroduced into 
the program for treatment of cancer of the cervLx' 
in the hope that its use in appropriate instances 
would increase the number of cures. This report 
is concerned with 397 patients who were admitted 
with a diagnosis of carcinoma of the cervix to 2 
New York hospitals, the Sloane Hospital for Wom¬ 
en, from 1944 to 1951 inclusive, and the Francis 
Delafield' Hospital, for the single year, 1951. It 
follows previous reports of end-results in cancer 
of the cervix .from the Columbia-Presbyterian Med¬ 
ical Center, the most recent prior publication being 
for the years 1939-1943. The 5-year end-results 
in 368 patients treated for cancer of the cervix 
during the years 1946-1951 are discussed. These 


included 118 patients witli stage 1, 96 witli stage 
2, 70 witii stage 3, and 19 with stage 4, as well as 32 
patients with cancer of the cervical stump and 33 
with recurrence of previously treated cancer. 

In the 1946-1951 scries, 232 patients xvcrc treated 
by radiation and 71 underwent surgery among the 
303 patients with primary lesions of the cervix, 
exclusive of the cervical stump. Tlic relative 5-year 
cure rale for all primary cases was 42.6%. [The 
relative 5-year cure rate for the 1939-1943 scries, 
when all the patients were treated by radiation, 
was 43%.] TIic 5-year cure rate for stages 1 and 2, 
when surgery was the primary mode of therapy, 
was 86.5 and 42.1% re.spectively. Similar figures 
for those treated by intracavitary and interstitial 
radiation were 56 and 44.1% respectively. Tlie 5- 
ycar cure rate for patients in stage 2 treated by 
interstitial implantation of radium was 50%. It was 
noted that there were somewhat earlier cases in 
the .surgical series, somewhat fewer patients with 
severe constitutional disease, and a much smaller 
percentage in whom follow-up examination was 
incomplete. 

The authors conclude that surgical treatment in 
stage 1 cases yielded a higher 5-year survival rate 
than did radiation therapy. Various factors, par¬ 
ticularly of case selection, made the two series not 
wholly comparable and leave the question of the 
absolute superiorih' of one method of treatment 
.over the other unanswered. The application of 
radical surgical methods of treatment to 76 (227e) 
of 335 cases of primar>' cervical cancer has been 
associated with a slight, but statistically not sig¬ 
nificant, improvement in the total cure rate. 

The Incidence of Spontaneous Cure of Secondary 
Amenorrhea and Oligohypomenorrhea. A. West- 
man. Acta obst. et gynec. scandinav. 37:‘?61-‘569 
(No. 3) 1958 (In English) [Stockholm], 

In order to investigate the incidence of spontane¬ 
ous cure of secondary amenorrhea and oligomenor¬ 
rhea, the author studied 2,262 pregnant women 
their ages ranging from 19 to 40 years, who were 
admitted to the anteriatal clinic of the Karolinska 
Sjukhuset in Stockholm during the year 1956-1957 
About 60% of these patients had previously been 
pregnant. The fact that each patient was pregnant 
was proof-positive of normal ovarian function, i. e 
that a previous disturbance, if it had been present' 
had been cured. Each patient was given a ques¬ 
tionnaire in which she was requested to give infor¬ 
mation about her previous menstrual history. In 
173 (7.7%) of these patients there was a history of 
amenorrhea and/or oligomenorrhea. Of the 173 
patients, 85 gave information about the possible 
causative factors; it appeared that environmental 
conditions, place of residence or working condi¬ 
tions, and nervous troubles played an important 
part in those patients in whom the menstrual dis- 
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turbance had been of short duration. Most of the 
menstrual disturbances of more than 12 months’ 
duration had come on after childbirth. A critical 
analysis of these cases has suggested that spontane¬ 
ous cure occurs in about 80% of the cases, includ¬ 
ing those in which the duration of the menstrual 
disturbance has been up to 3 years. According to 
the literature, hormone therapy is effective in 50% 
of the cases. However, the value of this b'eatment 
appears to have been overestimated; the b’ue per¬ 
centage of cases in which it results in cure prob¬ 
ably is 20%. 

Maternal Death Due to Pulmonary Embolism by 
Amniotic Fluid. F. A. Carone and J.-G. Regueiro 
Castro. West Virginia M. J. 54:384-390 (Oct.) 1958 
[Charleston]. 

The case reported is that of a 41-year-old woman, 
gravida 2, para 1, who was admitted on Jan. 10 at 
1:30 p. m., the estimated date of confinement being 
Jan. 9. When first examined, the patient was thought 
■ to be in early labor, with irregular contractions. 
The fetal head was approximately 2 cm. above the 
ischial spines, and the cervix was 2 cm. dilated. 
During the first hour after admission, the labor 
progressed rapidly and by 3:15 p. m. the cervix was 
6 cm. dilated. Demerol was given to ease pain. At 
3:30 p. m tlie patient began to cough and to gasp 
for air. Within a few seconds she experienced ex¬ 
treme air hunger, stopped breathing, and had a 
convulsive episode. The blood pressure and pulse 
were not obtainable. An airway was established, 
and oxygen was administered. Tracheotomy was 
begun, but when it became obvious that death had 
occurred, the operation was not completed. The 
baby was delivered vaginally with forceps approxi¬ 
mately 15 minutes after the mother’s death, and, 
after the usual resuscitative measures, its respiration 
became established. 

On autopsy, significant microscopic lesions were 
found in the heart, lungs, and uterus of the mother. 
Foreign material, consisting of squamous cells, 
mucin, bile pigment, and fat, was found in the 
pulmonary vessels. Squamous cells, hair, and 
strands of mucin with clusters of leukocytes were 
demonstrated in both smears and cell-block prepa¬ 
rations of blood from the right heart. The concen¬ 
tration of amniotic particulate matter in right heart 
. blood may have been greater in this case since 
death occurred in less than 5 minutes, presumably 
due to massive embolism. Since the particulate 
constitutents of amniotic fluid have a lower specific 
gravity' then the cellular elements of blood, they 
settle out as a flocculent layer above the leukocytic 
cream. Thus, the presence of 3 strata instead of 2 
in centrifuged blood from the right heart should 
be considered pathognomonic for this condition. 
This procedure may be utilized to establish the 
diagnosis of amniotic fluid embolism in cases lack¬ 
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ing autopsy permission. It is probable that many 
maternal deaths, without autopsies and labeled 
thrombotic pulmonary embolism, obstetric shod;, 
or postpartum hemorrhage, actually are fatalities 
due to amniotic fluid embolism. Some of the deaths 
which have resulted from amniotic fluid embolism 
could have been prevented if the proper measures 
had been instituted. Embolization of the lungs 
should be considered likely if unexplained cyano¬ 
sis and shock develop during labor, and oxygen 
should be administered at once. Papaverine hydro¬ 
chloride may be given to abolish reflex vascular 
spasm of the pulmonary vessels and thus prevent 
pulmonary edema, and atropine or atropine-like 
agents may be given to abolish cardiac depressor 
reflexes from the lungs. 

When pulmonary edema develops, it should be 
treated vigorously, and withdrawal of hlood may 
be indicated. Unfortunately, the two measures com¬ 
monly used to combat shock, i. e., blood transfusion 
and administration of epinephrine-like compounds, 
worsen pulmonary edema. Clinical judgment is im¬ 
portant in using these agents in patients witli 
amniotic fluid embolism. If death does not occur, 
attention should be directed to the possible onset 
of hemorrhagic tendencies because of coagulation 
defects secondary to infusion of amniotic fluid 
constituents into the maternal circulation. Incoag- 
ulibility of the blood may result and intravascular 
coaguladon may produce hypofibrinogenemia. If 
this condition exists, it should be corrected by ad¬ 
ministration of adequate amounts of fibrinogen. . 

Kyphoscoliosis and Pregnancy. R. Marchand. Laval 
med. 26:309-315 (Oct.) 1958 (In French) [Quebec]. 

Pregnancy in patients with e.xtensive malforma¬ 
tion of the vertebral column usually , leads to com¬ 
plications of an unsuspected gravity. Few obstetri¬ 
cians know the danger of cardiopulmonary failure 
in pregnant women with kyphoscoliosis. The influ¬ 
ence of deviations of the spinal column varies 
greatly according to the seat, form, size, and age 
at onset of the condition. This study is of patients 
in whom kyphosis or e.xtensive kyphoscoliosis ap¬ 
peared at an early age. This disease produces a 
marked vertical compression of the thoracic cage 
with considerable diminution of the respiratory 
capacity. The resulting interference with pulmonary 
circulation brings on hypertrophy of the right heart 
and later lesions of the myocardium. These patients, 
who are poor risks for general anesthesia and 
major surgery, tolerate pregnancy with diSiculty. 
The increase in the volume of the abdomen adds 
to the intrathoracic cornpression and restrains the 
respiratory capacity, which is already diminished 
by the rigidity of the rib cage. The heart must use. 
more strength to overcome this new resistance and 
circulatory overloading. Delivery requires a physical 
effort which may be fatal, especially considering the 
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fiict llinl liyphoscoliosis is friviiu'nlly accompanied 
liy abiioinialilics of »fu' pcfvi.s. Tfic.sc may maf<c 
natural delivery impossible, and it is often necessary 
to terminate llie pregnancy by cesarean section. 

The author discusses the cases of 3 patients. The 
first, a primipara aged 30 years, bad pronounced 
thoracic kyplioscoliosis which had begun at the 
age of 11. On admission to the hospital, she had 
incipient toxemia of pregnancy, edema of the legs, 
alhumimuia of 3 Gm., and a iight hypertension of 
140/90. The pelvis seemed a little asymetrical and 
the external diameters slightly diminished, hut the 
upper pa.ssagc seemed permeable. Labor was arti¬ 
ficially induced 2 weeks before term, and natural 
ilelivcry was seen to he impossible. Five days later 
a healthy baby was delivered by classic cesarean 
section. Six days after delivery the patient died of 
asystole and infection of the right lung. In the 
second case a woman, aged 38 x’cars, who had had 
hphoscoliosis since the age of 4, died of cardio¬ 
pulmonary failure 13 days after a cesarean section; 
until then the condition had had no serious con¬ 
sequences. In the third case a woman of 34, with 
pronounced kyphoscoliosis of the thoracic spine, 
dyspnea, and rales but whose myocardium was 
apparently healthy, was treated with digoxin 5 days 
before surgery. The fetus was premature and cya- 
nosed and died 24 hours after delivery; autopsy 
revealed pulmonary atelectasis and a hyaline mem¬ 
brane. The mother, who continued to receive 
cardiac medication several days after delivery', 
suffered no severe postoperative symptoms. 

Pregnant kypboscoliotic patients should not be 
treated with medicines and interventions capable 
of interfering with pulmonary ventilation and the 
circulation of the blood. The coe.xistence of a large 
deformation of the thoracic spine with pregnancy 
constitutes an immediate clanger for the' mother 
and child and poses a difficult problem for the ob¬ 
stetrician, as shown by the deaths of tu’o of these 
mothers and one of the babies. 

Cystadenocarcinoma of the Ovary and Uterine 
Pregnancy. C. Chavez and P. Chavez. Arch, peru- 
anos pat. y din. 12:191-195 (June) 1958 (In Spanish) 
[Lima, Peru]. 

Uterine pregnancy which is complicated by either 
benign or malignant cystadenoma of the ovaries 
occurs with moderate frequency. According to the 
literature, the tumor does not interfere with preg¬ 
nancy, nor does it damage the fetus. Yet the death 
rate among fetuses in pregnancies associated with 
ovarian turriors is high (18%). A tripara woman at 
full term was hospitalized xvith an enormous ab¬ 
domen from ascites and with .edema from the 
abdomen to the ankles. A plain roentgenogram of 
the abdomen, confirmed the presence of the fetal 
skeleton. A diagnosis of polyhydramnios with a 
living fetus was made. Four days after hospitaliza¬ 


tion the woman gave birth spontaneously to an 
infant who was cyanotic and died a few hours after 
birth. Autopsy showed marked dilatation of the 
cerebral ventricles, wln'ch seemed to have been the 
cause of death. The mother developed pleurisy 
during the pnerperinm, which was controlled by 
the administration of antibiotics. Two abdominal 
paracenteses, by whicb 5,(K)0 and 7,000 cc., respec¬ 
tively, of ascitic fluid were drawn off, were made 2 
weeks after parturition. An enormous ovarian tumor 
was palpated after the paracenteses. Tbe operation 
consisted of bilateral oophorectomy and removal of 
the tumor, which was fixed by adhesions to the 
anterior wall of tlie abdomen and by a large base 
to the posterior wall. There were no metastases, 
b\U histological study of the tumor .showed it to be 
a cystadenocarcinoma. Tlic postoperative period 
was tmeventful. The patient was given blood trans¬ 
fusions and antibiotics and one week later, after 
edema had disappeared, was discharged from the 
hospital. Examination 3 years after the operation 
has shown that her condition is satisfactory. 

Pre-Natal Fetal Electrocardiography, P. Bergman 
and P. Hall. .Acta obst. el g\'nec. scandinav. 37:348- 
.357 (No. .3) 1958 (In English) [Stockholm]. 

The authors report a study on 449 prenatal fetal 
electrocardiograms obtained from 368 patients in 
the department of obstetrics and gynecology of the 
general hospital in Malmb, Sweden. Of the 449 
electrocardiograms, 277 (obtained from 2-39 pa¬ 
tients whose pregnancy terminated in normal de¬ 
livery' or legal abortion) were taken during the 15th 
week of pregnancy or later. Detailed data concern¬ 
ing these 277 electrocardiograms showed that pre¬ 
natal fetal electrocardiography was useful in in¬ 
vestigating obstetric cases in which no fetal heart 
sounds could be heard and in which there was 
reason to su.spect fetal death. In 6 of 28 such pa¬ 
tients the electrocardiogram was positive, i. e., it 
showed measurable, or immeasurable but never¬ 
theless distinct, potentials in 5 consecutive fetal 
complexes and therefore objective signs of a living 
fetus; 4 of these women were later delivered of 
living infants. The first electrocardiograms ob¬ 
tained from the remaining 2 patients gave a posi¬ 
tive result, which was subsequently verified when 
normal fetal sounds were heard. Electrocardio¬ 
grams taken on later occasions, however, contained 
no fetal complexes, and the fetuses which were 
subsequently delivered of these patients were 
macerated. Since the electrocardiogram was not 
always positive even when the fetus was alive, a 
negative record might be less informative. 

Prenatal fetal electrocardiography is also a useful 
guide in the evaluation.of the position of the fetus 
but with tire technique applied in the present in¬ 
vestigation the method proved less satisfactory in 
the diagnosis of twin pregnancies. The ampli^de 
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of the QRS complex increases during the last 2 
months of pregnancy to reach a maximum at term. 
If pregnancy proceeds beyond the calculated term, 
this complex seems to decrease in amplitude. It, 
therefore, appears that prenatal fetal electrocardiog¬ 
raphy might be useful in the detection of true post¬ 
maturity if serial examinations are made. 

PEDIATRICS 

Bacterial Endocarditis in Children with Heart Dis¬ 
ease, J. G. Cutler, P. A. Ongley, H. Shwachman 
and others. Pediatrics 22:706-714 (Oct., Part 1) 1958 
[Springfield, Ill.]. 

The authors report on 12 boys and 12 girls, be¬ 
tween the ages of 8 months and 16 years, with 
bacterial endocarditis and with preexisting con¬ 
genital or rheumatic heart disease, who were ad¬ 
mitted to the Children’s Hospital and the House 
of the Good Samaritan in Boston between 1944 
and 1956. In the group of 6 patients with congenital 
heart disease of cyanotic type, bacterial endocar¬ 
ditis occurred most commonly in those with tetral¬ 
ogy of Fallot, since 5 of the 6 patients had this 
congenital defect. In the gi'oup of 9 patients with 
congenital heart disease of acyanotic type, there 
was a slight predominance of those wth ventricular 
septal defect and coarctation of the aorta. In the 
group of 9 patients with rheumatic heart disease, 
mitral insufficiency was the predominant lesion. 

The duration of symptoms attributable to bac¬ 
terial endocarditis before admission to hospital 
varied from 5 days to 9 months. Twenty-two of 
the 24 patients were admitted with a history of 
fever, which subsided when therapy was instituted. 
Anorexia with associated weight loss was present 
in 20 patients. Joint pains occurred in 9 patients, 
and clubbing in 10. Murmims were noted in all 
patients. Twenty patients had cardiac hypertrophy, 
which was progressive since the onset of endo¬ 
carditis in 10 patients with congestive heart failure. 
In 12 patients embolism occurred, most frequently 
in the lungs or brain. Petechiae were observed in 

12 patients. Enlargement of the liver was present 
in 8 patients, and enlargement of the spleen in 16. 
There was poor dental hygiene with multiple caries 
in 11 patients. The causative relationship between 
this physical finding and bacterial endocarditis 
warrants repeated emphasis. A significant anemia 
of either normochromic or hypochromic type was 
present in 19 patients. 

Alpha-hemolytic streptococci were isolated from 

13 patients, including 7 of the 15 with congenital 
heart disease and 6 of the 8 with rheumatic heart 
disease. Three of these 13 patients died. In 2 pa¬ 
tients, 1 of whom died. Staphylococcus pyogenes 
var. aureus was the offending agent. Pneumococci, 
beta and gamma streptococci, hemophilus parain- 
fluenzae, and Pseudomonas organisms were de¬ 
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tected in the remaining patients. Twenty patientss 
(83%) recovered from the acute illness. Antibiotics 
were used in 23 of the 24 patients. Aqueous salts 
of penicillin were considered to be -the drugs of 
choice in the treatment of all streptococcic infec¬ 
tions. Because of the gravity of the infection, a 
minimum duration of SVa weeks of treatment was 
adhered to. The parenteral route of administration 
seemed to assure more predictable and uniform 
concentrations of penicillin in the blood than the 
oral route. The measure of in vitro sensitivity of 
the offending organism was used as a guide in the 
selection of antibiotic agents in nonstreptococcic 
infections. The prognosis depends on the interval 
behveen the onset of illness and the institution of 
therapy, the sensitivity of the infecting organism 
to the antibiotics used, adequate dosage of the 
antibiotics, the severity of the underlying heart 
disease, and the development of complicating fac¬ 
tors, such as congestive heart failure or embolism 
in vital organs, which are bad prognostic signs 
despite effective antibiotic therapy. 

Salmonellosis in a Premature Nursery Unaccom¬ 
panied by Diarrheal Disease. J. Watt, M. E. Weg- 
man, O. W. Brown and others. Pediatrics 22:689- 
705 (Oct., Part 1) 1958 [Springfield, Ill.]. 

The authors report on an epidemic of salmonel¬ 
losis which occurred in the premature unit of the 
Charity Hospital of Louisiana in New Orleans. The 
introduction into this large nursery of 6 apparently 
healthy premature infants, who were later found 
to be infected with Salmonella tennessee, led to 
an epidemic spread of the infection over a 4-month 
period. None of the 6 infants whose initial rectal 
swabs yielded Sal. tennessee, a potential pathogen, 
and none of the 28 additional infants whose cul¬ 
tures became positive after initial spread of the 
Salmonella infection in this nursery had taken 
place were clinically ill at any time. Of 130 positive 
Salmonella cultures which were obtained from the 
34 infants, 104 (80%) were found to be positive 
without the aid of enrichment technique. Six of 
the 34 infants known to have been excreting Sal. 
tennessee would have escaped detection if enrich¬ 
ment mediums had not been used. 

The original source of the infection could not be 
determined. Feedings, contact with other patients, 
and infected animals could be eliminated as modes 
of spread. Rectal-swab cultures of nurses and at¬ 
tendants were all negative. Infection of air was 
revealed by obtaining Sal. tennessee from one of 
30 swab samples taken of air-conditioning filters. 
Positive Salmonella cultures were obtained from 
bedside tables and recently changed cribs. A'posi¬ 
tive culture was. obtained from the hands of one 
nurse immediately after washing. Evidence was 
found that increase in the spread of the infection 
was associated with decrease in amount of nursing 
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cave. It is infmocl tlial defcctivo iimsiiif;; tochniviucs, 
parliculmly hand wnshinj;, were the cliief mode 
of spread. This ontbveak was nniqne in that an 
idcntifiahle inemher of a freqnently patlmj^cnic 
qroap caused infection hot not illness. In similar 
onthreaks, ihoronpih hand washin'ii shnnid hi; em¬ 
phasized as an important and efficient harrier hc- 
hvecn infected and noninfccted infants. 

Contrihntion to the Study of the Incidence of Mor¬ 
bidity and of Disorders Secondary to Serofibrinous 
Pleurisy in the Course of Pulmonary Tuberculosis 
in Children in the Period Before and After the Ad¬ 
vent of Antibiotics. T. Batini and F. Biondi. Gior. 
clin. mod. ODiliaS-lMB (July) 19.58 (In Italian) 
IBolognn, Itale). 

The authors review the incidence of morbidity 
and of disorders secondary to serofibrinous pleurisy 
among 7,312 hospitalized children, aged 2 to 15 
years, with pulmonary tubercniosis in the period 
before (1933-1948) and after the advent of anti¬ 
biotics and other anti-infcctives (1949-1956). Sero¬ 
fibrinous pleurisy developed in 292 children, one- 
baif of whom had the disease on admission; in the 
other half it developed during the hospitalization 
period. The incidence of serofibrinous pleurisy was 
higher among boys (157) than among girls (135). 
Tlie patients were followed up for 9 months after 
the remission of serofibrinous pleurisy for possible 
development of disorders secondary to this disease. 

During the period preceding the use of anti- 
infectives (1933-1948), 207 children had serofibrin¬ 
ous pleurisy, and 174 (84%) recovered. The condi¬ 
tion of 7 patients remained unchanged, and that 
of 19 deteriorated; 7 patients died. Disorders .sec¬ 
ondary to serofibrinous pleurisy developed in 73 
children. During the period (1949-1953) when 
streptomycin and aminosalicylic acid were used in 
treating 62 patients with serofibrinous pleurisy, 59 
(95.2%) were cured, but the condition of 3 became 
worse. Disorders secondary to serofibrinous pleurisy 
developed in 5 patients. During the period (1954- 
1956) when isoniazid was used in ti-eating 23 pa¬ 
tients with serofibrinous pleurisy, all the patients 
were cured, and disorders secondary to this dis¬ 
ease developed in only 1. 

The incidence of serofibrinous pleurisy as a com¬ 
plication which developed during the hospitaliza¬ 
tion of children with pulmonary tuberculosis de¬ 
creased considerably on the advent of antibiotics 
and, in particular, after the introduction of the 
antibacterial agent, isoniazid. However, the occur¬ 
rence of this form of pleurisy as an accompaniment 
to tuberculous disease on admission in this group 
of children remained unchanged in terms of per¬ 
centage, but the age at incidence was raised, on 
an,average, from 11 to 15 years. The authors sug¬ 
gest prolonged maintenance therapy with anti- 
infectives in children who have recovered from 


serofibrinous plcuri.sy as a form of chemothera¬ 
peutic prophylaxis for the prevention of disorders 
secondary to this disease. 

Acute Poisoning Associated with Inhalation of 
Mercury Vapor; Report of Four Cases. F. T. 
Matthes, R. Kirschner, M. D. Yow and J. C. Bren¬ 
nan. Pediatrics 22:675-688 (Oct., Part 1) 1958 
[Springfield, 111.]. 

The authors report on 4 members of a Negro 
family, a 19-ycar-old mother and 3 children, aged 
30, 20, and 4 months, respectively, who were 
brought to Jefferson Davis Hospital in Houston, 
Texas, about 36 hours after exposure to mercury 
vapor. The mother liad painted a small gas space- 
hcaler with a mixture of mercury, turpentine, and 
ahnnimnn paint and had heated the stove in an 
attempt to make the mixture adhere to the surface. 
The heater was allowed to burn all night while 
the mother and children were asleep in their 
2-room home. The 20-month-old infant was dead 
on admission to hospital, and the other 2 infants 
died 66 horns and 5 days, respectively, after the 
onset of synrptoms. The mother was acutely ill for 
48 liours after her admission, and thereafter there 
was stcadv’ improvement. The illness of all 4 pa¬ 
tients was characterized by the sudden onset of 
tachypnea, congh, fever, gastrointestinal disturb¬ 
ances, and central nervous system manifestations. 
Ordinary laboratory tests were not helpful in es¬ 
tablishing the diagnosis. Quantitative analysis of 
the urine for mercury was suggestive but not diag¬ 
nostic. Chest roentgenogi'ams revealed interstitial 
pneumonitis. Autopsies were performed on the 3 
children, and analysis of tissue for mercury in the 
lungs, liver, and spleen of 2 showed substantially 
increased mercury content. The outstanding patho¬ 
logical features in the 3 children were erosive 
bronchitis and bronchiolitis, with severe interstitial 
pneumonitis. 

At the present time the most generally accepted 
therapy for acute poisoning caused by ingestion 
of mercury consists of early administration of 
dimercaprol (BAL). Its use is probably also indi¬ 
cated in acute poisoning caused by inhalation of 
mercury vapor. Supportive care in the form of 
oxygen, mist, and parenterally administered fluids 
is indicated. 

The Treatment of Acute-Respiratory Infection in 
Infants. H. I. A. Nisbet and F. Wilson. Brit. J. 
Anaestb. 30:419-434 (Sept.) 1958 [Altrincham, 
England]. 

In spite of modern advances in treatment, there 
is still a significant rate of mortality among infants 
who suffer froih acute respiratory infections. Fail¬ 
ure to clear secretions from the air passages re¬ 
sults in severe respiratory obstruction and increas¬ 
ing hypoxia. Oxygen demand is' increased by virtue 
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Nini'ly palienls, in whom .severe ]-)rurilus was a 
distrMsing and complicaling factor in acute and 
clironic dermatoses and systemic diseases, were 
treated with trimeprazine in the course of tlie past 
year. The patients selected were chiefly those in 
wiiom pruritus had been completely or partially 
refractory to other forms of therapy, such as topical 
applications or systemic admiuistratioris of steroids, 
. antiliistaiuiues, sedatives, and Iraurpiilizcrs. They 
ranged in age from 1 year to 75 y’cais; 68 were 
female, and 22 were male. All hut 2 were ambula¬ 
tory. The initial dose consisted of one 2.5-mg. tablet 
taken 2 or 3 times a day. As the study progrc.sscd, 
it was evident that drowsiness, a mild side-effect, 
coaid be largely eliminated Iry luu'iug the patients 
take their dose of trimepraziue just prior to meals. 
The dose taken before retiring was usually twice 
the daytime dose because of increased nighttime 
itching. Even though nighttime doses wore some¬ 
times as high as 20 mg., Ictliargic effects the fol¬ 
lowing morning were reported b\' only one patient. 
The author concludes that Irimcprazinc is an effec- 
■tive antipruritic when given orally and that it can 
be administered in small daily doses. It produces 
no serious untoward effects, even upon prolonged 
administration, and permits a reduction in con¬ 
comitant therapy. 

The Nylon Brush. A. Savill. Brit. J. Dermat. 70:296- 
299 (Aug.-Sept.) 195S [London]. 

The author comments on the histories of several 
patients who complained of hairfall which ceased 
when a nylon brush was replaced by a bristle 
brush. Several persons on being questioned ad¬ 
mitted that, when brushing witli a nylon brush, 
more hair came out than when brushing with a 
bristle brush. In the use of nylon brushes some 
hairs appear to be pulled out with roots intact. The 
old-fashioned hair brush is becoming rare, since its 
bristles, taken from hogs and wild boars of Siberia 
and the coldest regions of Manchuria, are now 
difficult to obtain. The need to produce another 
type of brush resulted in the nylon brush. The 
bristles of this brush are composed of monofila¬ 
ments of synthetic nylon, which are cut to the re¬ 
quired length; this process can leave an uneven 
square end, which is injurious. 

In studying various types of nylon brushes under 
a magnifying glass, the author found that nylon 
bristles have different types of points: (1) rounds 
points, like the head of a match—safe to use, (-) 
square points, which look as if cut square—not safe, 
“ud (3) square-cut ends, gently rounded off—not so 
harmful.' Furthermore, some firms are replacing 
nylon bristles with molded Polythene quills which 
are smooth and resilient, with rounded ends. This 
kind of brush ensures that the hair shafts o iio 
become entangled, frayed, or pulled out by the 
roots. 


UROLOGY 

Treatment of Carcinoma of the Bladder. J. C. An¬ 
derson. Brit. J. Urol. 30:330-337 (Sept.) 1958 [Edin¬ 
burgh]. 

Although bimanual pelvic e.xamination may help 
by proving or e.xcluding the presence of gross in¬ 
vasion of the pelvic cellular tissues, or microscopic 
examination of fragments obtained by various 
means may yield some information regarding the 
character or activity of the tumor, the cystoscopic 
appearance is the most certain guide to treatment 
of bladder carcinoma, and it is of paramount im¬ 
portance that the surgeon and radiotherapist should 
cooperate. The author seldom uses general anes¬ 
thesia for cystoscopy but generally only a local 
anesthetic. For the induction of deeper anesthesia 
he uses a caudal or sacral, but never a spinal, anes¬ 
thetic. Some information is gained as the cysto- 
scope is passed; it may impinge on a growth or be 
deflected. The patient empties his bladder before 
he comes for examination, and residual urine is 
noted. The ease with which the bladder is washed 
clear and its capacity are informative. The cysto¬ 
scopic appearance of the tumor determines the 
choice of ti eatment, although the age arid physical 
condition of the patient and the infection may in¬ 
fluence it to some extent. 

The choice is governed by the desire to keep the 
ureters in the bladder as long as possible. If the 
villi are fine and the base narrow, with no surround¬ 
ing epithelial change, varicosity, or sign of lym¬ 
phatic obstruction, cystoscopic diathermy is em¬ 
ployed, even if the lesions are multiple. Suction or 
transurethral resection may help to reduce the size 
of a large tumor. If the lesions are recurrent or 
multiple, the posterior part of the urethra is ex¬ 
amined for seedlings. If the tumor is too large for 
accurate assessment, open operation may be advis¬ 
able. The author decides upon an open operation 
(1) when the tumor has blunted fronts, has a wider 
base, is sessile, or if there are varicosities or a 
velvety creep from the base; also when there are 
satellites close to it or other local or diffuse epi¬ 
thelial changes and (2) if the tumor is solid, nod¬ 
ular, or invasive, is less than 3 or 4 cm. in diameter 
on the base of the bladder or 5 cm. in diairieter 
elsewhere, and has not invaded the pelvic cellular 
tissues. Bullae appear when the growth invades 
the bladder wall: the bullous edema is gross, and 
the bladder becomes fixed when the growth in¬ 
vades the pelvic cellular tissues. 

If the diameter of the growth is more than 4 cm. 
and it has invaded the extravesical tissues, then 
.supervoltage roentgen-ray irradiation is the treat¬ 
ment of choice. Multiple papillomas should be kept 
under control by cystoscopic diathermy for as long 
as possible. When this is impossible, a choice must 
be made bebveen wide partial cystectomy, super¬ 
voltage roentgen-ray irradiation, or, when these 
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of the increased respiratory effort, while oxygen 
supply is diminished because of the defeetive ven¬ 
tilation. When such a state of respiratory insuffi¬ 
ciency exists, antibiotics are of little value unless 
the aiiAvay can be maintained until such time as 
they can exert their beneficial effect. Similarly, an 
obstructed airway must reduce the value of oxygen 
therapy. Methods by which this state of respiratory 
insufficiency may be alleviated are discussed. These 
include the use of endotracheal intubation, suction, 
bronchoscopy, tracheotomy, posture, and humidity; 
and of controlled respiration in cases in which the 
infant is too weak to maintain adequate ventilation 
by its own unaided efforts. 

A series of 18 infants treated by such methods is 
described. Thirteen of these infants survived. Sev¬ 
eral case histories are presented in some detail, 
while the others are included in tabular form. The 
5 deaths are discussed. In certain of these cases 
the presence of associated lesions rendered sur¬ 
vival unlikely. Some complications are mentioned, 
in particular those arising from endotracheal intu¬ 
bation in infants. While these problems exist, they 
should not be held to contraindicate this procedure, 
especially in cases in which intubation and suction 
are essential for relief of respiratory obstruction 
and the reestablishment of adequate ventilation. 

Sigmamycin in Pediatrics. J. Felder. Schweiz, med. 
Wchnschr. 88:953-958 (Sept. 27) 1958, (In German) 
[Basel, Switzerland]. 

Signemycin (Sigmamycin) is a combination of 2 
parts of tetracycline and 1 part of oleandomycin.* 
This combination drug was available for. oral ap¬ 
plication in the form of capsules and of a sirup, 
and for intravenous and local application in the 
form of ampuls. The autlior reviews his experiences 
with it during a 6 months’ treatment of 128 children, 
in 110 of whom the therapeutic result could be veri¬ 
fied by clinical and bacteriological data. This group 
included children with septicemia, purulent men¬ 
ingitis, infections of the respiratory tract, osteomy¬ 
elitis, arthritis, enteritis, infections of the urinary 
tract, purulent skin diseases, and suppurative lym,- 
phadenitis. A table shows that signemycin produced 
cure in 115 of the 128 children and failed in only 
6. The therapeutic effect appeared promptlj% and 
tire drug was well tolerated. Secondary effects of 
the drug were observed in about one-fifth of the 
patients, but they were harmless, requiring prema¬ 
ture interruption of the treatment in only one 
patient. 

All strains of staphylococci that were tested were 
sensitive to signemycin. The reliable and prompt 
action of the drug and the fact that it can be ad¬ 
ministered by various routes and that it is well tol¬ 
erated make signemycin one of the most useful 
therapeutic agents against serious bacterial infec¬ 
tions caused by many different micro-organisms. 
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In very acute cases, especially in septicemia, puni- 
lent meningitis, arthritis, osteomyelitis, and com¬ 
plicated pneumonia, the author recommends a high 
initial dosage, orally of 100 to 200 mg. per kilogram 
of body weight daily, or intravenously of 50 mg. 
per kilogram daily. 


DERMATOLOGY 

Effect of Oral Steroid on Non-Inflammatory Scalp 
Ringworm. N. M. Kanof. J. Invest. Dermat. 31:139 
(Sept.) 1958 [Baltimore], 

A 9-year-old Negro boy was seen at Children’s 
Hospital, Washington, D. C., for alopecia areata 
of 2 years’ duration. The child also had noninflam¬ 
matory ringworm infection of the scalp with typical 
fluorescence of broken-off hairs on examination 
with Wood’s light. After 2 weeks of oral therapy 
with prednisone (Meticorten), 5 mg. 4 times daily, 
for alopecia areata and of local therapy with 
diamthazol (Asterol) dihydrochloride ointment for 
the ringworm, there was a definite lessening of tire 
number of fluorescent hairs in the ringworm sites. 
The application of Asterol ointment was then dis¬ 
continued, and the patient was given only steroid 
therapy orally. At the end of 6 weeks there was no 
evidence of fluorescence under the Wood light. The 
alopecia areata was greatly improved. 

Subsequently, a small pilot experiment was cai'- 
ried out on 8 children with noninflammatory tinea 
capitis due to Microsporum canis. All these patients 
had involvement of at least two-thirds of the scalp 
and had been refractory to topical therapy. After 4 
to 10 weeks of oral therapy with prednisone, 20-25 
mg. daily, all the patients demonstrated a marked 
change in the affected scalp hairs—either in a 
marked decrease in the number of broken-off 
fluorescent hairs or in a peculiar change of the 
fluorescence from brilliant emerald green to a gray¬ 
ish-white hue. It was especially interesting to note 
that, wherever fluorescence could no longer be 
observed, hairs of normal length were present. 
Further observations are required to confirm and 
to interpret these effects. 

A New Oral Antipruritic. P. L. Williams. Northwest 
Med. 57:1162-1164 (Sept.) 1958 [Seattle]. 

This ■ report is concerned with trimeprazine 
(Temaril), which is the tartra’te salt of dl-10-(3-di- 
methylamino-2-methylpropyl)-phenothiazine. Since 
preliminary investigations with trimeprazine had 
indicated that this drug, when taken orally, exerts 
a potent and seemingly specific antipruritic effect 
in such unrelated conditions as biliary cirrhosis, 
poison ivy, and neurodermatitis, it seemed worth¬ 
while to undertake an evaluation of trimeprazine 
in a private dermatological practice to elucidate its 
antipruritic effect. 
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Ninety iwlicnls, in whom severe pruritus was a 
distressing and complicating factor in acute and 
chronic dermatoses and systemic diseases, were 
treated with trimeprazine in the course of tiie past 
rear. The patients selected were chiefly those in 
whom pruritus had been completely or partially 
refractory to other forms of therapy, such as topical 
applications or systemic administrations of steroids, 
antihistamines, sedatives, and tranquilizers. They 
ranged in ago from 1 year to 7^ years; 6S were 
female, and 22 were male. All hut 2 were amhula- 
tors’. Tlic initial dose consisted of one 2..5-mg. tablet 
taken 2 or 3 times a day. As the study progressed, 
it was evident that drowsiness, a mild side-effect, 
could be largely eliminated by having the patients 
take their do.se of trinieprazine just prior to meals. 
The dose tahen before retiring was usually twice 
the daytime dose because of increased nighttime 
itching. Even though nighttime doses were some¬ 
times as high as 20 mg., lethargic effects the fol¬ 
lowing morning were reported by only one patient. 
The author concludes that trimeprazine is an effcc- 
•tive antipruritic when given orally and that it can 
he administered in small daily doses. It produces 
no serious untoward effects, even upon prolonged 
administration, and permits a reduction in con¬ 
comitant therapy. 

The Nylon Brush. A. Savill. Brit. J. Dermat. 70;296- 
299 (Aug.-Sept.) 1958 [London]. 

The author comments on the histories of several 
patients who complained of hairfall which ceased 
when a nylon brush was replaced by a bristle 
brush. Several persons on being questioned ad¬ 
mitted that, when brushing with a nylon brush, 
more hair came out than when brushing with a 
bristle brush. In the use of nylon brushes some 
hairs appear to be pulled out with roots intact. Tlie 
old-fashioned hair brush is becoming rare, since its 
bristles, taken from hogs and wild boars of Siberia 
and the coldest regions of Manchuria, are now 
difficult to obtain. The need to produce another 
type of brush resulted in the nylon brush. The 
bristles of this brush are composed of monofila¬ 
ments of synthetic nylon, which are cut to the re¬ 
quired length; this process can leave an uneven 
square end, which is injurious. 

In studying various types of nylon brushes under 
a magnifying glass, the author found that nylon 
bristles have different types of points; (1) rounded 
points, like the head of a match—safe to use; (2) 
square points, which look as if cut square—not safe; 
and (3) square-cut ends, gently rounded off—not so 
harmful.' Furthermore, some firms are replacing 
nylon bristles with molded Polythene quills which 
are smooth and resilient, with rounded ends. This 
kind of brush ensures that the hair, shafts do not 
become entangled, frayed, or pulled out by the 
roots. 


UROLOGY 

Treatment of Carcinoma of the Bladder. T. C An- 
\mrghi (Sept.) 1958 [Edin- 

Although bimanual pelvic examination may help 
by proving or excluding the presence of gross in¬ 
vasion of the pelvic cellular tissues, or microscopic 
examiiialion of fragments obtained by various 
means may yield some information regarding the 
charactci or activity of the tumor, the cystoscopic 
appearance is the most certain guide to treatment 
of iiladder carcinoma, and it is of paramount im¬ 
portance that the surgeon and radiotherapist should 
cooperate. The author seldom uses general anes¬ 
thesia for cystoscopy hut generally only a local 
anesthetic. For the induction of deeper anesthesia 
he uses a caudal or sacral, but never a spinal, anes¬ 
thetic. Some information is gained as the cysto- 
Kcopc is passed; it may impinge on a growth or he 
deflected. The patient empties his bladder before 
he comes for examination, and residual urine is 
noted. The case with which the bladder is washed 
clear and its capacity are informative. The cysto¬ 
scopic .appearance of the tumor determines the 
choice of treatment, although the age and physical 
condition of the patient and the infection may in¬ 
fluence it to some extent. 

The choice is governed by the desire to keep the 
ureters in the bladder as long as possible. If the 
villi are fine and the base narrow, with no surround¬ 
ing epithelial change, x'aricosity, or sign of lym¬ 
phatic obstruction, cysto-scopic diathermy is em¬ 
ployed, even if the lesions are multiple. Suction or 
transurethral resection may help to reduce the size 
of a large tumor. If the lesions are recurrent or 
multiple, the posterior part of the urethra is ex¬ 
amined for seedlings. If the tumor is too large for 
accurate assessment, open operation may be advis- 
able. The author decides upon an open operation 
p) wlien tire tumor has blunted fronts, has a wider 
base, is sessile, or if there are varicosities or a 
velvety creep from the base; also when there are 
satellites close to it or other local or diffuse epi¬ 
thelial changes and (2) if the tumor is solid, nod¬ 
ular or invasive, is less than 3 or 4 cm. in diameter 
on the base of the bladder or 5 cm. in diameter 
. elsewhere, and has not invaded the pelvic cellular 
issues. Bullae appear when the growth invades 
he bladder wall; the bullous edema is gross, and 
the bladder becomes fixed when the growth in¬ 
vades the pemc cellular tissues. 

If the diameter of the growth is more than 4 cm 
and It has invaded the extravesical tissues then 
supervoltage roentgen-ray irradiation is the’treat 
ment of choice. Multiple papillomas should be kent 
under control by cystoscopic diathermy for as lomr 
as possible. When this is impossible, a choice must 
be made between wide partial cystectomy, super¬ 
voltage roentgen-ray irradiation, or, whek these 
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have failed, total cystectomy, always remembering 
that the posterior part of the urethra may be in¬ 
volved as well as the bladder. After cystectomy it 
is better to create an ileal bladder, because the 
ureters are divided and anastomosed at a higher 
level where their blood supply is better. One type 
of bladder carcinoma difficult to diagnose resembles 
eczema and is accompanied by intense dysuria. 
The appearance is explained by rapid intramural 
spread. The prognosis is bad unless supervoltage 
roentgen-ray irradiation is given early. A dose of 
5,000 or 6,000 r is aimed at. The results of treat¬ 
ment by supervoltage irradiation are miraculous, 
particularly in the solid infiltrating carcinoma which 
may vanish, leaving an apparently healthy mucosa. 
If it does not disappear completely, it may shrink; 
if ulcerated, it may heal; and, as a rule, it stops 
bleeding. The patient may be free from pain and 
discomfort for several years, perhaps until he dies 
of some other condition. After a lapse of time the 
growth may come to life again, but cystectomy or 
ureteric transplant can still be done. 

The Investigation and Significance of Persistent and 
Recurrent Urinary Infection in Children. W. I. 
Forsythe and I. R. Wallace. Brit. J. Urol. 30:297-302 
(Sept.) 1958 [Edinburgh]. 

In children with persistent or recurrent urinary 
infection, it is important to use all available diag¬ 
nostic procedures in order to discover the true 
nature of the malady before irreparable damage is 
done to the urinary system. The authors present 
observations on 17 boys and 34 girls who were in¬ 
vestigated because of persistent and recurrent 
urinary infection. Except for 3 boys who were 18 
months (2) and 2 years old, respectively, the ages 
of the 51 children ranged from 4 to 14 years. Eight 
boys and 11 girls had persistent urinary infection, 
and 9 boys and 23 girls had recurrent urinary in¬ 
fection. Of the 19 children with persistent infec¬ 
tion, 5 boys and 6 girls showed abnormalities. Of 
the 32 children with recurrent infection, 9 boys 
and 13 girls showed abnormalities. A critical analy¬ 
sis of the symptoms did not show any significant 
difference between the patients with abnormalities 
and those without. The clinical examination was 
of little value because, apart from 2 children with 
palpable bladders, no abnormal physical signs rele¬ 
vant to the genitourinary tract were found. In 20 
children the infecting organism was Escherichia 
coli, and in the remainder a variety of organisms 
was found. Intravenous pyelography revealed ab¬ 
normalities in 18 cases, but the true nature of these 
was not appreciated in 9 cases until micturition 
cystography was undertaken, and in 4 cases retro¬ 
grade pyelography was needed before the exact 
nature of the abnormality was discovered. Micturi¬ 
tion cystograms revealed abnormalities in 26 cases, 
but the full nature of these was not appreciated in 
9 cases until intravenous pyelography was under¬ 
taken, and in 2 cases retrograde pyelography was 
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needed before the exact nature of the abnormality. 
was discovered. Thus, in 28 cases intravenous pye¬ 
lography and micturition cystography were siffB- 
cient to establish the complete diagnosis, and in 
only 5 cases was retrograde pyelography required. 

The authors advise excretory urography and 
micturition cystography in the initial investigation 
of these children. If this procedure is followed, 
many children will avoid unnecessary instrumenta¬ 
tion. Should the findings prove inconclusive, 
though, urethroscopy, cystoscopy, and retrograde 
pyelography must be undertaken. Observations on 
boys revealed that 67% of those with recurrent and 
63% of those with persistent urinary infections had 
lesions causing obstruction or stasis. Of 19 girls 
with anomalies, only 1 showed an obstructive 
lesion; however, abnormal widening of the internal 
vesical sphincter and vesicoureteral reflux were 
common in girls. The cause of widening of the in¬ 
ternal sphincter is unknown, but an infective origin 
is unlikely, because the authors found a similar 
anomaly in 26 girls with enuresis who had sterile 
urines and no history of urinary infection. A neuro¬ 
genic cause cannot be excluded, because in many- 
cases it is impossible to distinguish roentgenologi- 
cally between the inverted spinning-top appear¬ 
ance of the wide bladder neck and the tunneling 
of the vesical outlet in the neurogenic bladder. The 
authors think that the condition is due to hypotonia 
of the internal vesical sphincter, but they are un¬ 
able to say whether or not it is congenital in origin. 
According to Hinman, urethral ascension to the 
bladder is a common cause of urinary infection in 
female infants and girls. An ascending infection is 
more likely to occur when the internal vesical 
sphincter is incompetent. 

Hunner’s Ulcer. C. H. Kinder and R. D. Smith. Brit. 
J. Urol. 30:338-343 (Sept.) 1958 [Edinburgh]. 

The authors review the records of cases classi¬ 
fied as Hunner’s ulcer at St. Peter’s and St. Pauls 
hospitals in London during the last 10 years. In 
only 27 of the 42 patients classified as having this 
condition could Hunner’s ulcer be definitely iden¬ 
tified. The youngest patient was 33 years old and 
the oldest 71. No predisposing factor was found, 
but in 8 women symptoms apparently began after 
a pelvic operation or childbirth. It is possible that 
some of these pelvic operations were wrongly per¬ 
formed for symptoms produced by an undiagnosed 
Hunner’s ulcer. There were only 2 male patients, 
aged 46 and 54 years respectively. The dominant 
symptoms of Hunner’s ulcer were gross frequency, 
urgency, and pain. The most severely affected pa¬ 
tients were confined to their homes because of 
frequency of micturition occurring as often as every 
quarter of an hour by day and up to 10 times by 
night. Pain was both suprapubic and urethral and 
in some instances was referred to the loin. It was 
made worse by a full bladder' and relieved by 
micturition. 
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Pliy.'iical oxuminixlion was nol helpful. The xirine 
was usually clear apart from occasional hematuria, 
and any infection was incidental and inconstant. 
Most patients had had urograms done, and these 
were always noinnal apart from showing a con¬ 
tracted bladder in the worst ca.ses. Tlie bladder 
capacity' was often reduced to -1 to 6 o/... rarely as 
low as 2 oz. Cysto.scopy in the conscious patient 
was painful and the appearances x-ariahle. .Small 
hemorrhagic patches were noted in the vault and 
lateral or posterior walls, which on close inspection 
often surrounded shallow irregular linear ulcers or 
trabecular scars. The rest of the bladder was 
smooth, pale, and parchment-like. The affected 
areas would heal, only to break down at a later 
date. The trigone and the fixed part of bladder 
were never invob'cd. ^Vllen cystoscopy was carried 
out with a flushing instrument, petechial spots ap¬ 
peared on the affected areas throughout the blad- 
vlcT. These spots would bleed on further bladder 
dilatation, and sometimes the mucosa was seen 
to split. 

Conservative therapy, apart from dilatation, was 
not effective. Urctcrosigmoidostomy was performed 
10 times, with 2 deaths; the surviving patients ob¬ 
tained complete relief. Ileocystoplasty was carried 
nut 3 times, but its value is difficult to assess. It 
appears that cither the stoma has to be very wide 
or extensive partial cystectomy has to be performed 
for relief of symptoms. The differential diagnosis is 
from tuberculous and other forms of chronic cys¬ 
titis, and carcinoma of the bladder. Hunner’s ulcer 
is only one form of chronic interstitial cystitis. The 
etiology is still unknown, but the possible causes 
are discussed. It is not likely to be infective, but 
may be due to hormonal influences and may be 
partly psy'chosomatic. 

Analysis of 200 Cases of Carcinoma of the Prostate 
Treated Conservatively'. E. J. Satter and J. B. Wear. 
Wisconsin M. J. 57:327-329 (Sept.) 195S [Madison], 

The authors report on 100 patients with car¬ 
cinoma of the prostate, who were subjected to 
orchiectomy' and treated with Stilbestrol at the 
University Hospitals in Madison. Wis.. during 1941- 
1942. Results of treatment in this group of patients 
(treated group”) were compared with those in 
another group of 100 patients u'ith carcinoma of 
the prostate who were subjected to transurethral 
resection only (“untreated group”). The youngest 
patient in the untreated group was 47 y'ears old 
and the oldest 87; the average age of this group 
was 69.9 years. The patient survix'ing longest in the 
unh'eated group lived 9 y'ears, and the patient sur¬ 
viving longest in the treated group lived 15 y'ears. 
The average life span of the patients in the un¬ 
treated group was 22 months after establishment 
of diagnosis; the survival time of the patients in 
the treated group was 56 months from the, time 
diagnosis was made. The survival time was best in 
the 70-to-79-y’ear-old patients in the untreated 


groujr and in the 60-to-69-year-old patients in the 
treated group. The 80-to-89-y'ear-old patients in the 
treated group lived 32 months longer than those in 
the untreated group. This indicates that age is no 
conlraindicati()n to the institution of orchiectomy 
and the administration of Stilbestrol for the treat¬ 
ment of carcinoma of the prostate. Eight of the 
patients in the treated group lived 10 years or 
longer. Treated patients, 70 to 75 years old, lived 
half of their noi'inally expected life span, and pa¬ 
tients, 75 to 85 y'ears old, lived 75% of their normal¬ 
ly expected span. The total of added years of adult 
life in the treated, group, as compared with the 
untreated group, was 283 years. 


OPHTHALMOLOGY 

Recovery of Toxoplasma from a Human Eye. M. J. 
Hogan, P. A. Zweigart and A. Lewis. A. M. A. 
•Arch. Ophth. 60:548-554 (Oct.) 1958 [Chicago]. 

The authors recovered from the enucleated eye 
(»f a 2()-year-old man a strain of Toxoplasma or¬ 
ganisms which exhibited low viridcnce for animals. 
The patient had a quiescent disease up to the age 
of 12 y'cars. The significance of a chorioretinal 
scar in the macula of the right eye, which was dis¬ 
covered at the age of I’A years, was not apparent 
to the physician, or the family. .At the age of 12 
years the patient had a sudden diminution of 
vision in his good left eye, which showed a heavy 
vitreous haze ..and an indistinct massive yellowish 
area of inflammation extending from the disk to 
the temporal periphery. Roentgenograms of the 
skull showed calcifications. The neutralizing anti¬ 
body test and the skin test were positive, and a 
diagnosis of congenital ocular toxoplasmosis was 
made. Five months after the onset the vitreous 
haze in the left eye had cleared so that vision was 
20/70. Two and one-half years later the lesion was 
fairly well healed, leaving extensive • scarring and 
j)igmentation of the entire temporal fundus. The 
vision was 20/100. For several years relapses oc¬ 
curred in this eye, so that the vision was lost. The 
eye became divergent and hypotonic, a cataract 
developed, and the eye started to shrink. The pa¬ 
tient requested enucleation, which was done. The 
dy'e-test titer one year after enucleation was 1:16, 
and the skin test was still positive. 

The chorioretinal tissue from the back of the 
enucleated eye was ground in a mortar, diluted 
with sodium chloride solution, and inoculated in- 
traperitoneally into 4 mice. The mice did not show 
signs of illness, and 3 weeks later their brains were 
removed, gi'ound, and inoculated inh'aperitoneally 
into 4 other mice. Six days later these mice showed 
some signs of illness, and in a small amount of 
aspirated peritoneal fluid a few organisms were 
found which strongly resembled those of the Toxo- 
jrlasma genus: Other mice were given inoculations 
of this fluid; 8 days later the animals became ill, 
and exti'acellular Toxoplasma organisms were found 
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in tlieir peritoneal fluid. Subinoculations were con¬ 
tinued on mice, guinea pigs, and rabbits. The cul¬ 
ture studies showed that the Toxoplasma strain 
originally recovered from the enucleated eye and 
designated MF strain offered a distinct contrast in 
virulence to the RH strain isolated and cultured 
from the eye of an adult by Jacobs and to the 
strains obtained from persons with severe systemic 
infections. This finding supports the concept that 
some cases of inapparent congenital toxoplasmosis, 
with late exacerbations of the disease, are caused 
by Toxoplasma strains of low virulence. In many 
cases of congenital toxoplasmosis the disease is ex¬ 
treme]}' mild and is unrecognized until a late flare- 
up occurs. The isolation of Toxoplasma organisms 
from the patient’s eye 20 years after birth shows 
the great persistence of these organisms in pseu¬ 
docyst form in the tissues, despite tlie low virulence 
of the stoain. 

Ocular Toxoplasmosis: The XIV. Jackson Memorial 
Lecture. M. J. Hogan. Am. J. Ophth. 46:467-494 
(Oct.) 1958 [Chicago]. 

According to Hogan, the acute manifestations of 
congenital toxoplasmosis are well established and 
include chorioretinitis, encephalomyelitis, and vis¬ 
ceral inflammation. Ocular toxoplasmosis may be 
overlooked in an apparently healthy child until 
attention is directed to the eyes by the develop¬ 
ment of a strabismus, by detection of amblyopia 
in one or both eyes during a routine eye examina¬ 
tion, or by the development of increased blurring 
due to a late relapse of the chorioretinal inflam¬ 
mation. Tire author reports on 36 children with 
congenital ocular toxoplasmosis, whose ages ranged 
between less than 6 montlis and up to 12 months 
at the onset of the disease. Seven of the 36 patients 
showed evidence of cerebral calcification which 
could be considered to be toxoplasmatic; the con¬ 
dition was unilateral in 11; a late relapse of the 
congenital infection occurred in 12 patients; and 
strabismus was the first and most common eye 
complaint in 20 patients. Nine patients had positive 
results of dye tests and negative results on skin 
tests, indicating that the skin test is less reliable 
for diagnosis than the dye test. Nine patients had 
dye-test titers in excess of 1:512, and 13 had titers 
between 1:128 and 1:512. In addition to the 36 pa¬ 
tients widi congenital toxoplasmosis, there were 
observed 4 others with a late relapse of congenital 
toxoplasmatic infections. Toxoplasma organisms 
were isolated from the enucleated eye of one of 
these patients 20 years after birth. [The case of the 
latter patient is reported in detail in the preceding 
abstract.] 

Ocular inflammation rarely occurs during the 
course of acute postnatally acquired systemic toxo¬ 
plasmosis, although some cases have been reported. 
In patients with uveitis, questionable enlarged 
Ijunph nodes should be excised for microscopic and 
cultural studies. The methylene blue tests per- 
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formed on patients with uveitis in various age 
groups showed 35% of the serums to be positive, 
in a titer of 1:16 or higher, as compared with.a 25% 
incidence in a miscellaneous group of patients 
with eye diseases other than uveitis. Tlie correla¬ 
tion of results of the methylene blue test and the 
toxoplasmin test in 617 patients with uveitis re¬ 
vealed that 198 (32%) had positive results from the 
dye test and 141 (23%) had positive results from 
the skin test. Forty-eight per cent of the patients 
with chorioretinitis reacted positively to the dye 
test and 36% reacted positively to the skin test. 
This can be compared with 25% and 18% of the 
normal population in this area. The various sldn 
tests on 1,241 patients with uveitis and on a miscel¬ 
laneous group disclosed that about 40% of the pa¬ 
tients with chorioretinitis and 18% of the patients 
with iridocyclitis had positive reactions to toxo¬ 
plasmin tests. In this same group 43% of those with 
chorioretinitis and 23% of those with iridocyclitis 
had positive dye-test titers. The percentage of the 
incidence of positive dye and skin tests in die iri¬ 
docyclitis group was the same as in the control 
group. The cases of 5 adult patients, behveen the 
ages of 32 and 53 years, with acquired ocular toxo¬ 
plasmosis have been reported in detail; 2 of these 
were associated with acute systemic infections. 
Treatment with pyrimethamine (Daraprim) and 
sulfadiazine in patients with acquired ocular toxo¬ 
plasmosis was found to be disappointing, but fur- 
tlier studies seemed to be warranted. 

Angiomatosis Retinae, Eleven Years After Dia¬ 
thermy Coagulation. D. Vail. Am. J. Ophth. 46:525- 
534 (Oct.) 1958 [Chicago]. 

The audior reports on a 40-year-old woman with 
angiomatosis retinae (Hippel’s disease), who was 
operated on for a tj'pical angioma in the left eye. 
The preoperative vision in this eye was 20/70. 
With the patient under intravenously admimstered 
Pentothal sodium anesthesia, the sclera over the 
site of the lesion between the 3-o’clock and the 
4-o’clock position was exposed, and a single igni- 
puncture was made witli a diathermy needle, 1.5 
mm. long (40 ma. for 4 seconds). After ophthalmo¬ 
scopic verification of the accuracy of the first punc¬ 
ture, 7 more ignipunctures xvere made around it. 
The scleral area covered was roughly 3 mm. in 
diameter. Ophthalmoscopic examination sliowed 
that the involved area was “cooked,” white, and 
edematous, so that the outline of die cherry-red 
tumor could barely be seen. There was no intra¬ 
ocular hemorrhage. Recovery was uneventful. A 
follow-up examination 11 years after the operation 
showed that the corrected vision. in die eye op¬ 
erated on was 20/20. The scar in the fundus of the 
eye showed slighd}"- more pigmentadon. There was 
no evidence of recurrence of the original angioma 
or tile development of new ones. The cases of 38 
patients with angiomatosis retinae treated by elec¬ 
trocoagulation were collected from the literature. 
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(' ;»i;cs of tl«' pulionls riwinocl from 7 to •)() yoiir.s. 
Nine of the 3S patients had bolli eyes operated on. 
AXthe '(7 eyes operated on, .33 (70^') were sncccss- 
' fully cared, fi were improx'ed (eyel)all sa\'ed, poor 
or little vision), and 8 were comiilete failures, 

^ Angiomatosis retinae (IHppid’s disease) and its 
s^-stemic counterpart (Lindan’s disease) are disease 
entities now finnly ostahlislied in medicine. They 
are iirohalily more common than s\ipposed. Neurol¬ 
ogists and neurosurgeons may miss the ocidar 
. lesions; ophthalmologists, the systemic ones. Thus, 
, teamwork is essential. .Angiomatosis retinae can he 
divided into 4 stages of progression during its re- 
lenlle.ss evolnlion. Stage 1 consists of one or more 
■ dil.ated and tortuous veins, more or less parallel, 
; ninning usually to the peripheral and iireerjuatorial 
areas of the retina. They terminate in a circum- 
. scrilicd tumorous area (the angioma) which may 
be single or. much more rarely, multiple. Stage 2 
eonsists of retinal hemorrhages, hut especially of a 
dejw.sit of llaky lijiid exudates scattered in the 
v.'irious layers of the retina. Stage 3 consists of 
massive exudation and retinal detachment, and 
stage 4 is tenninal with uveitis, ahsolule glaucoma, 
and loss of the eye. Of the 47 eyes operated on. 
the (lisea.se was in stage 1 in 10. in stage 2 in 21, 
and in stage 3 in 9; tlie stage of the cliscasc was 
notspeciried in the remaining 7. Stages 1 and 2 are 
the most favorable for surgery, although the opera¬ 
tion wits considered successful in 4 of the 9 eyes 
operated on early in stage 3. Mild surface diathermy 
coagulation followed hy pinpoint ignipnncturcs 
into the tumor itself seems to offer the best prospect 
for success. If the tumor is destroyed, the feeder 
vessels shrink in size and lose their tortuosity. 
Tile lipid deposits disappear within one year there¬ 
after. If they do not disappear, it presumably means 
that the tumor has not been destroyed or new ones 
have developed. The grcato.st hazard is hemorrhage 
into the retina, choroid, or vitreous. For this reason 
diathermy should be applied with the weakest cur¬ 
rent capable of doing the job and under frequent 
ophthalmoscopic control. Direct coagulation of the 
tumor by diathermy or similar agents gives far 
better and more certain lasting results than those 
reported to he obt.ained by roentgen-ray or radium 

irradiation. 


THERAPEUTICS 

Pyrimethamine in the Treatment of Polycythemia 
Vera. J. W. Frost, R. Jones Jr. and U. Jonsson. 
South. M. J. 51:1260-1265 (Oct.) 1958 [Birmingham, 
Ala.]. 


P>’riinethamine (Daraprim) was given to 14 pa- 
tients with polycythemia vera for periods var}ing 
from 3 to 26 months. Three of the 14 patients 
received 2 courses of the drug, so that a to a o 
17 courses of treatment were given. The “‘‘“S 
given hy mouth in doses of 25 to 100 ‘ ^ 

until the red blood cell count fell to normal limits 


or below. Treatment then was continued with a 
rcdueecl dose as maintenance therapy in some pa¬ 
tients; in other patients administration of pyri¬ 
methamine was continued with the same dose and 
folic acid nms given concurrently in order to de¬ 
termine whether the effect of pyrimethamine on 
the lornicd elements of the blood could be reversed 
hy folic acid. 

In 11 of the 14 patients there was a fall in hemo¬ 
globin level, hematocrit, and red blood cell count. 
I'lie res|ionsc to the drug occurred slowly over a 
period of 1 to 5 months. At the same time there was 
usually relief of symptoms and reduction in the 
size of the spleen, when this organ was enlarged. 
In 9 of the 14 patients the disease was controlled 
I)y maintenance therapy for periods ranging from 6 
to 19 months. In several of the patients side-effects 
of pyrimethamine were observed. These consisted 
of throiTiboc\’topenia, leukopenia, atrophic glossitis, 
ulcers of buccal mucous membranes, alopecia, and 
megaloblastic bone marrow changes. These side- 
(dfecls were never serious and could be reversed by 
iolic acid even with continued pyrimethamine ad¬ 
ministration. The reversal of all demonstrable bio¬ 
logical effects of pyrimethamine by concurrent 
administration of folic acid indicates that its thera¬ 
peutic effects in polycythemia are entirely due to 
its function as a folic acid antagonist. Despite some 
disadvantages, the drug can be used to control 
polycx’themia satisfactorily in most patients. 

Meprobamate Idiosyncrasy: Report of a Case and 
Review of the Literature. N. D. Charkes. A. M. A. 
Arch. Int. Med. 102:584-593 (Oct.) 1958 [Chicago]. 

Meprobamate (Miltown or Equanil) has been in 
use for several years. Reports on to.xic effects have 
been scattered. One death has been reported. This 
communication presents a case of meprobamate 
idiosyncrasy, with skin biopsy and skin testing. It 
reviews the published reports to date and discusses 
possible etiological factors in the patliogenesis of 
;the anaphylactoid reaction. The records of more 
than 6,500 patients have been summarized to date. 
Twenty-three cases of attempted suicide and 113 
cases of idiosyncrasy have been reported. In one- 
third of the 113 cases of idiosyncrasy the reach'on 
began within 8 hours of commencement of drug 
therapy, and all reactions, except in 2 patients, had 
occurred by the end of the first week. The earliest 
response was within 15 minutes. The reaction had 
not been seen in any suicidal attempt, so that ex¬ 
cessive dosage was not a factor in precipitating it. 

In meprobamate idiosyncrasy the rash was ery¬ 
thematous, maculopapular, or urticarial, or a com¬ 
bination of these, as in the case reported here, and 
may resemble a “boiled lobster.” Vesicular and 
pustular eruptions have been noted occasionally. 
The rash was most prominent in the groins, inner 
thighs, buttocks, chest, a-xillas, and antecubital and 
inframammary folds; fixed eruptions have been 
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seen. Petechiae were noted in 16% of the cases, 
almost always nonthrombocytopenic. EcchjTnoses 
were rare, and the only patient with overt bleeding 
had aplastic anemia. The Rumpel-Leede test of 
capillary fragility was always positive in cases of 
IJurpura. A prominent and often disti-essing symp¬ 
tom in one-fifth of the cases was pruritus; however, 
many patients complained only of “burning” or a 
sensation of warmth. Other symptoms included 
anore.xia, nausea, vomiting, diarrhea, j'awning, 
headaches, chills, and fever, with temperatures of 
101 to 103 F (38.33 to 39.44 C). Dizziness, fainting, 
hx'potension, or shock occurred in almost 15%, and 
a few patients reacted with asthma, ectopic cardiac 
rhythms, numbness of the legs, emotional upsets, 
or mental confusion. A prior history of drug or 
pollen allergy was elicited in only a small number 
of patients, but, whereas the anaphylactoid reac¬ 
tion rate was only 0.5% for the group of 6,500 as 
a whole, it was 10 times as great for patients with 
known allergies. 

Some investigators attempted to prove that the 
reaction was due solely to meprobamate by the 
administration of one tablet (400 mg.) some time 
later. This is a dangerous practice and should not 
be attempted merely to satisfy the curiosity of the 
clinician. Twenty-eight of the 30 patients who were 
given another tablet responded with a reaction 
which was frequently more violent than the original 
and which in several cases was accompanied by 
severe shock. At best, this second reaction lasted 
longer and responded more slowly to steroid ther¬ 
apy than the first. The most important step in the 
treatment of the anaphylactoid reaction is with¬ 
drawal of meprobamate. Indirect evidence is ad¬ 
duced implicating meprobamate as a histamine- 
liberating agent in certain patients. 

Topical Application of a Solution of Pyrazinamide 
for the Treatment of Tuberculous Empyema. G. 
Costa and E. Moretti. Minerva med. 49:3269-3271 
(Aug. 29) 1958 (In Italian) [Turin, Italy]. 

A solution of pjTazinamide was introduced top¬ 
ically twice a week for a period of 70 to 180 days 
in 18 patients with tuberculous empyema. Pyra¬ 
zinamide treatment was given concomitantly with 
collapse theraity to 5 patients and after discontinu¬ 
ance of collapse tlierapy to 9 patients. Primary 
spontaneous pneumothorax was present in 2 pa¬ 
tients. The first dose of pjTazinamide, consisting of 
20 cc. of the solution, was followed by doses of 
40 cc. Prednisolone was used as an adjunct to 
p\Tazinamide in treating 5 patients in whom tuber¬ 
culous empyema developed during collapse ther¬ 
apy. A dose of 100 mg. of isoniazid was combined 
\wth pyrazinamide in 6 patients with the chronic 
tx^je of tlie disease, who had already been treated 
with and became refractory to isoniazid. Pyrazina¬ 
mide brought about disappearance of effusion and 
made possible reinstitution of an efficacious col¬ 
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lapse therapy in 5 patiehts in whom the disease was 
present during the artificial pneumothora.K. Of 9 
patients with tuberculous empyema treated Mth 
pyrazinamide after termination of collapse therapy, 

4 patients obtained temporary relief for 2 months, 

4 patients obtained no benefit, and the effusion 
turned from purulent into serous in 1 patient. Tem¬ 
porary improvement for 1% months was obserx'ed 
in one patient with primary spontaneous pneu¬ 
mothorax, and complete healing of the pleural 
cavity was obtained in one patient. 

The best results with pyrazinamide were ob¬ 
served in patients who had not previously received 
any chemotherapy and in those in whom the dis¬ 
ease was of recent date. The combination of pyra¬ 
zinamide and isoniazid was only slightly efficacious. 
A mild malaise, chest pain, and fever episodes 
were the most common side-effects noted at the 
onset of treatment widi pyrazinamide. Five or 6 
months after the onset digestive disorders devel¬ 
oped in some patients who obtained only temporary 
relief with the drug. The authors suggest treatment 
with pyrazinamide in all instances in which benefits 
from otlier antibiotics 'have been exhausted. It may 
also be used as an adjunct to other antibiotics for 
the treatment of chronic ty'pes of the disease. 

Iproniazid (Marsilid) in Angina Pectoris. A. M. 
Master. Am. Heart J. 56:570-582 (Oct.) 1958 [St. 
Louis]. 

Fifty-eight men and 16 women, between the 
ages of 40 and 79 years, with typical and severe 
angina pectoris were treated xvith iproniazid (Mar¬ 
silid) for periods ranging from 1 week to 5 months. 
Each patient was given 50 mg. of the drug 3 times 
daily after meals. In an attempt to prevent tire 
occurrence of peripheral neuritis and dryness of 
the mouth, 25 mg. of pyridoxine were given with 
each dose of iproniazid. Complete relief of pain 
was obtained by 13 patients and almosPcoraplete 
relief by 28 patients;, improvement was doubtful 
in 4 patients, and 29 were therapeutic failures. Five 
of the 41 patients who obtained relief and 1 of the 
29 patients who did not were in “status anginosus 
when the treatment was instituted. Neither the 
resting electrocardiogram obtained from the pa¬ 
tients nor tlie results of the Master “2-step” test to 
which they were subjected were altered in the 
course of the treatment with iproniazid. These find¬ 
ings suggested that the fundamental coronary dis¬ 
ease was not altered. The precise mechanism of the 
relief of pain by iproniazid is unknown. The relief 
obtained can possibly be explained by cerebral ■ 
stimulation, with uplift of mood, and increase of 
the pain threshold. There may be a direct effect on 
the autonomic nerve connections between the heart 
and the spinal cord and brain. 

Severe side-reactions made witlidrawal of tlie 
drug necessary in 57 patients. In some patients tlie 
drug was tolerated for only one month or less. The 
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rfdc-elTccts wore mainly gustrointcslinal, genito¬ 
urinary, arid cardiovascular; the latter included 
dtaitiks, fall in arterial pressure, and syncope. 
Three patients sustained an attack of acute coronary 
insadiciency in the course of the treatment, and 
acute coronary occlusion occurred in 2 additional 
jutients, 1 of whom died. Less common complica¬ 
tions were evidences of cerebral stimulation, periph¬ 
eral neuritis, dryness of the mouth, hepatitis, and 
significant gain in weight. The fall in blood pres¬ 
sure is probably a factor in syncope and in attacks 
of acute coronary insudiciency. It may possibly he 
a factor in the precipitation of coronary occlusion. 
The physical overactivity associated with euphoria, 
excitement, and loss of iiain may cause coronary 
insufficiency. For these reasons, the patient receiv¬ 
ing iproniazid .should be supervised closeh’. blood 
pressure .should be measured in the standing posi¬ 
tion. On the other hand, glyceryl trinitrate (nitro- 
gli’ccrin) should never be taken by the jiatient 
except in the sitting or recumbent position. In view 
of the numerous side-cfTccls, some of which are po¬ 
tentially dangerous, further therapeutic trials with 
iproniazid .should he carried out only in hospitals 
and by research teams. 

Fluoxjancstcronc Therapy in Advanced Breast 
Cancer. B. J. Kennedv. New England J. Med. 259: 
67.3-675 (Oct. 2) 1958 '[Boston]. 

Investigations revealed that the halogenated 
androgen, 9a-fluoro-ll;3-hydroxy-17«-mcthyltestos- 
terone, or fluoxymesterone, is an effective agent in 
the treatment of advanced frreast cancer. It is an 
androgenic, anabolic hormone that may be admin¬ 
istered oral!)'. Fifty-six patients with adx’anced 
breast cancer were treated with it ox’er a 2-year 
period: 48 of these patients had not received jjre- 
yious hormone therapy, and 8 had previously been 
treated by surgical hypophysectomy. Of the 48 pa¬ 
tients, objective regressions of metastatic breast 
cancer occurred in 18 and subjective improvement 
in 25. The quality of improvement in the cancer 
was similar to that previously noted with testos¬ 
terone propionate. The frequency of objective im¬ 
provement would appear to be slightly greater than 
that with testosterone propionate. The obvious 
smallness of tbe series demonstrates the need for 
greater experience to increase the validity of the 
figure, but it is apparent that patients demonstrat¬ 
ing regressions have survived longer than the non¬ 
responding group. Of the 56 patients treated, 27 
remain alive. 

Observations on tbe side-effects of fluoxj'mes- 
terone'bave revealed masculinizing changes and 
erythropoietic'changes, as noted with other andro¬ 
genic compounds. In the doses employed, though, 
the degree of hirsutism and acne has .been less than 
that with testosterone propionate, and the degree 
of hoarseness, oily skin, and alopecia has been tire 


same as with testosterone propionate. Increase in 
libido, encountered with testosterone propionate, 
did not occur with fluoxymesterone. Evidence of 
hypercalcemia developed in only 7% of the patients 
after the onset of fluoxymesterone therapy. The 
case of administration, the less distressing mas¬ 
culinizing effects, and the antitumor effect attained 
are such that fluoxymesterone may be considered 
the androgen of choice in the treatment of ad¬ 
vanced breast cancer. Androgenic hormones are 
most effectively employed in postmenopausal wom¬ 
en with osseous metastases. Objective improvement 
occurs in about 25% of these patients, with a lower 
rate of response in patients with soft-tissue lesions. 


PATHOLOGY 

Primary Malignant Melanoma of the Oral Cavity: 
A Review of 105 Cases, A. P. Chaudhry, A. Hampel 
and R. J. Gorlin. Cancer 11:92.3-928 (Sept.-Oct.) 
1958 [Philadelphia]. 

Primary malignant melanoma of the oral cavity 
is a rare tumor, the authors having found records 
of only 105 cases, including 2 previously described 
by themselves. This review is based chiefly on 93 
cases, since the other 12 lacked adequate descrip¬ 
tion. Primary malignant melanoma of the oral cav¬ 
ity occurred nearly twice as frequently in men as 
in women. This finding is in contrast to that for 
malignant melanoma of the skin, which affects 
both sexes cqwally. The youngest patient in the 
present study was 22 years of age and the oldest, 
90 years; but in nearly 90% of the reported cases 
the patients were more than 30 years of age, and 
; in 75% more than 40 years, xvith a peak in the 6th 
decade. The site of predilection for the disease was 
the upper jaw, ubere 75 (80%) of 93 cases origi¬ 
nated. The other sites of involverhent, in order of 
frequency, were the lower jaw, cheeks, tongue, and 
floor of mouth. In nearly 30% of the cases there was 
melanin pigmentation at the site at which the 
neoplasm originated. This pigmentation had ap¬ 
peared from a few months to several years before 
the tumor. 

Malignant melanoma of the oral cavity has been 
reported in all races. In more than half of the 93 
cases clinical evidence of Ixonph node metastases 
was recorded. In 19 cases there was clinical or 
roentgenologic evidence of generalized metastases. 
Of the 61 patients followed, 51 died of the disease. 
In 24 cases the survival period averaged 18% 
months after diagnosis. There were only 3 patients 
who, lived for more than 5 years. The authors feel 
that, in view of the serious prognosis of tlie disease 
early recognition of the lesion and institution of 
radical surgery are desirable. The appearance of 
melanin pigmentation in die mouth and its increase 
in size and in depth of color, should be viewed 
seriously. ; 
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BOOK REVIEWS 


Pathophysiology in Surgeiy’. By James D. Hardy, M.S., 
-M.D., F..A.C.S., Professor and Chairman, Department of Sur¬ 
gery and Director of Surgical Research, University of Missis¬ 
sippi Medical Center, Jackson, Cloth. $19. Pp. 704, with 278 
illustrations. Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2,1958. 

This te.xt, on the physiological disturbances ob- 
sen'ed in patients who are classified as presenting 
surgical conditions, goes be}'ond simple surgical 
patients and includes those presenting diseases for 
which surgical therapy may not be considered. In 
a limited space, adequate critical review is impos¬ 
sible. The book begins with a consideration of the 
ph)'siology of injury and proceeds to fluid balance, 
surgical nutrition, the physiology of connective 
tissue, microbiology, burns, cancer, radiation, enzy- 
mology, aging, liver and biliary tract, pancreas, 
blood ti'ansfusion, alimentary tract, circulatory 
system, lungs, anesthesia, endocrine system, nervous 
system, infancy, and urologic considerations of 
.special interest. In an attempt to emphasize a “sur¬ 
gical slant” some e.xpressions employed might seem 
far-fetched, such as "surgical enzymology,” the 
heading of one relatively short paragraph; "surgical 
aspects of aging,” which in essence conveys the idea 
of danger in operating on patients whose vitality is 
reduced because of age; and the e.xpression “sur¬ 
gical nutrition.” It would seem after all that nutri¬ 
tion is nutrition and enzymology is enzymology. 

The text is svritten in a conversational rather 
than formal style. The author attempts a wide cov¬ 
erage, sometimes exceeding what might appear the 
limits of the subject as indicated b)' the title. This 
may lessen a reader s confidence in what is related, 
as, for example, his confidence in what one man 
says in the chapters on the general physiological 
reaction of tire patient to injury, the question of 
fluid and electrolyte balance, “physiological con¬ 
siderations in cancer,” and urologic considerations 
of special interest. These are separate areas in 
which much work has recently been done, and a 
modern text should include sound critical evalua¬ 
tion based on thorough first-hand knowledge. Fur¬ 
ther perusal reveals some rather important gaps of 
which the author maj’ not be aware. For example, 
only one paragraph and one sentence is devoted to 
the formation of gallstones. No mention is made of 
the classical studies of Phemister on calcium car¬ 
bonate stone formation related to intermittent and 
complete cystic duct obstruction. In the considera- 
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tion of gastric physiology much attention is paid 
only to hypersecretion and acidity. The all-impor¬ 
tant physiologic aspects of achlorhydria receive 
only one sentence and the word “achlorhydria” 
does not even appear in the index. In the discus¬ 
sion on the pancreas clinical reports with important 
implications for pancreatic physiology are not re¬ 
ferred to. For example, the fact that in long-range 
survivors who had an excision of the duodenum 
and head of the pancreas with occlusion of the 
external secretion—this is a different situation than 
after total pancreatectomy—there may be no ap¬ 
preciable physiological disturbances, and that in 
human diabetics who had a total pancreatectomy 
the diabetes is not appreciably if at all aggravated. 

Here and there one encounters obvious inaccura¬ 
cies such as the statement that subtotal gastric 
resection “first performed by Theodor Billroth in 
1881 was based upon the physiologic facts that 
hydrochloric acid is secreted by the cells of the 
fundus.” Billroth performed a limited pylorectomy 
for cancer and was never concerned with gastric 
resection for ulcer since he was ignorant of the 
acid-ulcer concept. Also this is probably the first 
occasion where in a physiological treatise reference 
is made to a fiction “best seller” to help emphasize 
a point (page 602, “Point of No Return,” J. P. Mar- 
quand). Probably the best feature of the work is 
the large number of diagrams, line-drawings, tables, 
graphs, and photographs. Many appear original 
and many tell the story without recourse to the 
te.xt. Here again, however, some questions may 
arise, as in figure 93, which purports to have settled 
the question about the best method for alimentery 
tract reconstruction after pancreatoduodenectomy. 
Experienced surgeons would not agree with what 
is shown. The volume is well bound, the paper of 
high quality, tire h'pe is large, facilitating ease of 
perusal, and the bibliographies are fairly complete. 
The work is interesting and would be especially 
useful for advanced students, interns, residents, 
and Board examination candidates. 

Hearing Therapy for Children. By Alice Streng, M.A; and 
otliers. Second edition. Cloth. $6.75. Pp. 353, with ilhiitra- 
tions. Gnine & Stratton, Inc., 381 Fourth Ave., New lork IG; 
99 Great Riis.sell St., London, VV. C. 1, England, 1958. 

This is a somewhat revised edition of the 1955 
publication of the same title. It purports “to in¬ 
clude for the first time in one book the special skills 
and knowledge needed by members of those pro¬ 
fessional groups who work with hearing-handi¬ 
capped children.” Although this is a noteworthy 
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purpose, it would In’ dilRcuU to include in one 
bonk all pliase.s of such work and, allhough pre- 
sonlcd as a single cohesive work, (he book consists 
of two parts. Tire first is a general discussion of the 
prohicni of deafness in children, causes and treal- 
iiicnt of hearing loss, audiometry, and hearing aids. 
The re.sl of the book is devoted to specific tech¬ 
niques in the educational management of hard-of- 
liearing and deaf children. The first part should 
be helpful as an orientation to the field of pedo- 
audiology and the second half .should be of par¬ 
ticular interest and benefit to speech and hearing 
therapists and teachers of deaf ehildren. The book 
contains good lists of references, particularly at the 
end of the chapters dealing with the education of 
children with impaired hearing. Each chapter has 
adequate figures and photographs. A few changes 
could have been made in a second edition which 
apparently were overlooked; for example, in the 
chapter on hearing aids, a discussion of the vacuum 
tube instruments preceded mention of transistor 
aids, in .spile of the fact that practically all hearing 
aids now dispensed are of this type. The same 
chapter refers to the approval of hearing aids by 
the Council on Physical Medicine and Rehabilita¬ 
tion of the American Medical Association, a prac¬ 
tice which that body discontinued several years 
ago. De.spite certain shortcomings of this book, 
most of which may be due to the fact that there 
are five authors, its value to audiologists and teach¬ 
ers of hearing impaired children is apparent. Less 
obvious is its value to the general physician or 
even the otologist. 

Circulation: Proceedings of tlic linrvey Torccnleii.ary Con¬ 
gress Held on June 3rd-Junc Stli 1937 at the Royal College of 
Surgeons of England, London. Edited by John McMicliael, 
M.D., F.R.C.P., F.R.S., Professor of Medicine, University of 
London, London. Cloth. $10.50. Pp. 503, with illustrations. 
Charles C Tlionias, Publi.sher, 301-327 E. Lawrence Ave., 
Springfield, 111.; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., O.xford, England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Can.adn, 1958. 

The first part of this interesting volume consists 
of a series of historical essays dealing with the life 
of William Harvey and related material. These are 
presented by Kenneth Franklin, Frederick Willius, 
John F. Fulton, Charles Dodds, Geoffrey Keynes, 
Tom Hare, and others. The second part deals with 
a review of present knowledge of the circulation. 
Space does not permit a complete listing of titles 
and authors, although this should whet the appe¬ 
tites of all physicians, especially those with special 
interest in the circulation. To list a few of the par¬ 
ticipants, they include George Pickering, Louis 
Katz, Paul Wood, C. Heymans, Gustav Nylin, 
Donald Gregg, Claude Beck, Andre Cournand, 
Russell Brock, MacDonald Critchley, Seymour 
Kety, E. H. Botterell, James Learmouth, Stanley 


Bradley, and Russell Brain. Tlic broad subjects 
covered include the role of Ibe heart in circulation, 
hemodynamics, coronary circulation, pulmonary 
circulation, results of cardiac surgery, cerebral 
circulation, splancbnic circulation, and peripheral 
circulation. 

In general the material is well presented al- 
thoiigli, as witli all symposiums, the quality is un¬ 
even. There is one profound error of omission in 
this prc.scntalion. Wliile tlie pby.sio]ogical presenta¬ 
tions are complete, the therapeutic aspects dis¬ 
cussed are almost entirely surgical. The uninitiated 
may be led to assume that these distinguished in¬ 
vestigators believed that the only substantial prog¬ 
ress in the understanding or the treatment of car¬ 
diovascular diseases has been by our surgical con¬ 
freres. In actual fact, the number of patients whose 
problems are clarified or conditions benefited by 
the use of digitalis and the many other cardiac 
drugs, the anticoagulants, and the antihypertensive 
agents, to mention a fe^’ important groups, far ex¬ 
ceeds the numbers of patients who will ever come 
to .surgery for their cardiovascular conditions. 
Therefore, if treatment is considered at all, a more 
balanced presentaHon would be desirable. Never¬ 
theless, one cannot but feel that William Harvey 
would have been pleased that such a distinguished 
group of scientists was gathered in bis honor 300 
years after liis death and that their words will be 
available to others throughout the world. This is 
indeed a test of the durability of one’s xvork. 

Cibn Foumlntion Collociuin on Ageing, Volume 4: Water 
and Electrolyte Metabolism in Relation to Age and Sex. Edi¬ 
tors for Ciba Fo:indation: G. E. W. Wolstenbolme, O.B.E., 
M.A.. M.B., and Maevc O'Connor, B.A. Cloth. $8.50. Pp. 327 
with 85 illustrations. Little, Brown & Company, 34 Beacon St., 
Boston 6; J. & A. Cburcbill, Ltd., 104 Gloucester Place, Port- 
man Sq., London, \V. 1, England, 1958. 

This small volume on the relationship of two 
subjects in the forefront of medical interest, viz., 
aging and electrolyte metabolism, contains 18 
essays with appended discussions by participants 
in a colloquium sponsored by the Giba Foundation. 
Although part of the book deals with electrolyte 
relationships to age and sex, most of it is con¬ 
cerned with more general aspects of the subject 
ranging from the genetic control of electrolyte 
metabolism in the erythrocyte to the effects of 
severe magnesium deficiency. The participants 
were eminent authorities in the field whose discus¬ 
sions, based on their own studies, add inestimably 
to the value of the book. The book should prove 
of interest to research workers in the field of elec¬ 
trolyte metabolism and its hormonal aspects in 
relation to age and sex. It is well printed and ade¬ 
quately illustrated, with the more pertinent refer¬ 
ences to the literature appended to each chapter. 
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ADULT IMMUNIZATION SCHEDULES 
To THE Editoh:— PIcflse suggest optimum interoals 
for mmunization protection of adults against the 
following diseases (with adequate initial immuni¬ 
zation series): smallpox, diphtheria, tetanus, ty¬ 
phoid, influenza, and poliomyelitis. 

Nelson M. Taylor, Grosse Pointe, Mich. 

Answer.— Assuming that adequate initial immu¬ 
nization series have been given to protect against 
the diseases listed, the optimum intervals for im¬ 
munization protection of adults are as follows; 
smallpox, vaccination every three years; diphtheria, 
immunization not recommended for adults except 
in cases of Schick-negative reaction in a person ex¬ 
posed to special risks; tetanus, booster dose at the 
time of each injury where danger of tetanus exists, 
with reinjection in the absence of an injury at inter¬ 
vals of no longer than five years; typhoid, reinforc¬ 
ing injections every three years; influenza, injection 
every year for risk cases (as in old or chronically ill 
persons); and poliomyelitis, not enough time has 
elapsed yet to learn about the duration of tire pro¬ 
tection conferred by the Salk vaccine, but a fourth 
dose, given not earlier than one year after the third 
dose, could be administered to individuals exposed 
to special risks. It should be understood that these 
are general guiding schedules which vary according 
to the circumstances. For instance, for persons 
traveling to areas where smallpox is endemic, re¬ 
vaccination at intervals as short as six months may 
be desirable. The same is true for persons living in 
typhoid endemic areas, who should get a booster 
dose every year. 

TEST FOR CARBON DIOXIDE 
COMBINING POWER 

To THE Editor:—W/ iaf is the physiological reason 
for equilibrating the blood with carbon dioxide 
in obtaining the value for carbon dioxide com¬ 
bining power? M.D., New York. 

Answer.— The carbon dioxide combining capacity 
of blood plasma represents the capacity of the 
hydroxyl ion in the blood plasma to combine with 
carbon dioxide, at tire usual alveolar air tension of 
about 40 mm. Hg, to form bicarbonate. Introduced 
by Van Slyke and Cullen in 1917, this procedure 
consists in determining the carbon dioxide content 
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of plasma that has been equilibrated witli normal 
alveolar air, which contains about 5 to 6% of carbon 
dioxide and therefore has a tension of about 
40 mm. Hg. From this value, the dissolved carbon 
dioxide, or carbonic acid, is subti'acted, so that the 
difference represents the bicarbonate content. This 
type of detennination is one measure of the hy¬ 
droxyl content or “alkaline reserr^e” of the body. 
Among tire advantages of this procedure is the fact 
that it does not require collection of blood anaero¬ 
bically under oil or mercury, as any escape of car¬ 
bon dioxide from the plasma during centrifuging or 
standing is counteracted in tire actual detennination 
by the equilibration. Among its disadvantages are 
that equilibration with alveolar air requires addi¬ 
tional equipment and is time consuming and labori¬ 
ous; that it does not measure directly the concentra¬ 
tion of either bicarbonate or total carbon dioxide in 
the circulating blood; and, most important, that it 
does not yield information about diose acid-base 
derangements in which the ratio of bicarbonate ion 
to dissolved carbon dioxide at the actual carbon 
dioxide tension, rather than the concentration of 
bicarbonate ion at 40 mm. Hg, is tlie determining 
factor. Consequently, it has become much more 
common and acceptable to determine the carbon 
dioxide content of the plasma or serum from blood 
that has been collected under oil and centrifuged 
with precautions to prevent loss of carbon dio.xide. 
The relationship between carbon dioxide content, ex-, 
pressed in millimoles per liter, carbon dioxide tension 
(p), e.xpressed in mm. Hg, and the pH is contained 
in the well-known Henderson-Hasselbach equation; 


pH = 6.10 -f- log 


niM. CO.. — 0.0301 p 
0.0301 p 


For example, in a case of diabetic acidosis reported 
in the literature, the carbon dioxide combining 
capacity was 22.6 vol. % or 10.1 mM. Die carbon 
dioxide content was 5.28 mM. per liter at an actual 
tension of 11.8 mm. Hg. The pH was, according to 
the above equation, 6.10-f-log 13.8 or 7.24. The 
Henderson-Hasselbach equation and detennination 
of carbon dioxide content also pennit a readier 
understanding of other acid-base disturbances. To 
illustrate, in a case of respiratory overventilation 
reported in the literature, the carbon dioxide com¬ 
bining capacity of the arterial serum was 40.9 vol. 7o 
or 18.4 mM., not clearly abnormal. Yet, the plasma 
carbon dioxide content was 31 vol. % or 14 mM. 
per liter, the carbon dioxide tension in the circula¬ 
tion was 14.6 mm. Hg, and the pH was 7.59. In 
general, the determination of the plasma carbon 
dioxide content, drat is, the sum of the bicarbonate 
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ion aiul llie clissolvod i-arbnn dioxide at tlic aclual 
carbon dioxide tension existing in the arterial circu¬ 
lation, may pve more distinct and precise chics to 
the pre.sence of acid-base derangements than the 
concentration of bicarbonate ior at 40 mm. Hg 
(the carbon dioxide combining capacity). 

“AIR PLATES” AND CONTROL OF 
HOSPITAL INFECTIONS 

Tonir, Ennon;—In on atinnpl to control fttaphylo- 
coccic infections in the hospital, the adniinistra- 
ticc and snrfiica! staffs have requested the use of 
“air plates" throuplioul the opcralinp room suite. 
It has been difficult to foul much helpful infor¬ 
mation concerning a standard procedure for col- 
lectin" such specimens and interpretiu" the 
fmdin"s. Specificalhj, what is the optimum time 
interval for exposure of the plates, how shoidd 
the total colony counts he determined, and how 
extensive, an attempt shoidd he made to identify 
the colonics present? Should an attempt be made 
to identify all the colonics on each plate? 

\Villiam D. Kelly, M.D.. Elmira. N. Y. 

Answer.— The exposure of open Petri plates 
(blood agar plates or plates containing a compa¬ 
rable good nutrient) at various locations in the 
operating room has not been standardized. The 
plates arc uncovered at selected locations through¬ 
out the room and arc allowed to remain exposed 
to the air for periods ranging from one-half to one 
hour. On occasion, the plates are cximscd in the 
operating room during different periods of aclivitx’ 
and inactivity for comparative information. This 
procedure may delect bacteria or dust particles 
which “fall out” and inoculate the medium, and 
it is more qualitative than quantitative. Bacteria 
present in air currents are not detected by this 
method. The slit air sample proxndes more quanti¬ 
tative results, but the initial cost of the equipment 
is e.xpensive. A less expensive technique is avail¬ 
able in an all-glass impinger apparatus which is 
reported to be quite satisfactory. \\''ith this tech¬ 
nique, air is passed through sterile saline solu¬ 
tion or broth and quantitatir'e determinations are 
obtained. 

There is no standard of interpretation. The total 
number of colonies on a plate cannot ser\'e as a 
true index, since it is only a rough estimate in view 
of the limitations of the collecting procedure. Lab¬ 
oratory workers should be familiar with the sapro¬ 
phytic forms that might be encountered in the area 
in question and should be able to differentiate them 
from potential pathogens, such as stajrhylococci. 
Although identification of all colonies obtained in 
a study of air in an operating room is expensive 
and laborious, in an epidemic it may be advan¬ 
tageous to make such a specific identification. Air 
counts may be used more profitably as a device 
to educate operating-room personnel in the proper 


techniques to be used in reducing the bacterial 
counts of the air. Since epidemic strains of staphylo¬ 
cocci arc carried in the upper respiratory tract of 
approximately 10% of hospital personnel, it may be 
more logical to detect epidemic strains in the car¬ 
riers among the personnel rather than to search 
for them in cultures made of the air. To investigate 
the question of identification, phenolphthalein phos¬ 
phate might be included in tbc mediums (Barber 
and others, }. Path. A- Bact. 03:57, 1951). This meth¬ 
od may be useful if the organism produces coagu- 
lase, since this will result in the formation of phos¬ 
phatase which will split off the phenolphthalein 
from the phenolphthalein phosphate. Then, if the 
plate is held over fuming ammonia, the presence of 
coagulasc-positivc staphylococci will be shown by a 
pink color. 

The role of the hospital laboratory in a program 
designed for the control of cross infections within 
hospitals js an important one. The bacteriologist 
is often one of the first persons to know of an epi¬ 
demic situation and can assist in the collection of 
statistics, check the sterility of supplies, and check 
the adequacy of sterilization techniques. He is able 
to store cultures of staphylococci obtained from 
hospital-acquired infections. These could be of 
value in the event of an epidemic, since they could 
aid in determining the specific strain involved 
in the epidemic and in detecting carriers in the 
institution. 

NEURITIS OF RECURRENT 
LARYNGEAL NERATE 

To THE Editor;—A 55-ycar-old woman has an idio¬ 
pathic neuritis involving the left recurrent laryn¬ 
geal nerve. Every conceivable test has been 
carried out to determine whether pressure could 
be exerted on the recurrent laryngeal nerve both 
in the throat and in the mediastinal region. Hoiv- 
cver. all tests show absolutely negative findings, 
including tuberculin tests. She has apparently 
had this condition for two years; this would 
probably rule out the existence of mediastinal 
malignancy or a lymphoma. At the present time 
she is being treated for the resolution of a neu¬ 
ritis of the left recurrent laryngeal nerve. Her 
chief symptoms are hoarseness and periodic 
coughing, associated ivith laryngeal spasm. Sur¬ 
gical exploration of the mediastinal region has 
been considered. Please give further suggestions. 
What is the incidence of an idiopathic type of 
neuritis involving the left recurrent laryngeal 
nerve? s. W. Scorse, M.D., Joplin, Mo. 

Ansxveb.— A search for the cause of recurrent 
laryngeal nerve paralysis can sometimes be unre¬ 
warding, and the number of “idiopathic” cases has 
run as high as 30% in one large reported series. Toxic 
and inflammatory causes may account for an ad¬ 
ditional 15-20% of cases. In the situation under 
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discussion, the duration of the condition would prob¬ 
ably rule out the existence of any malignancy. 
Barium studies of the esophagus and planigrams 
of the chest and mediastinal areas might be sug¬ 
gested. If there are no findings other than the 
isolated paralysis, surgical exploration of the medi¬ 
astinum would not seem justified in view of the 
above figures. Fortunately, most of the individuals 
with unilateral vocal cord paralysis of undetermined 
cause do develop a good voice eventually, and 
their coughing episodes and laiymgospasm disap¬ 
pear. If voice reeducation is hampered by virtue 
of the position of the paralyzed cord in partial 
abduction, some t>'pe of plastic procedure can be 
performed to permit contact by the remaining mo¬ 
bile cord. 

Ansxver.— There is no entity which can be re¬ 
garded as idiopathic recurrent laryngeal neuritis. 
Instances occur in which hoarseness develops for 
no assignable reason, and it is sometimes the case 
that nothing can be found to explain the condition, 
either in local, peripheral, or central nervous sys¬ 
tem disease. It is possible that in an instance such 
as tlris the hoarseness may be the first manifestation 
of disease involving tire vagus nucleus (nucleus 
ambiguus) in the medulla, due to a local cause or 
to amyotrophic lateral sclerosis. It is also possible 
that the symptoms may be the result of involve¬ 
ment of a branch of the posterior-inferior cerebellar 
arter)'. If there are no other findings beyond those 
of hoarseness, only time can determine the cause 
in the presence of negative findings in the present 
studies. 

SILICA EXPOSURE AFTER TUBERCULOSIS 
To THE Editor:—!/ it is possible to generalize, 
should a mail who has had pulmonary tuberculo¬ 
sis adequately treated and whose disease has been 
declared arrested or cured be allowed to return to 
silica brick yard work where there is even minimal 
silica exposure hazard? Also, are there any abso¬ 
lute contraindications to prophylactic aluminum 
dust inhalation—disregarding the question of its 
value? Special reference is made to coronary 
artery disease, bronchial asthma, and arrested 
pulmonary tuberculosis. 

Fred H. McClain Jr., M.D., Mount Union, Pa. 

Answer.— The answer to tlie first question would 
have been an emphatic “no” as recently as 10 years 
ago. It seems from moi-e recent e.xperience, how¬ 
ever, that it is safe to allow workers with adequate¬ 
ly treated and inactive tuberculosis to return to 
jobs where the silica dust hazard has been con¬ 
trolled. By “controlled” is meant tliat the amount 
of ciy'stalline-free silica dust in the atmosphere is at 
all times less than 5 million particles per cubic foot 
(for particle sizes of less than 10 /i). Tlris must be 
calculated from the total dust count by knowing 


the free silica content or percentage of a given dust. 
Numerous U. S. Public Health Service surr’eys 
have shown ■ that a recognizable silicosis rvill not 
occur in the working lifetime if the silica dust 
exposure is kept below that figure. Other studies 
have shown that silica diist exposure per se does 
not appear to have a deleterious efi^ect on tuberculo¬ 
sis. Sufficient cellular reaction to the silica to be 
recognizable by chest x-ray studies must have oc¬ 
curred before the reacfivating effect becomes ap¬ 
parent. However, where there is any doubt about 
the silica dust control, the answer to this question 
still is “no.” When such a worker is returned to a job 
which has good dust control, it is advisable to con¬ 
tinue treatment with tuberculosis drugs indefinitely. 

The answer to the second question also must be 
qualified. There is no evidence that aluminum dust 
would have a harmful effect on coronary artery 
disease, but experimental animals with low viru¬ 
lence tuberculosis have shown slight progression of 
the disease after aluminum inhalation. Tliere have 
been only rare cases of such progression in humans. 
As for bronchial asthma, tliere has been no recorded 
e.xperience to this consultant’s knowledge. If the 
proponents of the use of prophylactic aluminum 
dust are correct in their theory that aluminum in¬ 
halation tends to relax bronchospasm, tlien there 
should be a beneficial rather than harmful effect 
with bronchial asthma. Proof of this is lacking, 
however. 

SYMPTOMS OF HYPOGLYCEMIA 
To THE Editor;—A thin, 38-year-oId man has had 
spontaneous hypoglycemia since 1951. His blood 
pressure is 110/72 mm. Hg. Basal metabolic rate 
is —S% and protein-bound iodine level 5 meg. 
per 100 ml. Glucose tolerance findings were as 
follows; fasting, 110 mg. %; 30 minutes, 60 mg. %; 
one hour, 60 mg. %; two hours, 58 mg. %; three 
hours, 64 mg. %; four hours, 68 mg. %; and five 
hours, 72 mg. %. No sugar was present in the 
urine. Symptoms of mental confusion, slow men¬ 
tation, lightheadedness, and negativeness were 
noted 15 minutes after the glucose tolerance test 
was begun. These symptoms also occur through¬ 
out the day every day and are completely, though 
temporarily, relieved by ingestion of carbohy¬ 
drate. One sister has renal glycosuria. A 50-Gm. 
carbohydrate diet and six feedings per day have 
not relieved the symptoms. Please suggest further 
treatment. 

Frank H. Hamilton Jr'., M.D., Charlotte, N. C. 

Answer.— The questioner does not state the metli- 
od of blood sugar level determination which was 
used. If this was the Folin-Wu method or one yield¬ 
ing similar results, then the fasting blood sugar 
value is ivithin normal limits, altliough it is a trifle 
higher than the average. Other values are at a level 
which might give rise to symptoms of hypogly- 
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comiii in a sensiliN'o individual. If the valuo.s wm* 
olitainod by l!u' Sumujiyi-Nolson or a coiniwraldo 
jiroccdnro. llx'n llu' faxlinii value is al llio upper 
limit <'f nonnal aud eonsisteul will) "inild" dialrctes. 
The Ollier values are al levels which ordinarily 
would not give rise lo hyiioglyeemic syinplonis. ll 
would he worth knowing at what lime during the 
period of symploius (which dale hack lo 19.51) 
the glucose tolerance lest was done. Was more 
than one glucose tolerance lest carried out, and, if 
so, were the results quoted lyincal of those ob¬ 
tained in other tests? Taking the findings in the 
glucose tolerance test al their face value, one 
would he douhlful of the jnesence of an islet cell 
tumor. The level after an (U'crnight period of fast¬ 
ing is somewhat above, rather than much below, the 
.average normal, and in the third, fourth, and fifth 
hours after glucose is given there is a steady, though 
slight, tendency for the blood sugar level to rkse 
spontaneously. It wmdd appear that in this patient 
the pancreas is unusually responsive lo the stimulat¬ 
ing effect of carbohydrate. Certainly a low-carbohy¬ 
drate, liberal-protein diet is indicated with the 
amount of fat at that lc\’el necessary to maintain 
proper body weight. It is possible that, with fre¬ 
quent administration of carbohydrate during the 
day to relieve sxnnptoms, the actual amount of car¬ 
bohydrate taken in 2-1 hours is much more than 
the 50 Gin. stated. No mention is made as to wheth¬ 
er In-poglyceinic episodes have occurred during the 
night or in other periods of fasting. Unless these 
have already been carried out, the following meas¬ 
ures are suggested: (1) repetition of the glucose 
tolenince test; (2) obsers'ation of the behavior of 
the blood sugar level after a prolonged fast, up to 
24 hours (this could be done by determining the 
blood sugar level after an overnight period of fast¬ 
ing, continuing to withhold food, and measuring 
the blood sugar level ever)' two or three hours until 
a full 24-hour fast has been accomplished); (3) 
attempts to relieve hypoglycemic episodes by the 
ingestion of food predominate!)' protein rather than 
carbohydrate in content; (4) use of daily medica¬ 
tion with belladonna and phenobarbital in appro¬ 
priate doses; and (5) ruling out causes other than 
hypoglycemia which might be responsible for the 
s)'mptoms. 

transfixing lumbosacral joints 

To TOE EniTon:—Whflf is the current feeling about 
the use of screws through the zygoapophtjsial 
junctiotis of L-4 and L-5, LS and S-1, and S-2 
to stabilize the lumbosacral spine? 

C. J. Kilduff, M.D., Lancaster, Pa. 

Answer.— The use of screws to transfix the facet 
joints in the lumbosacral area of the spinal column 
in conjunction with spinal fusion has been accorded 
some favor during the past 10 years. Reliable quali¬ 
fied orthopedists have used this method and re¬ 


ported their technique. Adequate follow-up studies, 
which include the use of other techniques as a con¬ 
trol, hiive not yet been published, so far as is 
known. Tims, evaluation of the use of screws to 
stabilize this portion of the spinal column as an 
adjunct in spinal fusion remains difficult. However, 
in general, the praeticc apiicars to be declining, 
even among those who advocated it original!)'. 
Certain complications have arisen, such as impinge¬ 
ment of the transfixing screw on the underlying 
nerve root as well as the usual complications in¬ 
volved in introduction of a foreign body, such as 
metal, into bone. Al best, the use of screws in this 
manner would be an adjunct to spinal fusion. The 
screws cannot fix the spinal column rigidly and 
would function only as a mechanic.al aid for bone 
grafts, placed in one of many ways po.ssible. lo 
become solid. 

FOOTBALL FOR FOURTEEN-YEAR-OLD 
BOYS 

To niK Enrron:—IV/m/ is the present consensus on 
14-year-old boys playing regular football, as op¬ 
posed to 6-man football, while they arc in high 
school? Some believe that 11-man football should 
not be played at all in high schools because of 
the frequency of epiphysial and joint injuries, 
since the bones are still growing and since an epi¬ 
physial injury may well cause retardation of 
growth in the involved extremity. The particular 
boy under consideration is in excellent health but 
is lighter than the average, weighing about 110 
lb. (49.9 kg.). He wants to play in the backfield 
because of his extreme speed, but it is felt that 
a fast runner being tackled is more likely to re¬ 
ceive injuries than a lineman. 

M.D., New York. 

Answer.— If the statistics for particular phases 
of the game are checked, it will be noted that tack¬ 
ling or being tackled accounts for high incidence 
of the injuries. Comparison of 11-man and 6-man 
football as far as injur)' incidence goes indicates 
that there are fewer sprains, strains, and bruises in 
the 6-man game but more fractures and other seri¬ 
ous injuries. The 6-man game tends to be more 
open in nature, but the element of tackling still re¬ 
mains and greater momentum is attained. The bov 
mentioned in the question is certainly not heax-)' in 
comparison to some of the players with whom he 
might compete in high school. Whether such plav- 
ers are carefully matched in terms of age, height 
and weight for their play is important in this frame¬ 
work. There has been much dispute about the haz¬ 
ard to the growth areas of the long bones durimr 
adolescence in relation to contact sports, particu¬ 
larly football. Different surveys among orthopedic 
smrgeons have elicited varying replies. While there 
is no dispute about the hazard, many feel that the 
supervised situation in high school is safer than the 
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sandlot activities in \\'liich the interested boy may 
participate if he is excluded from school participa¬ 
tion. The question as to whether a 14-year-old boy, 
presumably a ninth grader, should participate in 
tackle football involves more than a few issues. A 
few years ago, Dr. Thomas Shaffer made a study 
relating to the evaluation of the high school athlete 
for participation. He feels that maturity is a vital 
consideration in such an appraisal, 

REGIONAL ILEITIS AND PREGNANCY 
To THE Editor;—A 24-tjear-old woman has a history 
from early childhood of three or four daily bowel 
movements with mucus but no blood or cramps. 
One and a half years ago it was noted that she 
had lost weight, and on examination anemia, ele¬ 
vated sedimentation rate, and a mass about the 
diameter of a grapefruit in the right lower quad¬ 
rant were noted. X-ray studies revealed a fistula 
in the right lower quadrant connecting the recto¬ 
sigmoid, the cecum, and a loop of distal ileum. 
A narrow sinus tract about an inch long, ending 
blindly, and probably originating from the sig¬ 
moid was also noted in the left lower quadrant. 
Two or three small diverticula were also noted in 
the sigmoid and descending colon. It was noted 
on fluoroscopy, with barium enema, that the 
barium entered the cecum and loo]) of proximal 
ileum prior to entering the sigmoid. It was noted 
on upper gastrointestinal studies that barium 
entered the rectum within one and one-half 
hours. The diagnosis of regional ileitis with fistula 
involving the terminal ileum, cecum, rectosig¬ 
moid, and a more proximal loop of distal ileum 
was made, and operation was considered. How¬ 
ever, the patient became pregnant at this time 
with her first baby, and the decision was de¬ 
ferred. She had an uneventfid pregnancy, and 
during her pregnancy and since then she has had 
no diarrhea except for occasional mild episodes 
on aggravation. Her weight level, hemoglobin 
value, and state of well-being are well main¬ 
tained. A repeated barium enema (done one year 
after the original studies) showed the same find¬ 
ings, and the mass in the right lower quadrant 
has remained about the same size. Is it advisable 
to perform operation with resection at the pres¬ 
ent time with a view toward avoiding future 
flare-ups of the disease and further complica¬ 
tions, or should the conservative approach of 
icatchful waiting be taken? 

M.D., New York. 

Answer.— If the story had ended irrior to the 
patient’s pregnancy, operation would have been the 
treatment of choice—resection of tlie distal ileum, 
separation of the fistula from tlie sigmoid, and re- 
mov'al of the diseased segment of intestine. It ap¬ 
pears that, during pregnancy, there has been a good 
deal of healing of the infiammator\' process in and 


about the ileum and that the patient is now consid¬ 
erably improved from the standpoint both of her 
general well being and of her weight and her hemo¬ 
globin les'el. However, the presence of the mass 
indicates that she still has considerable difficulty. 
Because of the risk at operation and the high inci¬ 
dence of recurrence of ileitis in tliis tj'pe of individ¬ 
ual, the conservative approach of "watchful wait¬ 
ing” is entirely justified. However, if further signs 
of activity in the fistulous tract occur, resection 
should be reconsidered. 

1918 INFLUENZA EPIDEMIC COMPARED TO 
ASIAN INFLUENZA EPIDEMIC 
To THE Editor:— Please give information on the 
clinical differences between the European type 
of influenza (epidemic after World War J) ami 
the Asian type. Are there more cases of nervous 
disorder—spinal. Parkinsonism, or encephalitis 
lethargica—with the Asian type of influenza than 
with the European? 

Gottwald Schwarz, M.D., New York. 

Answer.— Compared to the A/Swine influenza 
pandemic of 1918, the A/Asian influenza pandemic 
resulted in relatively few fatalities. Excess mortality 
for influenza and pneumonia in tlie United States 
was actually less than that for several other influ¬ 
enza epidemics in the decades since 1918., No other 
pandemic or major eiDidemic of influenza has been 
so severe in terms of mortality as that of 1918. De¬ 
bate still continues as to whetlier the deaths in 1918 
were due primarily to the virus itself or to second- 
ar\' bacteria. In 1957 and 1958, only a small number 
of deaths were clearly due to the virus alone. These 
deaths were caused primarily by severe hemorrhag¬ 
ic tracheobronchitis and/or pneumonia. The major- 
it\' of the 1957-1958 influenza-associated deaths 
were caused by complicating bacterial pneumonia. 
Most nonfatal cases of Asian influenza were not 
very different from nonfatal influenza cases in 1918. 
Symptoms in both pandemics were essentially tlie 
same. Fever, headache, malaise, myalgia, cough, 
and sore throat were most often reported. Tliere ap¬ 
pear to have been more severe cases of primary 
viral hemorrhagic tracheobronchitis and pneumonia 
and more complicating bacterial pneumonias result¬ 
ing in death in 1918 than in 1957-1958. Whether 
most deaths were due to the virus itself or to bac¬ 
teria is uncertain. In both pandemics, small num¬ 
bers of cases of influenza encephalitis were report¬ 
ed. More appear to have been reirorted in 1918, but 
confirmation was not as possible in such cases then 
as it is now. It is likely that the A/Swine virus 
caused no more or no less encephalitis tlian the 
A/Asian strain. Enceirhalitis lethargica (Economos 
disease) was sometliing quite different and appar- 
entlj'^ unrelated to A/Swine influenza, although it 
did become world-wide after the influenza pandem¬ 
ic in the period just before and after 1920. 
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S.ALIVAllY GLAND TUMOU 
To Till". Eimxw.—A small Uuiior located rfg/if at the 
anterior aifmilc urar the hone was removed, 
idth the facial nerve and some of parotid {>Umd 
left, roar days after operatimi the pathologist 
reported the tumor to he a mucoepidermoid car¬ 
cinoma ill the upper grade of malignancy with a 
tendency to metastasize. The patient is over 72 
years of age. Is surgery indicated? Should the 
whole parotid gland have been removed and the 
facial nerve cut? Shotdd x-ray treatment he giocn? 

M.D., Georgia. 

.Answku.— Sevonil general principlc.s are applica¬ 
ble when ibc surgeon is confroiilccl with a swelling 
or tumor mass of unknown nature in the parotid 
area. First, he should consider that the tumor is 
po.ssihly, as it was in this ease, carcinomatous. Sec¬ 
ond, it should he recognized that, in their early 
stages, some malignant tumors give no clue tliat they 
arc in fact malignant. The surgery should be de¬ 
signed to encompass tim tumor with a surrounding 
mass of normal salivary gland tissue. If this can be 
accomplished without injurs' to the facial ners'c it 
svill sufiice in many instances. If this was done in the 
case reported, this consultant would recommend no 
further treatment at this time. Most salivars’ gland 
tumors arc moderately radiation-resistant, and it is 
not ads'isablc to use x-ray theraisy as a routine post¬ 
operative measure. 

DEGENERATION OF THE TEETH 
To THE Enrron:—Js there any beneficial effect of 
the combined use of estrogens and androgens for 
treatment of degeneration of teeth? Mainly, is 
such treatment as effective as in osteoporosis of 
senility in the laying down of new bony matrix? 
Murray Russell, M.D., Garden Grove, Calif. 

Answer.— It is assumed that “degeneration of 
teetlr” refers to the loss of supporting alveolar bone 
as is seen in periodontal disease. If this is so, there 
is no indieation in the literature or elsewhere that 
the use of estrogens and androgens would be of any 
value in restoring the destroyed supporting bone. 

IODINE AND ACNE 

To THE Editor:— 7n a high school health textbook, 
a footnote says, “Teenagers who have pimples 
should avoid iodized salt.” Is there a medical 
basis for such a statement? 

Fred H. Wiechman, M.D., Jacksonville, Fla. 

Ansxver.— Most dermatologists agree that there 
is a medical basis for this statement. Iodine in itself 
may cause an acneiform eruption. It is recognized 
that often the ingestion of iodine results in the 
exacerbation of a preexisting acne vulgaris. This 
is believed to be due to the excretion of the iodine 


through the .skin with irritation of the pilosebaceous 
apparatus, a structure whicli might be termed the 
“shock-organ" in acne vulgaris. Iodine may enter the 
.system from sources other than iodized salt. Some 
of the more common ones include fish and sea 
foods, medication taken internally or applied local¬ 
ly, vegetables grown in a soil with a high iodine 
content, or drinking water. Many patients’ acne 
gets worse when they move to the sea coast be¬ 
cause of the latter source of iodine. Bromine lias 
the same deleterious effect on acne as does iodine, 
but the other halogens, chlorine and fluorine, do 
not cause an aggravation of this condition. 

TREATMENT OF MILIA 

To THE Editor:—A n 18-year-old girl has what .she 
thinks is acne. Actually, she has a good many 
milia (whiteheads) rather than comedones. These 
were small and primarily over the malar region. 
In addition, she had a few scaly-appearing seb¬ 
orrheic areas. Her face was rather oily. She had 
no dandruff particularly. What medicament icould 
be effective in the treatment of these whitish 
small papules? Incidentally, these are rather firm 
and do not secrete fluid of any kind. Would der¬ 
mal abrasion be justified? ^.D., Alabama. 

Answer.— Planing frequent!)' causes the formation 
of milia itself, so tin’s treatment would not be indi¬ 
cated in this patient. Dermal abrasion does not ex¬ 
tend sufficiently deep to remove the adnexa of the 
skin. Deeper planing may result in scarring that 
would be more objectionable than the "whiteheads” 
and more difficult to eradicate. The best treatment 
for this condition is a tedious one, involving nee¬ 
dling of each milium under sterile technique and 
e.\pressing the contents carefully and completelv 
with a comedone extractor. Treatment of the seb¬ 
orrheic areas witli a 3% sulfur precipitate and 3% 
salicylic acid cream would be indicated also. 

recurrent INFECTIOUS 

MONONUCLEOSIS 

To THE Editor:—H auc there been any reported 
cases of infectious mononucleosis occurring a sec¬ 
ond time—not as a recurrence of the initial illness 
—in the same person? Could infectious mononu¬ 
cleosis be followed or accompanied by infectious 

M.D., Illinois. 

Answer.- The degree of immunity conferred by 
an attack of infectious mononucleosis is undeter¬ 
mined. However, even in communicable diseases 
known to produce a strong immunity after an at¬ 
tack, occasionally second attacks do occur in certain 
individuals. The mechanisms of bacterial or wal 
synergism or interference are not too well known 
but the coexistence of two infectious diseases is in 
general, a rare event. Liver involvement, ssith or 
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witliout jaundice, occurs in a high proportion of 
patients with infectious mononucleosis, as showm by 
abnormal results in liver function tests. The possi¬ 
bility of confusing infectious mononucleosis with 
infectious hepatitis is especially likely in view of the 
lymirhocytosis \\'hich frequenth' accompanies the 
latter disease. 

ASTHMA AND SEDIMENTATION RATE 
To THE Editor:—A patient has an erythrocyte sedi¬ 
mentation rate of 30 mm. per hour. He has had 
bronchial asthma and some bronchiectasis for 
several years. As far as can be determined, there 
is nothing to indicate an infection anywhere. 
Could the presence of asthma and/or bronchiec¬ 
tasis account for the increased sedimentation 
rate? 

Clyde K. Walter, M.D., Canfield, Ohio. 

Answer.— On the basis of the facts iiresented, all 
that can be said is that the erythrocyte sedimenta¬ 
tion rate of 30 mm. per hour (assuming that the test 
was performed by the Westergren technique) could 
be accounted for by tlie diseases mentioned, al¬ 
though the moderate elevation may be caused by 
some other process. Chronic, none.xtensive bron¬ 
chiectasis and asthma as a rule do not cause in¬ 
creases in the sedimentation rate, but during ex¬ 
acerbations the rate frequentl)’ increases. 

IMMUNOLOGY OF SMALLPOX 
VACCINATION 

To THE Editor:—IV/« it is the mechanism of protec¬ 
tive action of vaccination against smallpox? Is it 
a system of antibodies or some other effect of the 
cowpox vaccine? m.D., Illinois. 

Answ'Eh.— The relationship between the viruses 
of smallpox, alastrim, vaccinia, cossqiox, and ectro- 
melia is a close one, and a great deal of cross pro¬ 
tection, sometimes complete, occurs iietween them. 
No difference is detectable between smallpox and 
alastrim. Vaccinia virus closely resembles smallpox 
virus, while cow'pox virus, on the other hand, is 
more closely related to the virus of ectromelia. It 
seems probable that the present strains of vaccinia 
virus are derived from smallpox rather than from 
cowpox. The immunological mechanisms of protec¬ 
tion are the usual ones, consisting of neutralizing 
virucidal antibodies and agglutinins, precipitins, 
and complement-fixing and antihemagglutinating 
bodies. 

CHLOROPHYLLINS 

To THE Editor:-A re chlorophyllins harmful in 
any way? M.D., Alabama. 

A^■s^\'ER.—Chlorophyllins are water-soluble de- 
rivati\’es of chlorophyll, tlie green coloring matter 
"f plants. They are prepared commercially by sa¬ 


ponification of a source of chlorophyll, such as al¬ 
falfa, and by replacement of the magnesium present 
in the original chlorophyll molecule by another 
metal, usually copper, to give a more stable com¬ 
pound. The chlorophyllin used in deodorant prepa¬ 
rations and described as potassium sodium copper 
chlorophyllin apparently is not a pure product. The 
question has been raised as to whether the copper 
present in this preparation is a potential source 
of toxicity. However, the copper in the complex is 
so firmly bound to the chlorophyll moiety that 
metallic poisoning would not occur unless an excess 
of copper were present. 

PREGNANCY AND BREAST CARCINOMA 
To THE Editor:— Are further pregnancies contra¬ 
indicated in a woman tvho has had carcinoma of 
the breast, duct type, for which radical mastec¬ 
tomy of the left breast and simple mastectomy of 
the right breast were done? 

R. A. Btissabarger, M.D., Raymond, Wash. 

Answer.— There are some surgeons and roentgen¬ 
ologists who believe it is dangerous for a woman 
who has had an operation for carcinoma of the 
breast to become pregnant again. The reason for 
this is that in several instances pregnancy and/or 
lactation seemed to have induced recurrences. 
However, this consultant believes that, if this pa¬ 
tient remains well for three years without evidence 
of recurrence or metastases, she may bear more 
children. 

TYPHOID BOOSTER IMMUNIZATIONS 
To the Editor:— if dm; often is an intradcrmal 
typhoid-paratyphoid booster dose needed after 
an initial series of three 0.1-cc. injections at week¬ 
ly intervals? 

IV. M. Fowlkes Jr., M.D., Wendell, N. C. 

Answ'er.—A n intradermally giv'en booster dose 
every three years is sufficient under “normal” cir¬ 
cumstances. However, persons exposed to heavy 
risks of infection, i. e., living in areas where typhoid 
is endemic, should get a booster injection everj' 
year. 

SMOKING AND VITAMINS 
To the Editor:—IV/ mt is the effect on vitamin me¬ 
tabolism, especially that of the vitamin B complex 
group and vitamin C, in the human body in an 
individual who smokes and inhales 20-40 ciga¬ 
rettes a day? 

W. Forrester Maley, M.D., Chicago. 

Answer.— This consultant is unaware of any evi¬ 
dence indicating that cigarette smoking has an ad- 
- verse effect on the body’s abilitj’ to utilize vitamins. 
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AGING : See Old Age 
AIR 

borne Ions, negative. Inhalation proposed for 
asthma, hay fever, and other conditions, 
1059 

uyst.s, postpneumonic pseudo, In children, 
(Schlager) 1817—ab 

flow resistance, effect on ventilation and res¬ 
piratory muscle activity. [Fink & others) 
•2245 

"plates” and control of hospital Infections, 
2329 

pollen sampling stations, N. Y., 910 
pollution and lung cancer, Belgium. 2107 
AIR FORCE: See Aviation, U. S. Air Force 
AIRPLANES: See Aviation 
ALABAMA 

community medical rating survey, (Council 
survey) 1378 

placement surv’ey, doctors and communities 
rated In, (Medicine at Work) 777 
ALBAMYCIN: See Novobiocin 
ALCOHOL 

driving and. United Kingdom, 2175 
gasserian injection for tic douloureux, [Ecker] 
119—ab 

In Blood: See Blood 

Induced pain In Hodgkin's disease, [Braun &' 
ESchnlder) *1882 

sensitivity In Hodgkin's disease, (Tweeddale) 
1812—ah 

vaporized, fire hazards, (reply) (Kneedler) 
984 

ALCOHOLTS5I 

acute and chronic, serum transaminase activ¬ 
ity in, (Bang Sc others] *150 
A. M. A. Committee on, annual report, 1053 
chemical tests for, annual report, 1040 
deficiency encephalopathies In, [Lapreslej 
827—ab 

fight against, fellowship centers and outpa¬ 
tient clinics, (Medicine at Work) 1895 
handwriting, speech and beliavlor changes In. 

(Committee report) [Bogen] 48 
Interpret tests for, (Committee report) (Tur¬ 
ner others] *1359 

legal validity of breath tests, Canada, 2290 
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ALCOHOLISM—Contimicd 

Ontario Alcoholism Research Foundation re¬ 
ports, 1679; 2291 
psychoses in. Sweden. 2294 
“scrap Iron" intoxication, [Gadsden others] 
*1220 

treatment, adjunctive, hallucinogenic drugs, 
[Smith] 2068—ah 

treatment, citrated calcium carblmlde, [Mltch- 
ell) *2008 

treatment, dlsulfiram; toxic effects, [Rathod] 
206S—ab 

treatment of delirium tremens, hydroxydlone 

treatment, promazine, arterial thrombosis with 
gangrene after, [Opinsky & others] *1224 
AhPIKAMlDE: See 1‘yrazinaniide 
ALDOSTERONE 

production, excessive In child with adreno¬ 
cortical carcinoma and Cushing’s syndrome, 
[Jackson] 1701—ab 
ALDOSTERONISM 

correlate hyperaldosteronism and cardlovaa- 
cular congestive decompensation, Cdl Perrl] 
975—ah 

primary, vs. primary renal hypokalemia, [Ai¬ 
sled] 1578—ab 

treatment, current status, [Council report) 
[Thom A* others] *2130 
ALESON COMMITTEE report, A. M- A. action 
on, 2149 

ALlDASE: See Hvaluronidase 
ALKALI 

therapy with PAS, 2082 
ALLERGY 

alcohol, in Hodgkin’s disease, [Twecddale] 
1812—ah 

anaplij’la.vls during genera! anesthesia impos¬ 
sible? 1958 

antibiotic. [Herrell] *1875 
awards to medical students, 298 
cause of progressive myopia? 1837 
ronjunctlvUIs, percentage of epinephrine ab¬ 
sorbed systematically from eye, 1832 
descnsltlzatlon, especially against iiorse se¬ 
rum, S43 

dog dander and asthma, (replies) [Howard: 

and original consultant] 1170 
expand Puke Vnlverslty’s training program, 
420 

hard-shelled clams, 982 
hazards of therapy in respiratory disease. 
' [Sherman] *1866 

house-dust, respiratory: clinical entity in 
pediatrics, IMande] 1720—ab 
nickel desensUizalion, method, 1731 
! »!■: . 1 ' ; •■‘.Me? 1295 

hr.el, 2044 

‘ •• ‘‘m . ‘x • study, (repiyi 

(.CoupeX'i —C 

lienlclllin In poliomyelitis vaccine, sensitivity 
to, Ynlled Kingdom, 2046 
penicllUnase, 2207 

seasonal allergic rhinitis, incidence of com¬ 
plications aher antihistamine thertipy com¬ 
pared to hyposensitization, 2208 
»;ulf3niPthoxv»vHdazlne, cutaneous reactions, 
[Lindsay] 2073— ab 

tranuullizing drugs. [Hollister] 9C4—ab 
wheal at tuhercuUn P. P. D. test site asso¬ 
ciated with asthmatic attack, 1424 
ALOPECIA 

etiology * dexlran sulfate, Yniled Kingdom, 
167:1029, June 21. 1958; (correction) 168: 
81. Sept. C. 1958 

etiology; nylon. United Kingdom, 1928 
etiology: warfarin sodium, 1169 
of heard in multiple sclerosis, 1423 
thinning of hair in women, cause, treatment, 
137 

universalis with nail changes, treatment, prog¬ 
nosis, 1837 

ALfsEROXYLON: See Rauwolfla serpentina 
AI,TITUnE 

high, study of pregnancy at, 299 
ALUDRINE: See Isoproterenol 
ALUMINUM 

hydroxide and dietary phosphorus, 1838 
AMBLYOPIA 

dissolving i*orneaI opacities in 79-year-old 
woman with diabetes, 138 
cx anopsia, prognosis, glasses indicated? 1732 
tobacco, and vitamin Bis, United Kingdom, 
435 

AMKBIASIS 

broad-spectnim amebicldc, Brazil, 1254 
rectum biopsy in diagnosis of amebic colitis, 
[Juniper] 127—ab 
treatment: bacitracin, India, 1926 
treatment: phenanlhrollnequinone derivatives, 
India, 803; (11,925) 1C80 
AMENORRHEA 

secondary, and oligohypomenorrhea, incidence 
of spontaneous cure, [Westman] 2313—ab 
AMERICAN: See also list of Societies at end 
of letter S 

Academy of Neurological Suixery, meeting re¬ 
port, Canada, 2292 




AMERICAN—Continued 

Association for Advancement of Science pub¬ 
lishes proceedings of A. M. A. symposium 
on human Integument, 1062 
Bar Association, (A. M. A.'Ual8on committee, 
report of) 5T; 1043; (comments on film, 
“Jfan Who Didn't Walk") [Medicine and 
the Law] 72 

Boards, (restrictive effect of certification on 
medical practice, A. M. A', resolution on) 
65; (requirements for cettlflcatlon, annual 
report) 658: (A. M. A. resolution on crea¬ 
tion of Board of General Practice) 897 
rliizens, basic medical rigbls of, A. M. A. 
resolution on, 69 

Dietetic Association, A. M. A. co-sponsoring 
committee on gastrointestinal dietary ther¬ 
apy with, 1058 

Drug Manufacturers Association, Liaison 
Committee of, A. M.'A. report on, 1073 
Hospital Association (A. M. A., liaison com- 
miUee report) 57; (recommends all hos¬ 
pitals set up joint conference committees) 
1233; (guides for health services In hos¬ 
pitals by A. M. A. and) [Felton] *1854 
looks at National Health Service, United 
Kingdom, 317 

Medical Directory, (circulation, annual re¬ 
port on) 1083; (20th edition available) 
1232; (revision of categories) 1901 
Nursing Horae Association, A. M. A’, liaison, 
annual report, 1115 

Optometric Association wants amendment to 
Social Security Act, 2 A. M. A. letters to 
Congress on, 291 

retirement plan. A, M. A. action on, 56 
School Health Association presents Howe 
Honor Award to Dr. Bauer, 1663 
surgeons visit Oslo, Norway, 310 
urology’s obligation to the world, [BarneS] 
•750 

AMERICAN MEDICAL ASSOCIATION 
activities in second half of 1958, highlights 
of, (President’s page) 1786 
ad hoc Committee on Atomic Medicine and 
Ionizing Radiation, new, 56; 1059; [Medi¬ 
cine at Work] 1370 

ad hoc Committee on Medical Services for 
Construction Projects, guide, 1067; 1901 
American Bar Association liaison, (report) 
57; (comments on film: “Man NlTio Didn't 
Walk") [Medicine and the Law] 72 
Ameclcau Hospital Association liaison, 57 ;• 
(guides for health services in hospitals) 
CFeitonl *1854 

American Nursing Home Association, Liaison 
Committee, annual report, 1115 
annual and clinical meetings, places and 
dates, 63; 1039 

Annual Congress on Medical Education and 
Licensure, (annual report on) 1090; (life¬ 
long study Is keynote) [Medicine at Work] 
1369; 1899 ■ 

Annual Reports, October 25, p. 1039 
Assoclatlou of American Medical Colleges 
liaison, 1471 

Atlantic City meeting, 1959, (program plans) 
1553; (section meetings) 1991 
award to CBS for broadcasts of San Francisco 
meeting, (photo) 193 

Awards and Citations at San Francisco Meet¬ 
ing, 53; (for Scientific Exhibits) 900; 1073; 
(to Mrs. Sewell) 1054 

Board of Trustees, (attendance of Immediate 
Past-President at meetings, resolution on) 
70; (annual report) 1039; (endorsed liaison 
with medical schools) 1232; (endorsed 
recommendation for hospital joint confer¬ 
ence committees) 1233; (Dr. W. ‘ L. Ball 
appointed to) 2150 

Bureau of Medical Economic Research, (vol¬ 
untary health Insurance for retired persons) 
[Polncr] *194; (reviews book on medical 
care) [Bornet] *2025 
Business Manager, report, 1081 
bylaw changes regarding Scientific Assembly. 
1117 

Commission on Jledical Care Plans, (societies 
getting Fart 2 of final report of) [Medicine 
at Work] 1367; (report on) 2149 
Commission on National Emergency Medical ' 
Care Plan, evaluate task force material In 
study, IMediclne at Work] 773 
committee appointments, 53 
Committee on Federal Medical Services/ VA 
insurance cases, 905; 2150 
Committee on Indigent Care, plans study of 
state programs. [Medicine at Work] 1893 
Committee on Influenza, announcement, 1234 
Committee on Injury In Sports, safety in 
sports, [Medicine at Work] 774 
Committee on Insurance and Prepayment 
Plans, new, [Medicine at Work] 1370 
Committee on Maternal arid Child Care, Con¬ 
ference on Perinatal Mortality and Morbid¬ 
ity Study Programs, 1554 
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Committee on Medical Care for Indudrlal 
Workers, (preliminary guide for njeasurinc ^ 
work absence) 904 ; 1066; 1112; mo (sm. 
vey of union health centers) 901; 1066;'’ 
1112; 1234 ; (study mobile employee besllh ^ 
units) 1898 

Committee on Medical Rating of Thyricdl ' 
Impairment, visual system, 414-E: (rmrll 
*475 ' ^ 

Committee on Medicolegal Problems, (hand- " 
writing, speech, and behavior cljange.? Jn • 
■U' pnt les\s lor Inioi- ' 

; ,• > |'l ' -‘rs] *1359 ■ 

i t .- ■■,:•!<. 1 .. I'r : ■■ for General Pne* ' 

tlce, progress report submitted by, H?l 
Committee to Study A.M.A. Objectives and 
Basic Programs, A.M.A. action on, 63; 2119 
constituent member, application of Virgin 
Islands Medical Society, 55 
cooperation with Sears-Roebuck Foundatli'n. 
brochure on Business Side of iledlcal Prac¬ 
tice, 818; 935 ; 1155; 1262;, 1491; 1691; ' 
J800; 1932; 2050; 2176; (annual reporU 
1114 

Council on Drugs, symposium-panel on u^e 
and abuse of adrenal steroids, program, 41 , 
Council on Foods and Nutrition, (symposium • 
on factors involved In formation and disease 
of bone, program) 520; (announce clinical 
nutrition fellowships) 768; (symposium on 
nutrition in pregnancy) (StearnsJ •ICjV, 
[Hepner] ♦1774; [Warkany] *202(1; {)Ic* 
Ganity & others] *2138; [Macy] *2265 
Council on Industrial Health, (asked pennh* 
sion to set up Committee for Ctassiflcatton of _ 
Fneumoeoniose.-*) 1067; (guide for medical ' 
services for construction projects) lOfi*; ; 
im 

Counc[l on Medical Education and HospltaU. ; 
(report on residencies and Internships ap¬ 
proved) 58; (directory of approved Intern- , 
ships and residencies} 521; 694-E; (Dr. - 
Blish appointed to field staff) 695; (annual 
report on medical education) 1459 (supports 
development of additional facilities for bask 
medical education) 1470 
Council on Medical Service, (Dr. Mulholland 
resigns) 55; (action on report ©0 58; 
(curtailment of Medicare programs) 686; 
(abstracts on work absence) 1019 —E; H3U 
(Committee reorganization) 1100; (mens 
with '’3rd party" medical chleCsl CMedklnr 
at Work] 1366; (Alabama community , 
leal rating survey) 1378; (conference en 
perinatal mortality and morbidity program; 
Iiealth programs for senior citizens) lwl5 
(indigent medical care in 1958) 2151 
Council on Mental Health, ‘medical use of 
hypnosis, 186 , . , . 

Council on National Defense, (phyriclan< 
subject to draft call In 1959) 906; (survey 
of physicians separated from active raUltarj 
service) 1904 , „ 

Council on Rural Health, expanding clialkuee* • 
[Medicine at Work] 776 ^ , 

Councils, and Committees, listing constltueu* 
medical societies by, resolution on, 71 
delegate retires. Dr. W, E. Vest, of HunlinP' ^ 
ton, W. Va.; Dr. C. A. Hoffman succeed-* 
him. 292 

delegates, new', introduction at San Franchco. 
Si 

Directory: See American Medical directory 
Distinguished Service Award, urge membe.. 

to submit nominations, 1039 
division (special) on long-range luannms. 

resolution, 70 . 

dues, limitations of exemptions for resWents. 

resolution on, 66 , ^ ^ ^ r,i 

election of affiliate members and omeers, <>-» 

financial statement reviewed, 56 

General Practitioner award, 
open) 1154; (award to Dr. L. A. Coin . 
pUotoa) 2U7~E; 2274 ' 

grants-in-aiO, annual report, 1060 . 

group practices, list compiled by, [Jiedic 
at Work] 1367 

giiests, distinguished, at San Francisco m 

guides for evaluation of management »aJ 
union iiealtli centers, report on, Iiii 
House of Delegates, (abstract ?!, 
of San Francisco Sleetlngl aj, 
and officers who died) 54; (lOe? 
mailed) .53: (members) 102 j, (Kcfcrein^ 
Committees) 102C: (meetings at Jnnne ^ 
apolls) 1028 , 

Immunliatlon guide in industry 
pared by. fMedicinc at Wotk] 189» 
Industrial Exhibition. Minneapolis meeting. 
Il22 ' 

Joint Committee on Mental Health /“‘ly’2) 
troubled employee, (Medicine at 
[Golln] 1371; 1377-E , , 

Joint meetings with other national tu 
as’^ociatlons, resolution on, 68 
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IRICAN MKinCAI. ASSOriATION— 

Contliuietl 

Im'rnal. (dmnKt' of niUUo'tH for mniuiii;) : 
JW; 2!>2; 2147-K; (aiinunl report) 103n: 
(correction) lofit; (report on npeelnl cdlUnn 
on rlhJrs) 10S5J (uniisnnl meOlrnl quP5- 
llonv new rolumn) 1421: (I'dltor, Dr. 
Smith restpu’^, resolution commemllni; him) 

■ 21S0 

Jutliclsl roimcll, (ethlcnl Interpretations nml 
matters relallnR to membership, annunl 
V report on) lOSC.; (opinions of) 1555 
‘uriMstlve system to ho evnUmted, resolution 
on, 

Mtcr reirardlnK conforonecs on nplni;, from 
Pr. lUaslncame to Ih S. Senate, Opr> 

•tiers to ronpress roimrdlnn request of op- 
tomctrlHts for nmeiulmont of Social Security 

let, 291 

ledlatlon coinmltlee, consider ostnhltslunent 
of. resolution on. 67 
lumbers, nthllnte, election of, 611 
tembershlp, (service members, reserve officers 
In Imlian service) 50: (resolution of use of 
stamp) ri; (nnnunl report on records) 
ICS!: (for V. A. phy.sleinns) 1117; (ethical 
Interprclftllnn nnd matters rclallnc to) 10S6 ; 
(service membcr.s. resolution on) 2150 
iinneapoKs CUnlcat Meeting, (prn^rram) 102.5: 
(Industrial exhlhUlon) 1122; (reports of) 
I6fil-K; 1662; (hlchllphls) SNS; (.scenes 
from) 2274-2276 

Motion rieUirc Idhrary, new films added, 058: 
M02; 169.5; 19.5.5 
r\KS, reports on, 5.8; 1012 
dicers, (election of) 65; (list of) 1027; (re¬ 
ports) 1050 

ast-Prcsldcnt at rocetliiRs of llo.ard of Trus¬ 
tees, resolution on, 70 
jreonnci, chances in at liendqunricrs, 695 
hlhdclplda Clinical Mcctlnc, annual report 
on, 107.5 

dley on medical care for IndlRcnt In 1058, 

(Council report) 2151 

‘llcy on veterans' medical care, 1105 

•ellmlnary culde for mcasurlnc work ahseneo 

due to Illness nnd Injury, report on, 1112; 

12.50 

resident, address of, San Vrnnclsco mcctlnc, 
55 

rebldent-Klcct, nddrc.ss of at San Francisco 
mcctlnc, 55 

resident’s pace, monthly messace, 416; 1020 : 
1786: 2273 

rlnclple.s of Medical Fthlcs: See Kthlca, 
Medical 

reccedfngs of San Francisco Meeting, 53 
iMlcallons, consultation with Interested sec¬ 
tions. resolution on, 71 
Clstratfon at 31tnncapolls. 1028 
orcanlzatlon. study of Ilellcr Iteport, Gl; 
2039; 2149 
fert of officers, 1039 

solutions on .... 56; 64-71; 2149: 2150 
in Francisco Meeting, (abstract of procced- 
Incs) 53; (reports on) 896; 1074 
rientifle Assembly. (Bylaw chances recard- 
Inc) GO; 63; 1117 (Sections report of San 
Francisco meellnc) 896 ; (creat "show and 
tell” sessions) fJledlcIne at IVork] 1363 
Icntlfic Exhibits, (at San Francisco, awards 
for) 900 ; (at Minneapolis) 1034 
lentlflc journals circulation, 1083 
Icntlfic procram at Minneapolis meetlnc. 
1030 

Jcretary, report of, at San Francisco, 55 

jctlon awards at San Francisco, 901 

rcUon on General Practice, (Chairman's 

address) [^IcA^thu^] *1740 

action on Military Medicine, (Chairman's 

address) [Hays] *254 

?cllon on Obstetrics and Gynecolocy wants 
representation on Joint Commission on 
Accreditation of -Hospitals, resolution on, 
898 

ictlon on Pediatrics, (Chairman’s address) 
iWheatleyJ *856; (reply) [DeBncker] 
1929-C 

JCtlon on Preventive Medicine, (Chairman’s 
address) [Underwood] *1000 
Jctlon on Urology, (Chairman’s address) 
[Barnes] *750 

ccllons of Scientific Assembly, report of 
San Francisco meeting, 896 
statement regarding appropriation for military 
^dependents before Senate committee, 1551 - 
"Statement regarding number of hospital beds 
to be authorized In VA facilities before 
House committee, 191 
Student A. M. A.: See Students, Medical 
suggested guides for medical society sponsored 
voluntary prepayment medical benefit plans, 
annual report on, 1116 
Washington Office, (evaluation, resolution on) * 
69; (annual report) 1048 
Woman's Auxiliary: See Woman's Auxiliary 
AMIDOPYRINE: See Amlnopyrlne 


AMINES 

pressur, In shock of myocnrUlnl Infarction, 
(Council report) (Sclzcr A Kytnnd] *762 
AMINO ACIDS: Sec also apcclfic acids ns 
Phcnylnlanlno 

plasma. In mallgnaney. Imlln, 2168 
p - AMINO - DKNZOLSUIiFONAMIDO ■ PHENYL- 
PYUA'/.OL 

long-acting sulfonamldo, clinical experiences 
with, IKHseUler) 1722—ah 
A-AMINOLEVULIC ACID 
nrlnnry, In dllTcrcnt lypr.** «f porphyria, 
[llncgcrl 21H1—ah 

l.AMlNO-.V*»» METlfVL PTEICOYLGLUTAMIC 
ACID 

treatment of choriocarcinoma and related 
trophoblastic tumors In women, [Hertz & 
others] *815: 8H1-K 
AMINOPllEUASK: See Transaminase 
AMlNOPYltINE 

prednisone with: Pyrncortlnc, India, 2043 
loxlc agent In etiology of leukemia, [Schciicr- 
Knrpln] 1265—ah 
AMINOSALICYLIC ACID (PAS) 
phenyl ester of (Tebnmin). clinical studies, 
ITorntngl 1281—ah 
treatment, alkali with, 2082 
treatment plus Isonlazld and streptomycin in 
urogenital inhcrculosls, [Huiihsoii] 1720—ah 
AMMONIA: See also Blood ammonia 
Intoxication In cirrhosis after chlorothiazide 
therapy. fMagld * others] *35 
AMNIOTIC FLUID 

maternal deotli due. to pulmonary embolism 
by. (Caronel 2314—ah 
-AMPHETAMINE 

athletes and performance, (Sfedkine at Work] 
77.5; (A. M. A, committee to continue study) 
2150 

toxicity: psychosis. United Kingdom, 201G 
AMPHOTEKICIN B 

treatment of eryptococcal meningitis, [Ilubln] 

. 1272—ab 
A.>n‘UI,LA OF VATER 
adenocarcinoma, primary.- [Hayden] 218—ab 
A.MYLOinoSIS 
of heart, [Mulligan] 348—ab 
primary, of ureter, [Andreas] 4CG—ab 
relation to collagen disease, [TelJum] 2813—ab 
ANALGESIA' 

anllcrldlnc hydrochloride as, (Thcrlcn A* 
others! *2098 

halaneod, for poor-risk patient tindcrgolng 
thor.aclc surgery, (Santos A Sweet] *1977 
congenital, generalized, [Lamy] 464—ab 
obstetric, pulmonary hyaline membrane con¬ 
tamination by fluid of birth canal In rab¬ 
bits, [Snyder] 120—ab 
promethazine In obstctrlc.s, (Carroll & Moir] 
•2218 


ANAPHYLAXIS: See Allergy 
ANASARCA 

edema, polyserositis and. anomalous case of, 
. [Rountree & others] *411 
ANATOMY 

Gray’s Anatomy, centenary celebrated. United 
Kingdom, 1152 

inadequate .supply of anatomical material, 
1502 

ANCYJ.O.STOMIASIS 

brazlUensls, creeping eruption, [van Zeben] 
833—nb 
ANDROGENS 

testosterone euanthnte, high doses for cancer 
of cervix, [Rossi] 1584—ab 
testosterone euanthate In palliative treatment 
of genital cancer, [Glornellll 1583—ab 
testosterone propionate and castration for 
breast carcinoma, [Nogues] 713—ab » 

treatment of mammary cancer In women, 
[^’’accatoj 950—ab; (sex chromatin in cell 
nucleus) [Eblers] 1161—ab 
treatment plus estrogens for degeneration of 
teeth? 2333 

treatment (topical) in vulvar kraurosls-leu- 
koplukla syndrome, [Blehardson] 2312—ab 
ANEMIA 

after subtotal gastrectomy, [van Geertrviyden] 
217—ab 

aplastic, 50 cases, [Mohlcr] 12G4—ab‘ 
arcgeneratlve, with benign thymoma, [Clark¬ 
son] 1403—ab 

chronic, simple, treatment, 227 
Cooley’s: See Leptocytosls 
erythremlc myelosis and familial thalassemia, 
[Olshln] 1281—ab 

hemolytic and hypochromic, and elevated cold 
agglutinins in child, (Diagnostic Problems) 
[Kushner & Szanto] *1013 
hypochromic, ferrous succinate for, India, 
1151 


hypochromic. In hiatus. hernia confused with 
angina pectoris, (replies) - [Schaus; and 
original consultant] 228 
In pregnancy, (United Kingdom) 923; (Iron- 
deflclency, prophylaxis) [Kerr] 1939—ab 
Mediterranean: See Leptocytosls 


ANEMIA—Continued 

sickle cell, role of spleen and effect of 
aplcneclomy In, [Sprague] 224—ab 
splenic pancytopenia, primary; dramatic effect 
of splciicetomy, [Topic] 2188—ab 
ANEMIA, l»ERNICIOUS 
diagnosis. Schilling test In, [Abels] 442—ah 
diagnostic value of radioactive vitamin Bi:;, 
[Pitney] 442—ah 

Intrlnsle-foctor-lnhlblllng substance In senim 
after oral treatment, [Schwartz] 943—ab 
treatment, intrinsic factor plu.s vitamin Biv, 
[Crolzat] 1580—ah 

treatment, vitamin Ilia, administration and 
dosage, 1836 
ANE.STHESIA 
better, Norway, 923 

complications: cardiac arrest, (R-wave moni¬ 
tor to detect) fVelliig] *75.3; (problem of) 
[McCnrthy] *2101 

cyclopropane, manual and mechanical control 
of ventilation during, [Wester & others] 
•2219 

death due to change of. United IClngdom, 1027 
clectroenceplialograpby to control depth, 
[Bakulev] 1164—nb 

emphy.seniatous patient and, [Nunn] 974—ab 
factor In decline of maternal mortality, 
[Klein A Clnhr] *237 

general, anaphylaxis Impossible during? 19,‘)8 
general, complications of endotracheal Intu¬ 
bation. [Hnmelhcrg & others] *1959 
Iatrogenic disease and, [Dundee] 974—ab 
Intraosseous, In operations on extremities, 
fOkhotsky] 1823—ab ^ 

light cooling as adjunct In poor risk patients, 
[Brewer] 1588—ab 

local, absorption, [Campbell & Adrianl] *873 
local, la heat sterilization a necessity? [Brl- 
denhaiigh A >Ioore] *1334 
potentiated, new Soviet tlrug.s, [Kazansky] 
1824—ab 

problems In cardiopulmonary bypass for open 
hc/irt surgery. [Keats] 328.9—ab 
regional, reappraisal, [Bonlca] *734 
single lung, In surgery, [Zhorov] 1417—ab 
spinal, nrnchnoldltls, nnd paraplegia, [Joseph 
A Denson] *1330 

spinal, electromyogram • to evaluate neuro¬ 
logical complications of, [Marlnaecl A 
Cour\'inc] *1537 

spinal, from surgeon’s standpoint, [Scar¬ 
borough] *1.324 

spinal, pharmacology of compounds used, 
fFeatlj^^rsthnc] *1527 
ANEURYS>r 

arterial, splenic, [Ward-McQuald] 824—nb; 

(mplured) [James] 825—ab 
congenital, of aortic sinuses, prognosis, [Da- 
vldsen] 115—ab 

intracranial arteriovenous, effect on cardio¬ 
vascular system, [HbGk] .335—ab 
of Internal carotid artery nnd Its bifurcation, 
surgery for, [Bjorkesten] 450—ab 
of middle cerebral artery, [Bjorkesten] 1712 
—ab 

traumatic, 'of thoracic aorta, acute and 
chronic, roentgen diagnosis, [Steinberg] 
973—ab 

ANGINA PECTORIS 

assay of nntlanginal agents: "rapport period," 
[Cole A others] *275 

hiatus hernia with symptoms similar to, (re¬ 
plies) [Schaus; and original consultant] 
228 

Intcrnal-mammary-artery ligation falls to re¬ 
lieve, [Fish] 1709—ab 

patient and physician In symptom formation, 
[Chambers A others] *1617 
treatment: iproniazid, (Switzerland) 1572: 
[Casellas Bernal] 1946—ab; [Master] 2324 
—ab 

ANGIOMATOSIS 

retinae, 11 years after diathermy coagulation. 
[Vail] 2322—ab 

treatment: radioactive Iodine, [Segal] 346—ab 
ANILERIDINE HYDROCHLORIDE 
a.s analge.sic and sedative, [Therlen A others] 
•2098 

ANIMALS : See also Dogs; Pigs 
animal care meeting, Chicago, Dec. 3-5, ICC2 
animal experimentation, supply of material In 
medical education, 1503 
animal experimentation. United Kingdom, 920 
rabies In coyote, Mich., 909 
ANIMATION, suspended. United Kingdom, 1152 
ANTSINDIONE 

new anticoagulant. United Kingdom, 1928 
ANOMALIES: See Abnormalities; under names 
of specific organs as Heart 
ANOREXIA: See Appetite 
ANOXIA: See Oxygen deficiency 
ANSOLYSEN; See Pentollnlum Tartrate 
ANTABUSE: See Dlsulflram 
ANTHRAX 

bone meal and. United Kingdom, 314 
ANTIBACTERIALS: See Antibiotics; Chemo¬ 
therapy; and under specific drugs 
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ANTIBIOTICS : See also under sjieelflc names as 
PenlcilUn 

complications of mastoiditis in antibiotic era« 
[Morrott‘3 124—ab 

disks, control In Canada, 1077; [Greenberg] 
1720—ab 

factory, health hazards In, Denmark, 208 
Incidence of morbidity and disorders secondary 
to serofibrinous pleurisy In pulmonary tuber¬ 
culosis before and after era of, [Batlni] 
2317—ab 

new, Uurlne, Belgium, 2290 
new, misuse of kanaraycln, [Mann] 814—C 
prolonged corticosteroid therapy with, 134 
resistant staphylococcal outbreaks In medical 
and surgical ward. [Barber] 945—ab 
resistant staphylococcic Infections, familial, 
caused by exposure of babies In hospital 
nurseries. [Hurst] 1826—ab 
sensitirity tests of Escherichia coll strains Iso¬ 
lated in 1957, [Toth] 122—ab 
staphylococcic enteritis and, Sweden. 1395 
toxicity, gastrointestinal, [McHardy] *1868 
toxicity, hazards, (United Kingdom) 928; 
[Herrell] *1875 

treatment of acute tonsillitis and otUls media. 
United Kingdom. 2049 

treatment of bartonellemla In man, [Larrea 
R.] 194G—ab 

treatment of protracted septic endocarditis, 
[Chiklna] 939—ab 

yeast, with therapeutic and prophylactic prop¬ 
erties, [ParfentjeT] 1724—ab 
ANTIBODIES 

Poliomyelitis: See also under PoUomyelUls 
pollorlrus, In pregnanc3*, transfer, persistence 
and induction in infants. [Martins da Silva 
& others] *1 

rubella neutralizing. In gamma globulin, 
[Krugman] 1281—ab 

tuberculosis, in patients with Boeck's s.ircoid. 
[Mliller] 1288—ab 
ANTICHOLINESTERASE 
Intoxication, control of. [Canu & others) *717 
ANTICOAGULANTS: See also under specific 
anticoagulants, as Acenocoumarol 
effects on occurrence of cardiac rupture and 
hemopericardlum after heart infarction, 
[Aarseth; Lange] 1415—ab 
new, United Kingdom, 1928 
to prerent cerebral thrombosis after one attack 
In man C5? 1393 

toxicity, effects of concurrent use of antihista¬ 
mines and aspirin, U68 
treatment, (Nonray) 309; (long-term, United 
Kingdom) 924 ; [Owren] 1163—ab 
treatment of acute mi’ocardlat Infarction, 
[Richards] 439—ab 

treatment of acute venous thromboembolism. 

[Aniyan & others] *723 
treatment, oral surgery during. 2081 
ANTICON^^:LSANTS: See Convulsions 
ANTJDIURESIS; See Diuresis 
ANTIGENS 

Ireponemlc, France, 1253 
ANTIHISTAMINES: See also specific antUUsta- 
mlnes 

effects on efficiency of anticoagulaut.s. 1168 
ANUS 

imperforate, failure of migration of rectal 
opening as cause of, [BUI] 116—ab 
tumors. Ivmphold polyps, [Holtz] 115—ab 
ANXIETY 

patient and physician in cardiac symptom for¬ 
mation, [Chambers vKr others] *1617 
AORTA 

abdominal, occlusion, [Chiappa] 072—ab; 
(surgical considerations) [De Bakey] 2188— 
ab 

Aneurysm: See Aneurysm 
catheterization, coronary arteriography in 
ischemic heart disease, [Tlial & others] 
•2104 

catheterization, percutaneous left rentricuLir 
puncture with, [Fleming] 447—ab 
coarctation repair with relief of hypertension 
In man 57. [Kittle & others] *2006 
disease, acquired, surgical treatment, [Gwath- 
raey] 1268—ab 

grafts, failure and replacement of, [Caspar] 
1267—ab 

Idiopathic retroperitoneal fibrosis involving, 
[Hackelt] 1707—ab 

injury, nonpenetrating traumatic, [Parmley] 
113—ab 

Isthmus stenosis, surgical treatment, [Kremcr] 
1706—“ab 

roentgen study In determination of operability 
In arteriosclerosis of lower extremities, 
[■Wylie] 2077—ab 

roentgen study, technic, France. 1254 
AORTIC VAL^’E 

endocarditis, and brucellosis, [Peer?'] 1810—ab 
stenosis, congenital, valvotomy during cardio¬ 
pulmonary bypass for. [Spencer] 822—ab 
stenosis, practical management, [Glover & 
Gadboys] *229 

stenosis, segmentary, Brazil, 802 
furgery, direct coronary artery perfusion, [Kay 
& others] *1767 


APHTHOSIS; Sec Mucous Membranes 
APOPLEXY: See Brain liemorrhage 
APPARATUS: See also Equipment; Instruments; 
and specific apparatus 

‘ by physicians, (Ju- 

' . on) 155G 

■ s 

falling death rate from, Norway. 922 
in childhood. 1,338 cases, [LonglnoJ 1279—ab 
incidence high In Bombay State. [Patel] 1725— 
ab 

peritonitis from, treatment with and without 
Terramycln, [Adivan] 332 —«b 
APPETITE 

anorexia nervosa: somatic disorder, [Williams] 
1271—ab 

APPLIANCE; See Apparatus; Braces 
APRESOLINE: See Hydralazine 
ARACHNODACTYLT (Marfan^s Syndrome) 
[Erlchsen] 2183—ab 

cardiovascular disease In. [van Buehem] 1698 
—ab 

heredity, Intportanee of autopsies. [Marks & 
Cerson] *1450 
ARACHNOIDITIS 

paraplegia, and spinal anesthesia, [Joseph A' 
Denson] *1330 
ARALEN: See Chloroqulnc 
ARGENTAFFINOMA; See Carcinoid 
ARISTOCORT: See Triamcinolone 
ARAf: See also Extremities 
clironic lymphedema, treatment. 1834 
ARAUZIDE: See IsonlazId 
ARMED FORCES 

A. M. A. membership, resolution on, 2130 
Colonel Benford, named director of medical 
publications. 1247 

commissioning of optometrists, A. M. A. report 
on. 1068 

Dependents, Medical Care for: See Medicare 
survey of discharged medical personnel, 
A. M. A. report on, 1069 
ARMY. UNITED STATES 
Brig. Gen. Prentiss retires, 1247 
oarly commissioning of medical studeiils, 1536 
medical research and development command 
established, 1247 

redttces size and frequency of booster shots, 82 
reserve hospital, new headquarters, N. Y., 1382 
AKRHYTH.MIA; See also Atrial Fibrillation; 
Tachycardia; Ventricular Fibrillation 
itntlarrliythralc drugs in shock of myocardial 
Infarction, (Council report) [Selzer A Ry- 
land] *762 

as ‘ ' ... . njyocardlal Infarc- 

and Intravenous 
& others] *2124 

control during cyclopropane anesthesia, man¬ 
ual and mechanical control of ventilation, 
(Wester & others] *2249 
l« experimental syncope, [Derniksian A Lamb] 
•1623 

Induced by common respiratory maneuvers, 
syncope with [Dermksian & Lamb] *1200 
mephenterrainc and, [Wilson] 1944—ab 
ARSENIC 

arsine poisoning from cleaning sulfuric add 
tanks, United Kingdom, 311 
ARTERENOL (norepinephrine) 
gangrene of extremities following cardiac in¬ 
farction and, [Greenbaum] 325—ab 
ARTERIES 

Aneurysm: See Aneurysm 
liasllar Insufficiency, roentgen diagnosis and 
surgical treatment, [Crawford & others] *509 
Coronary. See al.so Angina Pectoris; Arterio¬ 
sclerosis; Thrombosis 

<*oronary, angiocardiography In Bland-White- 
Garland s.vndrome, [Lang] 2076—ab 
coronary, anomalous left, surgery using pou- 
' drage technic for, [Paul] 112—ab 
coronary arteriography In Ischemic heart dis¬ 
ease, [Thai & others] *2104 
coronary arteriovenous flstulae. congenital, 
surgery for, [Fell] 1705—ah 
coronary circulation, anastomosis In, United 
Kingdom, 2173 

coronary, direct perfusion for aortic valve 
surgery, [Kay &. others] *1767 
coronary disease, consensus about atherogenic 
index, 360 

coronary disease, 867 patients, India, 1233 
coronary disease, etiology, Indian point of 
view, [Malhotral] 1573—ab 
coronary disease, hypercholesterolemia and Us 
treatment, [Oliver] 439—ab 
coronary disease In rural communities, United 
Kingdom, 315 

coronary disease, new concepts, results after 
surgery, [Beck & others] *2110 
coronary Insuffidencj' after oral gallbladder 
dye, [Hitman] 332—^ah 

coronary, left, anomalous origin of; physiologic 
defect and surgical treatment, [Case] 326— 
ab 

coronary occlusion, experimental ligation of 
Internal mammary artery for, [Sablston] 
329—ab 


ARTERIES—Continued 5^ 

coronary occlusion, myocardial coB^touenci.^ 
in^coronary atlierosclerosis, (Hlobfcrt) 43 

grafts, peripheral, of crimped nylon and Tef¬ 
lon, [Edwards] 432—ab •; 

iiomografts, clinical comparison with 
nylon, [Hohfl 23Q5-ab •: 

niac and femoral, occlusion, surgical consid¬ 
erations, [De Bakey] 2188—ab : 

mammary (Internal), . • 

parisons of ligation ■ ■ 

Darlde Fieschl teeb * 

2304—ab 

Mammary (Internal) ligation: See atju Anglw 
Pectoris; Arteries, coronary; Myocardium 
mesenteric, superior, occlusion of duodenum 
by compression of, [BUner] 129—ib 
peripheral Insufficiency, endarterectomy for, 
Norway, 1152 

pulmonary, angiocardiography In Bland-WTiIte- 
Garland syndrome, [Lang] 2076—ab 
pulmonary pressure, frequency of poslprlmary 
pulmonary tuberculosis according to, (Matt¬ 
son] 2298—ab 

renal, nephrogenic hypertension following op- 
^eratlve trauma to, [AfcDonald] 451—ab 
surgery, clinical use of elastic Dacron pros¬ 
thesis, [Szllagyl] 2303—ab 
ve.;- ‘ r,.:. . • r ■ .r i 


!■ •. ;! ‘'v: ‘y f:, , it r f . I ft * 
vertebral, Injury in whiplash Injuries, (SelelzJ 
•1750 

ARTERIOSCLEROSIS 
arterial hypertension of atherosclerosis, [LUal 
323—ab 

atherogenesis and cholesterolemla, effecis^t 
dietary protein and carbohydrate In cocker^i 
on high-fat, high-cliolesterol mash, (Stan 
ier] 976—ab 

atherogenesis and plasma lipids in cuolesteroi 
cockerels, effects of dietary protelru 
methionine and vitamins OD, [Stamler] 

—ab 

atherogenic index, consensus regarding, 360 
atherosclerosis and sentm mucoprotclns in Au^ 
tralian aborigine, [Schwartz] 1585—ab 
atherosclerosis In Rhesus monkeys, hypercJio 
• Icsteremla induced by dietary fat and cbo 
lesterol, [Cox] 960—ab ,, 

cardlo-aortic atherosclerosis In presenlir a« 
senile patients, [Rosselll] 970—ab 
cerebral, angiographic evaluation of, (larej 
man] 352—ab ^ . , «• , 

comparative studies of atherosclerosis in tos 
Rica, Guatemala and New Orleans, [Tejad-i 
945—ab ,„.4. 

coronary atherosclerosis, coronary omu^ 
and myocardial consequences in, iiunu'pri 
439—ab 

effect of atherosclerosis upon serum mnrDim 
teln and hexosamlne, [Schwartz] lb.*— 
etiology: calcium In, 1287 ^ 

experimental atherosclerosis, Canada, 
heart anomalies with pulmonary hyperten.m 
pulmonary embolism, myocardial imarriio 
and, (Diagnostic Problems) [Kusimer < 

nylon bifurcation grafts In. [HUO 
obliterative, thrombendartereclomy for, 
way, 923 . . _ 

of lower extremities, aortograph) ot 

. r,,.-.,.-.. 20 i 7—ab 

gastric mucin 1 
subjects, [Ros!" 

reduce InclUenec and sererity of 
rosls, lower Wood lipids W, 
patterns, [Brown & Rage] •laoJ 
ARTERITIS 
186 cases, France, 803 
ARTHRITIS 

award exhibit symposium, 903 
fellowships, awards open. 79 I; 

Galrdner Foundation International awaru 
2281 


of spine, treatment, 843 


-'itold artlir 

819—ab 


[Darki 


IRTHRITIS, RHEUiMATOID 
complications: laryngeal stridor. 

complications: suppurative arthritis, [K*^ 

gren] 109—ab reinc^r 

diagnosis, slide latex fixation test, Ibiu^c^i 
Plotz] *180 ,, ,, , 

equnib’ common in both sexes. Uni i 
dom, 312 

of cervical spine In adult, [Sharp] 

. 100 eases, India, 804 . 

treatment: antlmalarfal 
treatraent; chloroqulne, rEriendsson] ’ 
treatment: intra-artlcular hydro 

United Kingdom, 1927 ., „ 

treatment (long-term), raepaerjne and 




Yol lOS 


SUBJECT INDEX 


195/7 


ARTHKITIS, mUU1MATOn»-OonHmuMl 
iriMlmrnl: pnnjnlsoju', mrlAlmllc nni! illnh'Al 
effect. IWnntl 830— 

trcstmciit, AJ(h'*crfc('M from mcih.vli>r<'<lnlMo- 
lm\c, (McMnhon & (JonfonJ *1208 
treatment; trlnmclnotonc, Unttrd Kingdom, 
V238 

AKTIIIlonKHIS 

compression In. t'oinpnre nuihmh of fusion of 
knee, fStewort] 328—nU 
r\|ra«nrtlrulnr, nf suMnlnr joint (fJrlrc pro- 
ccvlun.') In ccroPral palsy, fJlnKer A- l>oiU'- 
Uni *1003 
.IRTIIJlOJ'IvASTY 
use nt sWn \u, Vlulntul, ”08 
AKTIIKOSIS: See Kiieo 

Altyii srnroXVLl'JlKAS: Soo Sulfonvhirenn 
ASCAUIASIS 

surjjlcal. In children, IKvnmndol 1107—iih 
A^ClTKS: See also Idvor clrrliosls 
antlrtlurotlc factor nnd, India, 1130 
Li|>arosc(»py In nseltlc syndromes proscntlni: 
dUjrnostic dlfllcuUtos. (Cllrann 2180—nh 

Asconnic acid 

hn>ovltnminnsW C and ostcomyollUs In chil¬ 
dren. Idrlla Casa) 1810—nh 
natural vs. synthetic form, 2082 
treatment of hronresslve plciucntary derntn- 
tosia, frejdles) fUenedeki and nrlclnnl con- 
snUami 1301 
ASPHYXIA 

prevrntlnj:. care of imtlent nlth nn»Ulple In- 
lurlos. TAufrancl *2001 
AsrmATiox 

of food and vondtns, I’nlted Kingdom, 1132 
ASrmiX: See Acetylsallcyllc Achl 
A8S0C1AT10K: Sec also Amcrlr.in Medical As¬ 
sociation; Societies, Medical; list of Socle- 
ties at end of letter S 
of Anicrlran Medical CoUckcs, (annual report 
on A. M. A. cooperation with) 1088; 1080; 
(mwllcal schools and practice Unison) 1232; 
(annual tcacldnc InstUutc) 1108; (A. M. A. 
eoUnlKiratlnu with) 1171 
of Teachers of I^rcventlve MtsUclnc. rcvlo^v 
boo); on medical care hy, (llurcau article) 
rnontcti •2023 
ASTKROin UOniKS 

hyalUls, Incidence of diaheles and hyper- 
eholostorcmla in. fSmUh] *801 
ASTKItOli*. See lUnmtluir.olc TUhyrtrocldorldc 
ASTHMA 

attack, wheal at tuberculin T. V. T). teat site 
with, 1421 

doc dander and, (replies) tHoward; and 
orlclnnl consnltaiUl 1170 
follow-up on fate of children, (Uysatncl 
1812—ah 

In ehUdr''n, Denmark:, 010 
In children, pulmonary atelectasis In, (I^uhr) 
2104—ab 

physical condUlonliiu proernm for children, 
jScherr & Franked] *1000 
judmonar.v sensory endings hyporoxcltnhle In ; 
TUpasiiremf’nt, clmrarler’sttes. causes, and 
role as reflex factor, [Tlffeneaul 13S8—ah 
sedimrnt.allon rale alToctcd hy? 2334 
trcatmenl, ACTH action In, 1830 
treatment, Jiazjirds In, rShermatil *1800 
treatment, hydrocortisone Inhalation, [Herx- 
helmerl 2100—ab; flUdml 2197—ah 
treatnjent, hydrocortisone, United Kingdom, 
1928 

trealmenl, inlmlatlon of necatlvc alr-botne 
Ions proposed for, 1030 
treatment, niethylprednlsolone, stde-elTects In, 
IMcMahon Ac Hordon] *1208 
ASYST01,K: See Arrhythmia 
ATAUTUXE: See Qulnacrlnc 
ATAXIA 

cereboUar, acute, of undetermined origin In 
chlldlmod, [Walclier) 1941—ab 
liercdUnry. Ilefsum’s syndrome. United King¬ 
dom, 027 

spinal form of hereditary sclerosis, ACTH or 
corticosteroids for? 1937 
ATFA.KCTASIS; See Lungs, collapse 
ATHEKOJIA 

near origin of vertebral artery, roentgen uiag- 
nosis and surgical treatment of basilar ar¬ 
tery Insufficiency, [Crawford & others] *509 
ATHKItOSCLEKOSlS: See Arteriosclerosis 
ATHETOSIS 

congenital, not helped )>y c)ien)opanidectomy, 
[Faxton & Dow] *755 

ATHT,F,TICS: Sec also under speclflc sport, as 
Boring 

nTnph''tamlnea. .athletes, and performance, 
[Medicine at Work] 775; (A. M. A. commit¬ 
tee to continue study) 2150 
for children, competitive, [Iloxlel *1439 
for children, desirable, [Maksim] *1431 
foi children, educational aspects, [Hein] 
•1434 

Implications of longitudinal research in fit¬ 
ness programs, [McCammon & Sexton] 
•1440 

Injuries, conference on, WIs., 77 
pyodemda In runners, Sweden, 211 


ATHLETICS—Continued 
safely In Nport.s, n milestone and a program, 
l.Mc<llclm* at Workl 771 
ATLA.S 

illslncnllnn on «\Ih, value of early fusion of 
^ C-l. C-2. and C-ll. lAlexatidcr] 453—ab 
ATOMIC KNEUOY; See also Undloactlvo 
acute rllniral elTecla of penetrating nuclear 
radiation, lOeratner] *381 
Commission to lease or scH licavy water, 301 
demonstration |>rograin In high achool.s, 707 
Hash; Hash hUndnvss and clioriorctlnal burns 
proilurcd by, (guest editorial) [Byrnes] 
778—K 

Hydrogen Uomb: See Hydrogen Bond) 
medical maneuvers after mock miclcar ex¬ 
plosion, UtiHci) Kingdom. 2172 
medicine, A. M. A. ad hoc Committee on, 
30; 1030; IModlclne at Workl 1370 
medlelnc, program of Navy, 1541 
nuclear nursing, c.stahllslj Navy course )n, 914 
peaceful uses, WHO report, 020 
penetrating, acnlc cHidral effects of, [Oerst- 
nor] *.381 

stomach cnreltiomu In Hiroshima, [Murphy] 
409—ah 

warfare, use of medical x-ray film In, [XHlfnl 
130—ab 

ATOSIL; See Dromothazine 
ATUIAL VnUllLLATlON 

paroxysmal, affected hy carotid sinus sllmula-, 
tlon? 1100 
ATUOVINE 

treatment of arrhytlnidu due to respiratory 
maneuver, [Dcrtnkslan A* Lamb] *1023 
ATTOnXKYH 

npli\lons nf 10,000 sought In medicolegal 
sttidy, [Medicine at Work] 1899 
physicians and, lnten>rotessionnl code for, 
iddl—E: [Medicine uud the Law] JC63 
AUSCULTATIOX 

important aid to diagnosis of fractures, [Col- 
wiUl lid—ah 
AUTOMOIHLF.ll 

accidents, (Denmark) 707; (United Kingdom) 
808 

accidents, causes vs. symptoms, [Blossom] 
* 22-1 

accidents, deaths decrease, 2280 
accidents, education In prevention of, [Key* 
harl] *2200 

accidents, importance of cougli syncopy to, 
Denmark. 1024 

accidents, ruptured diaphragm In, [Bcrnaf^ 
& others] *877 

accidents. 22,880 deaths In 8 months, C% be¬ 
low last year, 1244 

accidents, whiplash Iniurles, [Seletz] *1750 
Allstate Safety Crusade Certificate of Com- 
nicn<latlon for leadership In safety, Va., 70 
drivers, breath tests, legal valldlly, Canada, 
2290 

drivers’ license, medical opinion on, Canado, 
431 

driving and alcohol. United Kingdom, 2175 
mobile units in employee health programs, 
[Medicine at Workl 1898 
motoring, [Leisure Corner] 103 
parking, and patients, Canada, 1670 
request old pictures of, HI., 1909 
safety, obieelWes for slate medical society 
traffic safety committees, [Itodcer] *2215 
AUTOrSlER 

hospitals'having the highest rates, 524 
Importance of, Hhistratlvc case, [Marks & 
Gersonl *1450 

tissue diagnosis In, transforamlnal ouret 
necropsy of brain, [MacHafile] 1823—ab 
AVIATION 

acute respiratory disease In Royal Air Force, 
1083 

flying personnel, cardiac arrhythmias In ex¬ 
perimental syncope, [Dcnnkslan & Lamb] 
•1023 

Tnternatloiial Symposium on Physics and 
Medicine of Atmosphere and Space, 797; 
[Medicine at Work] 1369 
licensing of pilots with diabetes, 363 
medical considerations of exposure to micro- 
waves, [Barron & Baraff] *1194 
medical problems of space flight, symposium 
on, Texas, 1383 

medicine, A. M. A. Committee on, annual 
report, 1063 

medicine. Board action on C. A. A., 55 
medicine, graduate training for naval otQcers, 
1540 

medicine in private practice, [Vastlne] *1185 
medicine, school of, authorize new research 
laboratories at Brooks Air Force Base, 82 
military symposium on space medicine, 301 
national space program, annual report on, 
3071 

research on human factors of aerial warfare, 
Stapp] *1744 

syncope In healthy flying personnel. Incidence, 
mechanisms, and significance, [Dermksian 
& Lamb] *1200 

10 years of space medicine, 2024—E 


AVIATION—Continued 

20-year study of physiological meaKurenicn(.s 
In Senior airline pilots, [Kldera] *1188 
AVIATION, U. S. AIR FORCE 
consultants and command surgeons confer¬ 
ence, D14 

eonaultaiits visit Installations overseas, 2035 
Flight Test Center, role of Human Factors 
Branch at, [RowenJ •1190 
Maj. r.en. Armstrong retires, 3247 
medical symposium In Japan, 425 
new hospitals, (photo.s) (Illinois) 301; (An¬ 
drews Air Force Base) 2035 
program for medical students, 1541 
AXILLA 

excessive perspiration, treatment, (replies) 
[Berbcrlan; and original consultant] 363 
AXIS 

dislocation of atlas on, value of carlj* fusion 

in tubeless gastric, analysis, [Rosenthal & 
Biiscaglla] *400 


B 


BACn'RACIN 

treatment of amebiasis, India. 1926 
BACK 

problem back, [Kirkpatrick] *1864 
BACTERIA 

bacterial lipopolyaacclmrJdes for UiSaTnfnstlon 
of adnexa, [Prlcke] 3273—ab 
mycobacterial etiology of multiple sclerosis, 
[Bauer] 1410—ab 
BACTERIOPHAGE 

treatment of staphylococcic Infections, 1423 
BAGASSE; BAGASSOSJS; See PjieumonoconJo- 

BALDNESS: See Alopecia 
BANDAGE: See Dressings 
"BANGUNGUT syndrome” clinical reconstruc¬ 
tion. [Nolnsco] 1403—ab 
BARBERS 

sterilization of tools, 362 
BARBITURATES 

toxicity: accidental poisoning, control of. 
(Cann & others] *717 

toxicity: acute poisoning, treatment, 10 years’ 
experience, [Louw] 457—ab 
treatment of tetanus, [Miller & StoeltiJig] *393 
BARTONELLOSIS 

bartonellemla in man, antibiotics In, [Larrca 
R.J I94G—ab 
BASIC SCIENCES 

• applied, instruction, annual report on, 1100 
functions and structure of modern school of, 
approved and recommended for adoption. 
1089; 1096; 1470 
graduate education In, 14Q5; 1496 
BAUER, IV. W., Howe Honor Award presented to 
by American School Health Association, 1663 
BEADLE, GEORGE WELLS, Nobel prize to, 2159 
BEADOX: See Pyrldoxlne 
BEHAVIOR 

changes In intoxication, (CommUtee report) 
[Bogen] 48 
BEHCET SYNDROME 

or Touraine's aphthosis. [ThibauU] 913—ab 
BELCHING: See Eructation 
BEMEGRIDE 

treatment of barbiturate'poisoning, (Cann & 
others] *717 

BENADON: See Pyrldoxlne 
-Q.. asteroid 


reptococcal In- 
■ [McFarland] 

714—ab 

toxicity, reactions to. [McFarland] 965—ab 
BENZAZOLINE: See Tolazolinc 
BENZEDRINE: See Amphetamine 
BENZOCAINE: See Ethyl Amlnobenzoate 
BENZPYRENE 

research on smoking and cancer, United King¬ 
dom. 212 

t ’ " *■ " v"' See Tolazolinc 


■ Alcoholism 

BICILLIN: See Benzathine Penicillin G 
BIERMER’S DISEASE: See Anemia. Pernicious 
BILE 

acid secretion and aerum-eholcsterol, effect of 
dietary oils on, [Lewis] 231—ab 
copper and Iron before and after Intravenous 
copper and Iron In chronic liver disease, 
tBcrtolInl] 840—ah 
BILE DUCTS 

common, cystic dilatation, congenital, espe¬ 
cially radiographic studies, [Kavltch] 23i0 
—ab 

common, lesions, Sweden, 708 
common, movements. Image Intensifier to study, 
[Burnett] 1950—ab 

common, repair Injury to, [Hoffman] 1268—ab 
cystic, congenital absence of, [Pines] 953—ab 
roentgen study, Intravenous, [Goldenbergl 
1587—ab 
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BILIARY TRACT 
cancer, Brazil, 1391 

cancer, diagnosis, (exfoliative cytology, rapid 
method of duodenal Intubation) (Raskin] 
440—ab; (secretin test) (Wenger] 441—ab 
colic, dlazotizatlon rate of blood blUrubln In 
diagnosis, [Schalm] 2061—ab 
disease, duodenal ulcer caused by? 20S0 
endoscopy, Germany, 1679 
obstruction In newborn, serum transaminase 
activity in, [Kove & others] *860 
roentgen study, status of nonoperative chole- 
cystoanglography, (Cohn] 353—ab 
BILIRUBIN In Blood: See Blood bilirubin 
BIOFLAVONOIDS 

in treatment of bleeding duodenal ulcer, 
[Weiss] 216—ab 
BIOGRAPHY 

Carl von Llnn^’s autobiographies, Sweden. 
1800 

BIOPSIES: See under specific organ, as Liver 
BIRTH: See Infants, Ne\yborn: Labor 
Multiple: See Pregnancy, multiple; Twins 
Premature: Sec Infants, premature; Labor 
Rate: See Vital S^tatlstics 
BIRTH CONTROL: See Contraception 
BISHYDROXYCOXTMARIN 
effects on serum uric acid, [Hansen] 1576—ab 
BITES: See Insects; Snakebite 
BLADDER 

cancer, subtotal cystectomy and total bladder 
regeneration In, [Baker & others] *1178 
cancer, treatment, [Anderson] 2319—ab 
exstrophied, new therapeutic concept, [Snyderl 
1269—ab 

Runner’s ulcer, [Kinder] 2320—ab 
inflammation, radiation cystitis, [Pool] *854 
obstruction of neck, diagnosis, treatment, iiost- 
operatlve care, [Ray & Cervantes] *395 
rupture, management of severely injured pa¬ 
tient, [Schulte] *2094 

tumors, tantalum 182 for, [Jonsson] 961—ab 
vesical mucosa after radium for cervical car¬ 
cinoma. pseudoneoplastlc changes. [Natale] 
349—ab 

vesicoureteral reflux In children, [Jones] 1579 
—ab: (significance) [Polltano] 1821—ab 
BLAND-WHITE-GARLAND syndrome, angiocar¬ 
diographic features of, [Lang] 2076—ab 
BLINDNESS 

flash, produced by atomic flash, (guest edi¬ 
torial) [Byrnes] 778—E 
BLINKING In child, cause, therapy, 137 
BLISH, M, ELEANOR, appointed to field staff of 
Council on Medical Education and Hospitals, 
695 

BLOCH-SULZBERGER’S DISEASE: See Melan¬ 
in, pigmentation 
BLOOD 

absorption of local anesthetics, [Campbell & 
Adrlanl] *873 

Agammaglobulinemia: See Gamma Globulin 
alcohol, interpret tests for Intoxication, (Com¬ 
mittee report) [Turner & others] *1359 
amino acids in ■ '• 1’*. 

AmlnopUcrase: . is.* ■ 

ammonia in liver ■! ■. i\.-l i ' 

ammonia intoxication in cirrhosis after chlo¬ 
rothiazide therapy, [Magld & others] *35 
antihacterlal activity after oral triacetylolean- 
domycln, erthromycln, potassium penicillin 
Y, and penicillin V, [Kunln] 2071—ab 
Bank: See Blood Transfusion 
bartonellemla, antibiotics in, [Larrea R.] 1946 
—ab 

bilirubin, dlazotizatlon rate in diagnosis of 
biliary colic, [Scbalm] 2061—ab 
bilirubin low in kernlcterus in premature In¬ 
fants. [Harris] 461—ab 

carbon dioxide combining power, test for, 2328 
Cells: See Erythrocytes; Leukocytes 
changes In multiple myeloma, [Prato] 215—ab; 
216—ab 

chlorides, hyperchloremic acidosis in chronic 
pyelonephritis, [Lathem] 215—ab 
cholesterol, and blle-acld secretion, effect of 
dietary oils on, [Lewis] 131—ab 
cholesterol and infertility, 980 
cholesterol and nutrition, [Plcchio] 131—ab 
cholesterol and people living in urban and 
rural districts, Finland, 307 
cholesterol changes In hypertension during 
therapy, [Demlng] 322—ab 
cholesterol during pregnancy, (reply) [Wet- 
stone] 844 

cholesterol, effects of dietary protein and car¬ 
bohydrate on experimental cholesterolemia 
and atherogenesls. [Stamler] 976—ab 
cholesterol elevated after myocardial infarc¬ 
tion, cause, treatment, 844 
cholesterol elevated, cheese cause? 1294 
cholesterol-globulin complex In multiple mye¬ 
loma, [Schless] 128—ab 
cholesterol, hypercholesteremia Incidence In 
asteroid hyalltls, [Smith] *891 
cholesterol, hypercholesteremia Induced by 
cholesterol and dietary fat. In monkey, [Cox] 
969—ab 

cholesterol, hypercholesteremia, nicotinic acid 
In, N. N. D., 1773 


BLOOD—Continued 

cholesterol, hypercholesterolemia and coronary 
disease, treatment. [Oliver] 439—nb 
cholesterol, hypocholesterolerglc drug, France, 
209 

cholesterol, lower by changing food patterns, 
[Brown & Page] *1989 
cholesterol, variability and difficulty of evalu¬ 
ating decholesterolizlng agents, as "’sitos¬ 
terols,” [Levere) 711—ab 
cholinesterase and myasthenia gravis after ex¬ 
posure to insecticides, (replies) [Trimble; 
and original consultant] 138 
Coagulation, Anticoagulants: See Anticoagu¬ 
lants 

coagulation, evidence Unking atherosclerosis 
with, Canada, 2291 
coagulation factors, Israel. 2014 
coagulation, fat Intake, and physical activity. 
United Kingdom. 1G82 

coagulation, prevention, units of heparin re¬ 
quired, 167:1806; Aug. 2, 1958; (correction) 
168:1670, Nov. 22, 1958 
cold agglutinins elevated, and hemolytic and 
hypochromic anemia in child, (Diagnostic 
Problems) [Kushner & Szanto] *1013 
complications during ristocetin therapy, [Gan- 
garosa] 1582—ab 

cyanocobalamin, significance in liver disease, 
[Rachmllewitz] 106—ab 
diagnostic aids In myocardial Infarction, [Dur¬ 
ant] 322—ab 

Donors: See Blood Transfusion 
Dyscrasla: See also specific dyscraslns ns 
Granulocj'topenla 

dyscraslns, A. M. A. Subcommittee annual 
report, 1060 

factors in syncope in liealthy young adults, 
[Dcrmkslan & Lamb] *1200 
Fats : See Blood lipids 
fetal, loss with placenta previa, 1168 
fibrin, lij’pelUbrlnemia In malignancy, France, 
1797 

fibrinogen, congenital afibrinogenemia, [van 
Creveld] 1819—ab 

fibrinogen, hypofibrlnogenemla, cause, relation 
to uterus abnormalities, prognosis of preg¬ 
nancy. 2085 

Globulin: See Gamma Globulin; Globvilln; Po¬ 
liomyelitis Immune Globulin 
Glucose: See Blood sugar 
Groups: See also Rh Factor 
groups, ABO Incompatibility and hemolvtlc dis¬ 
ease of newborn, [Valentine! 4C0—ab 
groups A and B change? 1833 
groups, hazards of parental blood for measles 
modification, (replies) [Berryhlll; and orig¬ 
inal consultant] 1170 
groups In Cyprus, United Kingdom. 2172 
groups in Sephavdic Jews, Israel, 94 
hematology research grants open, 794 
Hypogammaglobulinemia; See Gamma Globu¬ 
lin 

“In vitro” survival of Toxoplasma gondii in, 
[Tallce] 350—ab 
Insulin estimation, India, 2168 
Intrinslc-factor-lnhlbltlng substance In. after 
oral treatment in pernicious anemia, 
[Scliwartz] 943—nb 

Isonlazid, early results of isonlazid th'erapy 
in relation to, [Vivien] 325—ab 
lipids and diet, the physician himself, [Mc¬ 
Arthur] *1740 

lipids, effects of dietary proteins,- methionine 
and vitamins on, in cholesterol-fed cockerels, 
[Stamler] 976—ab 

lipids, idiopathic hyperlipemia, [Nazzaro] 
325—ab 

lipids, lower by changing food patterns, [Brown 
& Page] *1989 

menstrual, examine for tubercle bacilli In tu¬ 
berculosis sanatorium. [Plckroth] 2070—ab 
mucoprotelns and atherosclerosis of Australian 
aborigine, [Schwartz] 1585—ab 
mucoprotelns and bexosamlne, effect of athero¬ 
sclerosis and age upon. [Schwartz] 975—ab 
mucoprotelns In prostatic carcinoma, [Arcadl] 
1943—ab 

oxytoclnase inactivates oxytocin, Austria, 2040 
peripheral, failure to prove Identity of tumor 
cells In, [Taylor] 2198—ab 
phospholipids, genetic and environmental In¬ 
fluences, [Schaefer] 1950—ab 
plasma-clearing effect of gastric mucin in 
healthy and atherosclerotic subjects, [Rossi] 
1699—ab 

platelets, thrombopathles with congenital car¬ 
diopathies, [AlagUle] 326—ab 
platelets, thrombopathy and moderate hemo¬ 
philia, simultaneous In one family, [van 
Creveld] 1812—ab 

platelets, thromboplastin, prothrombin and 
fibrinogen; hemorrhage and massive trans¬ 
fusion, (Ulln & others] *1971 
Poliomyelitis Antibodies In: See Poliomyelitis 
potassium, hypokalemia In cascara poisoning. 
United Kingdom, 316 

potassium, primary renal hypokalemla-prlmary , 
aldosteronism, [Alsted] 1578—ab 
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precipitation test and systemic lupus erylbem- 
atosus, (reply) [Dubois & others] 813-C 
Protein: See also Gamma Globulin; Globulin• 
Pollomyelltla Immune Olobullu 
protein changes in chronic fllarlasls, India. 
1798 

proteins and nutrition, India, 92 
proteins in gastroduodenal ulcer, [Dupuyl 
V 1400—ab 

proteins In hepatic cirrhosis, India, 1151 
proteins In leishmaniasis, India, 433 
proteins in ulcer. Influence of protein therapy 
on, [Dupuy] 1400—ab 
proteins, regeneration of, India, 920 
prothrombin, therapeutic hypoprolhroblnemla 
during acenocouraarol therapy, [Rullo A 
others] *743 

rupture of normal spleen during delivery, 
hematologic Investigations during convalev- 
cence, (Hottinger] 461—ab 
sedimentation of leukocytes in lymphosarcoma, 
reticulosarcoma and malignant lymphogranu¬ 
loma, [Bellesla] 2075—ab 
sedimention rate, asthma affect? 2334 
sodium, hypernatremia In atypical heat strobe, 
[Baxter] 109—ab 

studies, metabolic and biochemical changes In 
normal pregnancy, (Council article) [Maeyl 
*2265 

studies, Vanderbilt cooperative study of ma¬ 
ternal and Infant nutrition, (Council article) 
[McGanlty & others] *2138 
sugar, clinical trials with DBI, oral hyro- 
glycemlc agent, [Krall] 833—ab 
sugar, effect of sohiseptasine on, India, 1231 
. sugar, hypoglycemia, symptoms, treatment. 
2330 

sugar, liypoglycemic agent: chloroproparalde, 
[Murray] 2074—ab . 
sugar, hypoglycemic sulfonamides, France, 803 
sugar, random glucose levels, evaluation In 
ambulant women, [Macy & others] *2010 
Tests: See also Syphilis, serodiagnosis 
tests, analysis of presenlle and senile oafietijs 
with cardio-aortlc atherosclerosis. [Rosselllj 
970—ab 

tests, examination with oxalated blood, laOS 
tests, premarital, compulsory, results of epl* 
demlologlc study, 289—E . . 

tests, slide latex fixation in diagnosis of rheu¬ 
matoid arthritis, (Singer & riotz] *1S0 
thyroid-stimulating hormone In, New Zealand, . 
1926 

Transaminase: See Transaminase 
Types: See Blood groups ,, , 

uric acid, chlorothiazide as hypenirlcacldemtc 
agent, (Oren & others] *2128 . 

uric acid, effects of Dlcumarol on, (Ilansenj ■ 
1576—ab • , 

vlrenila In mumps virus Infection, I()rermaHl 
2061—nb , 

virus In Coxsackle B virus infection [Utr « 
Shelokov] *264 . < ^ , 

volume after plasma and blood transfusions. 
[WoUhelm] 1700—ab 

BLOOD PRESSURE’ 

brachial and digital, Canada, 1678 
fall accompanying reduction in obesity, role of 
salt in, (Dahl] 322—ab 
low, hypotensive sedative from Mnca rose.t, 
India, 1799 . 

Portal: See Portal Vein , 

pulmonary, frequency of postprlman’ P'J** 
monary tuberculosis according to, [Jlaiisonj 
2298—ab 

BLOOD PRESSURE, HIGH , ,, 

arterial, of atherosclerosis, 
coarctation repair relieves, in man o7. in-u 
& others] *2006 ,, 

complications, cardiac, [Cornish] 169* " 
consequence of increased arterial pres^ » 
study rats with hydralazine-treated rena* 
hypertension, [Masson] 2076—ab . 

degenerative, in the Orient, [SchroederJ lb 

essential, role of dietary sodium Id, [Dahl] 
323—ab. , „„ 1 - 

histology of kidney biopsy specimens m, 
(Sommers] 970—ab jimm- 

Intrarenal arteriovenous fistula with, nte 
ture review, [Milloy] 823—ab 
juvenile, with renal disease, nephrectomy * • 
(Welch] 463—ab ,, 

low-sodium diets In, (Cotincll report) [Dan 
ski] *1886 , ‘ 

malignant, effectiveness of long-term therapy,^ 
[Dustan] 2299—ab 

nephrogenic, after operative trauma to ren 
artery, (McDonald] 451—ab 
Portal Hypertension: See Portal Vein 
pulmonary. In heart anomalies with 
sclerosis, pulmonary embolism mj 

cardial Infarction, (Diagnostic ProbJem J 
[Kushner & Szanto] *277 - . 

severe,'medical and surgical treatment, * 
on mortality compared, [Perry] 2300 an 
severe, renal function In patients recuperat 
from, fCaelro] 819—ab 
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iLoon rnKssuKK, uujh- conumu*a 
trcntmcnt, 4 yoar cvnluiitlon «f niioiit, 
IRoluTla] UU(f—nh 

Utatmcnl: Innc^nrtlnc oral i:»nuUon blocUlnj: 

nircnl, (liOrKi't) KiSi-ali 
trMlmcnt: tiu'cnmylnmlno, (Imlln) ; 
ll.ucrhoini Kin— 

ireulnu'ut: Unlteil Khicilom, RIS; 

[lUrinKtnn] HI<»—u1i 

trcatmtnt, j>otcnUato therapy by uao of 
rhlor\)Uaar.iac» lUoohellc Sc olhernl *110 
treatment, scrum liiolpHlcrol chances lUirlnc. 
[Dcmlncl lt 22 —ah 
HlOt)l» THANSFl’SION 
Moloclcal ncttvUy of hank llt.“ 

hlnmovhnnlral oqulpmoni for lonc-lerin pre* 
servatton «f erythrorytes. IKctdui A: 
nlluTs) *101 

Mood and jdaMUii, hlood volume after, 
[Wollhclm] 1700 -ah 

can Kh factor chance without previous prec- 
nancy or? IKltll 

t'omjdleatlons: citrate Intoxication, (United 
Kingdom) 020; ihudhrtiok] 1700—ah 
I'ompllcatlons from contaminated hlood, roc- 
ngnlllon and treatment, lllniudel Hlin-~a\i 
rompllratlons; hemosldrmsla, rndlnlo;;lr slcns 
In, IShnnhrom A: 7.heutllnl *r.it 
complications: hepatitis, Nornay, 022 
diacnnsls and manneement of castrolutestinal 
hoinorrhace, iMnloney] *1001 
cirhance. In control of acrldcidal pnlsonlni;. 
ICanu A* others] •717; (In children) 

1 Bruton] 1K20—ah 

errhance, unexplained death from, [Tavlorl 
:no—ah 

, first use of, 181U 

forcible hlood Injection Into arterial sjslem 
In terminal Mates, lUadushKevlch] 1711 — 
ah 

In merchant marine. Netherlands, 20111 
In vivo .survlral of iilycendlzed and fro/en 
red hlood cells, ITuUls A others] •1190 
Intraosseous blood and plasma In children, 
Ihapshlna] 1711—ah 

nusslvo, and hemorrhatfc. fl'lln A: otheral 
•1071 

packctl erythrocytes for liver cirrhosis. India, 
II.’IO 

parental hlood, hararsls for measles ntodlflea- 
tlon, (replies) (BcrryhlU; and orlelnal 
consultant] 1170 

safety of liquid plasma, statistical appraisal. 
IS&ymnn Ac others] •I71iri; 1781—V] 

BLOOD 

action of acetarolamldo on, India, 1800 
cerehtal arteriovenous Anomalies, Intracrnnlal 
hemorrhat:e in, OVood) 1272—ah 
eert'bral occlusive disease, neurosurclcal as¬ 
pects of, t'Vehslcr] 334—ah 
Injuries In supracondylar fractures of humer¬ 
us In chlldrcti, IStaples] *730 
peripheral comjdlcatlons In diabetes, 
[Kramer] 2181—nh 

roentgen study, anglugraphle evaluation of 
cerebral arteriosclerosis, ITatelman] 332— 
ah 

surgery In agetl, oiitlorjU for, initehcock] 
12R7—ah 

tumors, management, rStephenson) 1711—ah 
BODY 

fat, determination, India, 2292 
Weight: See also Obesity 
weight dlatnrhanccs from methylprcdnlsolonc. 
IMcMahon & Cordon] *1208 
hONE MABBOW 
biopsy, Austria, 1922 

nicduUary Iron In acute rheumatic fever In 
children, [Bernhclm] 1713—ah 
proteinic and liematologlcal changes In mul¬ 
tiple myeloma. [Prato] 213—ah; 210—ah 
BONES; See also specific hones as Humerns 
activation of patient with skeletal metastatic 
neoplasia, [Cummings & Boscnthnl] *301 
disease, alcoliol-induced ])alii In, [Braun Ac 
Shnlder] *1882 

formation and diseases, symposium on. (Pro- 
, gram) (Council article) 320 
Fractures: See Fractures 
growing, metastatic embryonal rhabdomyo¬ 
sarcoma In, [Caftcy] 123—ah 
hypophosphatasla, 413—E 
Intraosseous anestliesla in operations on 
extremUlea, [Okliotaky] 1823—nh 
intraosseous hlood and plasma transfusion In 
children, [Lapshina] 1711—ah 
research grants announced, 80 
tumors, osteogenic sarcoma of jaws and facial 
bones, [Kragh] 2301—ah 
tumors,. what cytology offers In diagnosis, 
[Slcard] 127—ah 

BOOKS: See also Book Keviens at end of 
letter B 

A. A. discontinues publication of Glandu¬ 
lar Physiology and Therapy, and Funda¬ 
mentals of Anesthesia, 1057 ; 1059 
book on medical care .by Association of 
Teachers of Preventive Medicine, review of, 
(Bureau article) [Bornet] *2023 


BOOKS—CoulliUicd 

Carl von Llniic’K autohlographlrs, Sweden, 
1800 

(Jray‘s Anatomy, centciniry celebrated, United 
Kingdom. 1132 

to roctunmend to patient after premnrltnl 
examination. [Sclinttenl *1171 
BOSTON UNlVKttSITY 
grants to, 1538 

nu'dlcal research hulUUng ptaniiod, 1210 
BOTTI.E 

soft drink ladtle In iicrltAneal cavUv, [Hoge 
A Thedleck] *10 
BOTULISM 

rUnlcal-ncurohigh* study, [Casicdo] 2303—ah 
BOUILLON feedings, surgical patient, [Ben¬ 
jamin] 2311—ah 
BOXINt; 

hematuria In boxers. [Klclmanl *1033 
nUACES 

MtU\A!ikcc. tn operative treatment of scoliosis. 
[Blount] 327—ah 
UUAUYCAUOIA 

on closure of left ventrlcuIar-rlght atrial 
slnnil, [Cerhode] 2187—oh 
BUAIN 

abscess, 47 cases. (Kerr A: others] *868 
blood llow' and inetahoUsm during acute vas¬ 
cular accidents, effect of vasodilators, 
IFcrngllo] 1822—nh 

chemistry, study at U. of tilinois. 1139 
damage, eontrecoup, wUli headaches, nose 
discharge and bilateral nerve deafness; 
cause, treatment. 2081 

thimage, meprobamate elTcet on, [Carter] 337 
—ah 

illscaae. organic, emotional problems after, 
treatment, 130: (replies) [Paley; and orlg- 
- Inal (*onsuttant] 2080 

disease, Pcll7aeus-Mer7.)>acher ellscase, [Tyler] 
1270—ah 

idectrocnccphalogrnm altnormalUles In iiepatlc 
Insufllclency and coma, [Bogaez] 456—nh 
eleclroonccphalogrnphy In control of depth of 
a ncsttiesln, [ lltikulcv] 1104—ah 
hemorrhage, emotional protdems after, treat¬ 
ment, 130 

hemorrhage, fatal mistakes In diagnosis of 
apoplexy, [Marquardsen] 828—nh 
hemorrhage In cerebral arteriovenous ano- 
mnllos, [Wood] 1272—ah 
lijjtiries, netirosurglcnl care of severely In¬ 
jured patient, [Odom] *2087 
mucormycosis. [Smith] 2200—ah 
occlusive vascular disease, neurosurgical as¬ 
pects, [Webster] 334—al» 
penetrating miclc.ar radiation effects on, 
[Ocfstiicr] *381 

surgery, lohotomy; 13-year study, [McCaus- 
iand] 1271—ah 

s\irgery, prefrontal lohotomy, 300 Freeman 
and Watts patients followed 10-20 years. 
[Freeman] 333—ah 

surgery, resection of temporal lobe for con¬ 
vulsive disorders, [French] 334—ah 
surgery, temporal lobectomy effect on mentnl 
condition In psycliomotor epilepsy, [Ala- 
jounnlne] 1410—ah • 

trnusforamlnul curd necropsy of, postmortem 
tissue diagnosis, [MacIIaflle] 1823—nb 
translllumlnatlon of Infant head demon- 
Htrnted by case of Uydranencephaly, 
[Grimths] 1713—ah 

. vascular accidents, noii-traumatlc, diagnosis 
and treatment; empliasls on Intracranial 
licmorrhage and “common stroke.'* [Scott] 
2190—ah 
BBEAST 

abscesses, maternal, and antecedent neonatal 
staiihylococcal Infcctlon.-^lMonro] 1275—al> 
cancer, adrenalectomy In, correlate clinical 
results with estrogen production, [Bulhrook] 
948—ah 

cancer, adrenals and. Portugal, 2170 
cancer, advanced, fluoxymesterone therapy 
In, [Kennedy] 2323—oh 
cancer, A. M. A. Subcommittee .annual re¬ 
port on, 1060 

cancer, androgens In women for, [Vaccato] 
930—ab 

cancer, diagnostic meaning of calcium me¬ 
tabolism changes after sex steroids In, 
[Mollnattl] 1947—ab 

cancer, endocrine relationship to chronic 
cystic mastitis, [Womack] 2192—Ub 
cancer, endocrine treatment, [Nogues] T13— - 
ab 

cancer, liormonal treatment, sex chromatin 
In cell nucleus, [Ehlers] H61—ab 
cancer, liypophysectomy for, (United King¬ 
dom) 316; [Baron] 049—ab; (metastatic) 
[Dugger] 2184—ab 

cancer, bypophysectomy In, correlate clinical 
results with estrogen production, [Bulbrook] 
948—ab 

‘ cancer In Middletown, IT. S. A., [Moore] 2307 
—ab 

cancer In women 33 years of age or younger, 
[Treves] 1940—ab , 


BBEAST—Continued 

cancer, melaataalzlng, ovariectomy and 

adrenalectomy In, [Ilellstrbm] 829—ab; 
[Davis] 2306—ab 

cancer, metastatic, implant pituitary with 
yttrlum-90 for. United Kingdom, 315 
cancer, 1627 cases, [LavlgneJ 1816—ah 
cancer, oophorectomy In, correlate results with 
estrogen production, [Bulbrook] 947—ab 
cancer, pituitary ablation by means of radio¬ 
active seeds, WHO report, 1397 
cancer, pregnancy contraindicated after 

surgery for? 2331 

cancer, series of 681 patients, India, 02 
cancer, treatment. 1228—E; (reply) [Scgaloff] 
2297—C 

cystic disease, treatment, results; 5 to 18- 
ycar survey, [Hendrick] 2063—ab 
Feeding: See Lactation 

female, occurrence and significance of free 
tissue fluid in, [Katzenliofer] 1276—ab 
liypertrophy after reserplne, explanation of, 
136 

Inflammation, endocrine relationship to breast 
cancer, [Womack] 2192—ab 
nipple discharges, cytology as diagnostic aid, 
[Walker] 829—ab 

surgery, pregnancy after mastectomy, 1953 
tuberculosis, [Y’eh] 1707—ab 
tumors, sarcoma, [Botham] 714—ab; (Brazil) 
802 

BBEATH; Breathing: See Resplrallou 
BBITISH 

doctors, are we making same mistakes made 
by? British GP thinks so, (Miscellany) 931 
Empire Cancer Campaign report, 317 
Health Service: See National Health Service 
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Roentgenology of the Chest, [Rabin] 1728 
Rutsteln, D. D., Lifetime Health Record, 1829 
Saphir, 0., editor, Text on Systemic r.athologj*. 
Volume 1, 1421 

Sehaufher, G. C., Pediatric Gynecology with 
Sections on Urology and Proctology, 359 
Scherf, D., and Boyd, L. J., (Cardiovascular Dis¬ 
eases, 1728 
Schools 

Pit to Teach. [Hein] 1951 
Schools, Medical 

History of the Department of Internal Medi¬ 
cine, State University of Iowa College of 
Medicine. [Blerrlng] 2202 
Secretaries 

Medical Assistant, [Bredow] 1165 
Seligson, D., editor, Standard Methods of Clini¬ 
cal Chemistry. Volume II, 226 
Sex 

Hcrmaphrddltbm, Genital Anomalies and Be- 
l.ated Endocrine Disorders, [Jones A Scott] 
2079 

Sherlock. S., Diseases of Liver and Biliary Sys¬ 
tem, 1952 

Simpson. K„ Forensic Medicine, 817 
Smirk, F. H...High Arterial Pressure, 470 
Social Class and Mental Illness, [HolUngsbead 
A Redllch] 978 
Socialism 

Future of Welfare State; Seven 0.xford Xec- 
turcs, [Macleod A others] 357 
Socialized Medicine 

Law and Ethics for Doctors, with a Section on 
General Practice in the National Health 
Service, [Hndfleld] 1419 

Sollars. R. E., editor, Punctlonal Bracing of 
Upper Eilremhles, (by Anderson) 1729 
Sorsby, A„ editor. Systemic Ophthalmology, 1830 
Stern, D. M., and Burnett, C. W. F., Modem 
Practice of Obstetrics, 3292 
SDch, R.. and Bauer. K. H., editors, Garr&- 
Btich-Bauer Lehrbuch der Chlrurgie, 1165 
Streng, A., Hearing Therapy for Children, 2326 
Stuart-Harris. C. H.. and Hanley. T.. Chronic 
Bronchitis, Emphysema and Cor Pulmonale. 
2201 
Surgery 

Atlas de technique operatolre chlrurgie de la 
main. [Iseliu A others] 356 
Atlas der gastroenterologlschen Endoskdnle 
[Boiler] 1828 . . . 

Congenital Anomalies of Hand and Their Sur¬ 
gical Treatment, [Barsky] 2203 
Dlse.ases of Esophagus, [Terracol A Sweet] 

Esophagus, [Benedict A Xardl] 1590 
Garr&-Stlch-Bauer Lehrbuch der Chlrurete 
[SUch A Bauer] 1165 

Illustrated Freoperatlvc and Postoperative 
Care, [Thorek] 1831 ^ 

Intestinal Obstruction. [Welch] 1419 
5IiIestones In 5todcrn Surgery, [Hurwitz A 
Degensheln] 226 

Operative Surgery. Volume 7, [Rob A Smith] 
359 

Orr's Operations of General Surgery, [Higgins 
A Orr] 1727 

Pathophysiology In Surgery, [Hardy] 2326 
Skin Grafting, [Brown A McDowell] 1165 
Surgery In Infancy and Childhood, [HliUe * 
Dennison] 471 

Synopsis of Surgical Anatomy, [McGregor! 
1723 

Talbott, J. H., and Lockle, L. M., editors, Prog¬ 
ress in Arthritis, 357 
Technologists 

Medical Assistant, [Bredow] 1165 
Terracol, J., and Sweet. R. H., Diseases of 
Esophagus, 977 

Thompson, L. R.. Mlcroblologj* and Epidemio¬ 
logy, 715 

Roentgenology of the Chest. [Rabin] 1728 ' 

Thorek, P.. Illustrated Preopcratlve and Post¬ 
operative Care, 1831 
Toxicology 

Industrial Hygiene and Toxicology. Volume i. 
[Patty] 1293 

Signs, Symptoms and Treatment of Certain 
Acute Intoxications, [Deichmann A Gerar- 
de] 715 
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Trauma 

{ind Other Injuries, [Cave] 978 
Trclease, S. F.# How to ^Yrlte Scientific aiitl 
Technical Papers, 1831 
Tuberculosis 

Tuberculosis in Animals and Man, 133 
Tumors 

Tumors of Soft Somatic Tissues, [Pack A 
Ariel] 1420 

Ungerleider, H. E.. and Gubner, R. S., editors, 
Life Insurance and Medicine, 2078 
Urology: See Genitourinary Tract 
van der Werff, P. J., Mould Fungi and Bronchial 
. Asthma, Volume I, 470 

Voltmer, E. F., and Essllnger. A. A.. Organlza> 
Mon and Administration of Physical Educa¬ 
tion, 1420 

Wakfcjy, Sir Cecil, editor. Modern Treatment 
Yearbook 1958, 817 

Weinstein, L., Practice of Infectious Disease, 356 
Welch, C. E., Intestinal Obstruction, 1419 
White, M., and Dennison, W. M„ Surgery In 
Infancy and Childhood, 471 
Wild, J. B., Fundamentals In Cardiology, 133 
Willson. J. R., and others. Obstetrics and Gyne¬ 
cology, 1591 

Wolstenholme, G. E. W., and O’Connor. M., edi¬ 
tors, Clba Foundation CoUoqiila on Ageing, 
Volume 4, 2327 

Woods, G. E., Cerebral Palsy In Childhood, 81C 
C 


CADAVERS 

inadequate supply, 1302 
CALCIFICATIOA* 

In gastrointestinal malignancy, [Matthews] 
332—ab 

intracranial, after tuberculous meningitis In 
children, [Lorber] 958—ab 
of adrenals, significance and therapy in 3- 
year-old girl, (reply) [Goldzleher] 1170 
CALCIUM 

absorption, vitamin D, and sunbathing, 1053 
Carblmlde: See Carblmlde 
Dlsodmm Edalhamll: See Edathamll 
In etiology of arteriosclerosis, 1297 
Intake, relation to muscle cramps, 2206 
metabolism changes, diagnostic meaning after 
sex steroids In mammary and prostatlc 
cancer, [Mollnattl] 1947--ab 
metabolism, psoriasis relationship, 716 
restriction to prevent urinary calculi after 
paralytic poliomyelitis, [Plum] *1302 
trochanteric syndrome, calcareous and non- 
calcareous tendonitis and bursitis, [Leon¬ 
ard] *175 

urinary excretion in patients with calcium 
stone of renal origin, [Hodgklnson] 182t)— 
a 1 > 

utilization from dried and fresli milk, rela¬ 
tion of Intake to teeth formation and pre¬ 
vention of carles, 844 
CALORIES 

skin absorption of, 1169 
CANADA 

hospitals approved for Internships In, 553 
medical education In, 58th annual report, 
1459 
CANCER 

after Irradiation. ‘United Kingdom, 2295 
breast and genital, A. M. A. Subcommittee 
annual report on. 1060 
British Empire Cancer Campaign report, 317 
carcinogenesis, France, 1255 
carcinogens fixed by histamine and noncar- 
clnogens not so fixed, France, 309 
Diagnosis: See also specific organ or region 
diagnosis, palpable cervical lymph nodes, 
[Sage] *496 

effusions In, effect of prednisone on, [Franco 
& others] *1645 

etiology: endocrine carcinogenesis. New Zea¬ 
land, 210 

etiology: possible role of smegma in cancer of 
cervix, [Heins] 2312—ab 
hMierflbriuemla In, France, 1797 
In Africa, United Kingdom, 928 
In Children: See Children 
metastases of retina, case report and pathol¬ 
ogy, [Kennedy] 1283—ab 
metastases, pulmonary, France, 309 
metastasis to cancer, [Gore] 1724—^ab 
metastatic, alcohol-induced pain in, [Braun 
Sc Shnlder] *1882 

metastatic, from thyroid, treatment, 1953 
metastatic, In pelvis from rectum, treatment, 
472 

metastatic, mammary. Implant pituitary with 
yttrtura-90 for. United Kingdom, 315 
metastatic, mammary, ovariectomy and adren¬ 
alectomy in, [Hellstrom] 829—ab; [DarJs] 
2306—ab 

metastatic, ocular, treatment, [Buieda] 345 
—ab 

metastatic, of breast, transection of hypo- 
hyscal stalk for, [Dugger] 2184—ab 
metastatic, skeletal, activation of patient 
with, [Cummings & Rosenthal] *301 


CANCER—Continued 
mortality, report on, 299 
of stomach after gastric resection for peptic 
ulcer, [Cote] llfiO—ab 

papillary, of choroid plexus, [Portugal] 2190 
—ab 

plasma amino acids in, India, 21G8 
precancerous condition: colon polyps, Brazil, 
430 

precancerous conditions: pilonidal cysts, 
[Matt] 2311—ab 

public’s views on. United Kingdom, 1573 
research and treatment. Hunter Radiation 
Therapy Center dedicated, Conn., 1665 
research grants by USPHS, 911 
smoking and, research on. United Kingdom. 
212 

survival, [Archibald! 1930—C 
Treatment: See also specific organ or region 
treatment, cobaIt-60 for buccal cancer, 
[Stnhl] 1824—ab 
treatment, India, 1925 

treatment, interstitial radiation of pituitary 
with yttrium 90. [Pogllotti] 1289—ab 
treatment of advanced type, E-39, [Brun- 
schwlg} 964—ab 

CANDIDA: See Monllla; Moniliasis 
CAPILLARIES 

hemorrhagic disorder witi) antihemophilic 
globulin deficiency, [Valberg] 2180—ab 
CARBA70CHROMB 

control bleeding at operation, [Calnan] IIDO 
—ab 

CARBIMIDE 

cUrated calcium. In alcoliolism, [Mitchell] 
•2008 

CARBOHYDRATES 

dietary, effects oji cholesterolemla and atliero- 
genesls In cockerels on high-fat, hlgh- 
cholesterol mash, [Slamler] 97C—ab 
metabolism and Injury, India. 1709 
CARBON DIOXIDE 

combining power, test for, 2328 
CARBON TETRACHLORIDE 
toxicity: poisoning In 2 hairdressers, [War- 
shaw] 710—C 
CARBONIC ANHYDRASE 
Inhibitors: See Acctazolarolde 
CARBUTAMIDE: See Siilfonylureas 
CARCINOID 

bronchial adenoma witli solitary metastasis 
and functioning carcinoid syndrome, [Stan¬ 
ford] 838—ab 

functioning, diagnosis, management, [Sauer 
others] *139 

functioning, syndrome, with scleroderma, 
[Znrafouetls] 940—ab 

CARCINOMA: Sec Adenocarcinoma; Cancer; 


correlation with 
’erri] 975—ab 
[Schroeder] 1697 

—ab 

detection, mobile unit x-ray survey, [Felg] 
841—ab 

Hypertensive: See Blood Pressure, High 
... ■**”chem] 1698—ab 

Itls and bilateral 
108—ab 

I a • . 1 •• 

" ‘ n, [Walsh] 1809 

—ab 

factors In syncope In healthy young adults. 

[Dcrmbslan & Lamb] *1200 
Intracranial arteriovenous aneurysms effects 
on, [Hook] 335—ah 

research institute at U. of California, 1380 
roentgen features of Bland-Whlte-Carland 
syndrome, [Lang] 207(*—ab 
roentgen study, selective. In perfotntlon of 
heart during catheterization, [Esclier] 1696 
—ab 

CAROTID GLAND 

tumors, [Basto] 2186—ab 
CAROTID SINUS 

stimulation affect paroxysmal, atrial fibrilla¬ 
tion? 1169 

CARPAL TUNNEL SYNDROME 
[Lyons] 1700—ab 

CARROLL studies on costs of medical educa¬ 
tion, 1472 

CASCARA poisoning. United Kingdom, 316 
CASTLF.’S INTRINSIC FACTOR: See Intrinsic 
Factor 

CASTRATION: See Sterilization, Sexual 
CASUALTIES 

mass, management and Flint tornado, [Lyttle] 
1826—ab 
CATARACT 

experimental, India, 2293 
surgery for immature cataract. 2207 
Burgeiy’, Isolation stress In, [Zlsklnd} *1427 
Werner’s syndrome, autopsled case, [Perloff] 
325—ab 
CATHARTICS 

cascara poisoning. United Kingdom, 316 


CATHETERIZATION: See also under Heart ^ 
of aorta, percutaneous left ventricular nunc- 
ture with, [Fleming] 447—ab ^ -■ 

of hepatic vein to determine portal pressure 
by ^ direct puncture during operation, 
[Bucherll 452—ab 
CATHETERS 

indwelling, in treatment of perineal urethral 
diverticulum after Ischium rcmoral. [Co- ^ 
marr & Bors] *2000 

CATHOMYCIN: See Novobiocin -/ 

CELLS .:i 

cytodlagnosls in cancer of cervix, [Cults! ^ 
337—ab; [Berg] 1161—ab > 

cytologic-colposcopic observations of ectocer* - 
vlx of pregnancy, [Lang] 43T—ab • '■ 

cytologic examination of nipple dlschai^s as 
diagnostic aid, [Walker] 829—ab 
cytologic observations on systemic involve- i’- 
nient in WTilpple’s disease, (Sieracklj 2199 --- 
—ab 

cytologic screening for uterine cancer, 
(through physicians' olHces) [Calabresl A x 
other.s] *243 (United Kingdom) 2174 
- cytomegalic-inclusion disease In adult, [Fish- 
er] 349—ab : 

esophageal cytology by gauze-sponge smear : 

technique, [Hershenson & others] *1871 . - 

exfoliative cytology in diagnosis of cancer of : 
pancreas, biliary tract and duodenum, : 
[Raskin] 440—ab; [Wenger] 441—ab 
exfoliative cj'tology of stomach, Brazil, 1231 
Inter-Soclely Cytology Council meeting, 1381 i 
L. E.: See Lupus Erythematosus 
nucleus, sex chromatin In, after hormones ; 

for mammary carcinoma, [Ehlers] lIGl—ab ■ 
optimum spacing of repeat follow-up .of i 
Papanicolaou smears, (Schulz & others] 
•248 

Papanicolaou smear in diagnosis of carclnoms 
of-Uterine cervix and fundus, [Anderson] ; 
830—ab 

somatic, chromatic mass In nuclei to de¬ 
termine sex, India, 1924 
vaginal cytology, Inclta, 20411 (and ulerinr 
hleedlng) 2292 

uliat cytology offers in dingno.sis of bone 
tumors, [Slcard] 127—ab . , 

CEMENT, pneiimonoconlosls from, [Bsader] 
1721—nh 
CENSUS ' 

region and states, Internships by, 523; 5-1 
CEPHAI^LGIA . 

splnal-tap, •technlgue to avoid, • [Broewr] 
•261; (correclloa) 913 
CEREBELLUM > • 

ataxia, acute, of undetermined origin m 
childhood, [W’alcher] 1941—ab , , 

disturbances In Refsum's syndrome, Un«w 
Kingdom, 927 

cerebrospinal fluid , 

neuraminic acid deficiency In sclilzophreDla, 

. [Bogoch] 1411—ab ; 

virus In Coxsackle B virus infection, [Dtz « 
Shelokov) *264 
CESAREAN SECTION 
analysis of 1344, India, 2169 
evaluation of newborn Infant, [Apgar « 
others] *1985 , 

for cephalopelvic disproportion after previous 
vaginal deliveries. [Davila] 2069—ab . 
previous, labor after. India, 2042 
CHEESE cause elevated senim cholesterol level. 
1294 


CHEMICALS If ' , 

A. M. A. Chemical Laboratory annual report, 


1063 


eye Injuries, water In emergency treatment 
of, (Council report) 47 „ . 

Identification of hazardous Ingredients, 
model bill requiring proper labelling, -too- 
tests for Intoxication, Interpretation 
(Committee report) [Turner & oinersi 
*1559 

CHEMODECTOMA 
of carotid body, [Basto] 2186—ab 

CHEMOPALLIDECTOMY . , , 

two years’- experience with, [Paxton & Dowj 

CHEMOTHERAPY: See also under specific 

In pulmonary tuberculosis of doubtful ac¬ 
tivity, United Kingdom, 212 
of choriocarcinoma and related * 015 . 


tumors in women, (Hertz & others] 

resected tuberculous lung lesions ofter, P»' 
thology and bacteriology, [Cotter] 713 • a—, 
CHEST: See Thorax 
CHICAGO MEDICAL SCHOOL . 
speakers bureau organized by, 294 ' ' 

10 years accredited and approved, -029 
CHICKENPOX 

effects on primary tuberculosis, (Brazil/ 4 » 

[Moraesj 711—ab . 

neonatal, case report with Isolation of v • • 
[Ehrlich] 1277—ab 
CHILDREN , 

accidents, survey, [Fowler] 1820—ab 
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dlLDRKK—Conltn\KHl 

idcnovlnis tnfcrllons Ih, comments on vne- 
ctnttlon. (r.Tftnnl 2077-~ftti 
A. M. A. Committee on Child Csre, nnmint 
report, 1108 

Amerlean youth, physlrnl Ulntan, nnnunl re¬ 
port, 107f» 

appcmUcltla In, 1,358 rases, llionulno) 1270 
—ah 

aicptl^ menlncltls In Mnnltolm, t'VlItl 330 
—ah 

asthma In, Denmark, 010 
asthma In. pulmonary ntcloctnsis In. (Lulir] 
2101—Rb 

isthmatle, follow-up on fate of 208, plyssInKl 
1912—ah 

asthmatic, physical eonUltlonlnj: proKram for, 
ISchcrr Frankell *1000 
athletics for, competitive. (Hoxlel ‘MHO 
athletics for, tleslrahlo, IMnkslm] *1431 
athletics for, eilucatlonal aspects of, (ll(‘lbl 
•1434 

MlnWnj: In, cause, therapy, 137 
cancer (hmnchoKcnlc) In, lllanhuryl 837—nh 
cancer In, nUrenoc«>rtlcni, with excessive 
aldosterone protluctlnn nml Cushlni: syn¬ 
drome, IJachson] 1701—ah 
ccrchellar ataxia (acute) of undclermlued 
nrlpln In, IWalcher) 1011—nh 
Coxsaehio Infection serious In, [Hosier] 1041 
—ah 

determine ccnotlc sex In, rellahUlty of 
pobmonihonuelear leukocyte morphology, 
[Cooper] 831—ah 

diabetes In, nutritional manniroment, (Council 
report) [Jackson] *42 

diabetic, Insulln-produelnn capacity of pan¬ 
creas of, [Klelnl 1718—nh 
rpllcpsy In, acetnr.olnmldo for, [Holowachl 
955—.ah 

fitness programs, Impllr.itinns of longitudinal 
research, [McCammnn A. Sexton] *1440 
Krowth, statistics on. 2150 
heart disease In. hnclcrlal endoeardltls In, 
[Culler] 2316—ah 

hemolytic and hypochromic anemia and ele¬ 
vated cold acclutlnlns In 7-ycar-old, (Dine- 
nostIr HroMems) fKushner A- Sranlo] 
•1013 

hepalosplenomejjal.v In, llrnrll, 1254 
Hospitals for: See Hospitals, children's 
humerus fractures In, supracondylar, compli¬ 
cations and prohlems of traction treat¬ 
ment, [Staples] *730 

hydroceles (primary) (n. pathoKcnesIs and 
treatment. [McKay] 1030—nb 
hyperthyroidism In, [Hyde] 1718—ah 
IsjpoTltamlnosls C and osteomyelitis In, 
[della Casa] 1810—ab 
Iatrogenic diseases In, 895—E 
in hospitals, (United Kingdom) 809; 1376—E 
Inguinal hernias In, early surgery for, [Klesc- 
welter] 1711—.ab 

"Insulltls** In early juvenile diabetes, [Le- 
Comptc] 2199—ab 

Intestinal protozoa and helminth acquisition 
by. In Egypt, [Kunlz] 1282—nb 
Intraosseous blood and plasma transfusion 
In, [Lapshina] 1711—ah 
Juvenile delinquency. United Kingdom, 1153 
Korean, admitted to United States, A. M. A. 

resolution on, 70; 2150 
leukemia evolution In course of treatment, 
IChaplal] 960—ab 

loner extremity skin coverage In, [Wynn] 
•154 

megacolon and Us treatment in, [Doletskl] 
312—ab 

myasthenia gravis In, [Sampayo] 1282—ab 
myopia In, dietary treatment, fGardlner] 
346—ab 

nephritis in, (Kon-vay) 310; (acute glomer¬ 
ular, India) 2043 

nephrolithiasis In, diagnosis, [Dlllgenskaya] 
341—ab 

nephrosis In, prolonged Intermittent steroids 
for, [Lange & others] *377 
pericarditis in, acute benign, [Bono] 833—ab 
peritonitis In, diffuse bacterial, Intraperl- 
toneal oxytetracycllne and tetracycline for, 
[Soave] 965—ab 

phenylketonuria - In, chemical and clinical 
obser^'atlons during treatment, [Berry] 
462—ab 

poisoning, accidental, control of, [Cann & 
' others] *717 . 

poisoning, exchange transfusion for, [Bruton] 
182(^ab 

poisoning from salicylates, [Cann] 1577—ab 
portal venography In, India, 921 
postpneumonlc lung abscess In, lobectomy 
for, [Sfoore] 2308—ab 

postpneumonlc pseudo air cysts In, [Schlager] 
1817—ab 

pulmonary tuberculosis In, Incidence of mor¬ 
bidity and disorders secondary to sero¬ 
fibrinous pleurisy in, before and after 
antibiotic era, [Batinl] 2317—ab 


CinUHlKK—Conllmicd 
renal disease (chronic) In, correlate clinical 
findings with iimrpliology, [Vernier] 1942 
—ah 

respiratory house-dust allergy In, [Mandc] 
1720-ah 

respiratory Illness epidemic In, effect of In- 
lluenra Immunization on, [(ilnzler] 460—ah 
rheumatic fever (acu(c) In, medullary Iron 
In, [Bornhelm] 171.5—nh 
school, necldents ntiiong, Mich., 410 
scho(d, lienrlng screening test nsethod for, 
1832 

scbo<Jl, pliyalcal cxandriAHoit for, (uhcrctilln 
lest In, (replies) [Knher; and original 
ronsullant] 981 

Slgmamyeln In pediatrics, [Felder] 2318—ab 
significance of persistent and recurrent \irl- 
nnry Infectlnit In, [Forsythe] 2320—ah 
sleeping positions of, cspcelnlly lying on 
stomneh, 1592 

small, examination for muscle weakness In, 
[Johnson] *1300 

stnphyloeocele pneumonfii In, [Hendren & 
Haggerty] *6; (cortisone for) [BUhler] 
222—ah 

stnphyloeorcUR empyema in, [Sla] 1412—ab, 
surgical ascarlasls in, 30 raacs, [Fernando] 
1407—ab 

traineeships In child psyelilntrj*. Mass., 1140 
tuberculous meningitis In. Intracranial cal¬ 
cification after, [Lorherl 938—ab 
tuberculous meningitis In, treatment, [Shve¬ 
dova] 1717—nh 

tumors In. hemangiomas, conservative treat¬ 
ment, (llinckrteldl 1710—nh 
tumors lit, lymphangioma of genitalia, 
[(lUeukdjtan] 1279—ah 
ttimors in. lymphosarcoma, [llosenhcrg] 1943 
—ah 

tumors In, rectirrenl pheocliromocytomn In 
previotisly treated child, [Cane] 464—nh- 
ulcer disease In, fllatflcld] 2192—nh 
under .5, poliovirus In. United Kingdom, 2296 
vesicoureteral reflux In. [.lones] 1579—ab; 

(signlficance) [Polltano] 1821—ab 
virus Infections of lower respiratory tract 
and .Stcvcns-Johiison syndrome In, [1161- 
scher] 959—ab 

young, obesity In, treatment, 1167 
yoting, pollomyelltiH antibodies before and 
after vaccination, [Buser] 220—ab 
CnLOUA5n*nKN!COL 
cUnU'Al trials with, India, 1236 
hazards of therapy, tncrrcll] *1875 
treatment plus tetracycline In brucellosis, 
[BarravIcliU] 12,5—nb 
CHLOHinKS 

.-Ijj chronic pyelo- 

• 215—ah 

( ■ Chloramphenicol 

(••••*' *.■ mful? 2334 

. i . 

treatment of leukemia, clinical cvnlUiAtlon, 
[Ellison] 1584—ab 
CIILOUOQUINE 

phosphate therapy, corneal complication of, 
[Zeller & Deerlng] *2263 
treatment of active rheumatoid arthritis, 
[Erlendsson] 964—ah 

treatment of arthritis, Denmark, 208; 
[Erlendsson] 964—ah 
CHLOROTHIAZIDE 

ammonia Intoxication In cirrhosis treated 
with, [Mngld & others] *35 
ns hyperurlcacldemlc agent, [Oren & others] 
•2128 

clinical and laboratory studies with, [Wat¬ 
son] 468—ab; (correction) 1146 
■ clinical evaluation as oral diuretic, [Herr¬ 
mann] 2194—ab 

effects on renal electrolyte excretion, [Las- 
. sen] 2196—ab 

effects on water and electrolyte excretion In 
preeclampsia, [de Alvarez & O’Lane] *2226 
potentiate anUhypertenslvc therapy by. [Ro¬ 
chelle & others] *410 

toxicity: jiurpura, [Jaffe & Klerland] *2264 
treatment of cardiac edema, [Rlchtcrich] 
2194—ab 

treatment of edema, [MlcUelsen] 2196—ab 
treatment of edema In pregnancy, [Chesley] 
2071—ab 

CHLORPROSIAZINE 

> toxicity: jaundice, clinical course, hepatic 
function tests, pathology, [Gebhart] 107 
—ab 

toxicity; jaundice, Israel, 2044 
CHLORPROPAMIDE: See Sulfonylurcas 
CHLORQUINALDOL 

treatment of giardiasis, Brazil, 1381 
CHLOTRIDE: See Chlorothiazide 
CHOCOLATE, caries-producing potential of, 
[Mueller] 436—C . 

CHOI^; CHOLE—: See Bile Ducts; Biliary 
Tract; Gallbladder 
CHOLERA 

outbrealc In Nepal, 201 


CIIOLES'rKUOL: Seo also Blood cholesterol 
dietary, and fat, hypercholesteremia induced 
In monkeys by, [Cox] 969—ab 
fed cockerels, effects of dietary proteins, me¬ 
thionine and vitamins on plasma lipids and 
atherogcnesls In, [Stamler] 976—ab 
high, high-fat mash, effects of dietary protein 
and carbohydrate on cholestcrolcmia and 
atherogcnesls • In cockerels on, [Stamlor] 
070-—ah 

CHOLINESTERASE; Sec Anticholinesterase 
CHOREA 

acquired choreiform movements, chemopalll- 
dectomy for, [Paxton & Dow] *755 
rheumatic fever and, connection between. 
Franco, 91 
CHORIOADENOMA 

chemotherapy of, [Hertz & others] *845; 
894—E 

CHORIOCARCINOMA 

related throphoblastlc tumors in women and, 
chemotherapy of, [Hertz & others] *845; 
894—E; (folic acid and purine antagonists) 
[LI] 1416—ab 
CHORIORETINITIS 

diagnostic Importance In congenital toxoplas¬ 
mosis, [Fair] *250 
CHOROID 

chorioretinal burns produced by atomic flash, 
(guest editorial) [Byrnes] 778—E 
plexus, papillary carcinoma of, [Portugal] 
2190—ab 

CHROMATIN: See Sex chromatin 
CHRO.MOSOMAL SEX; See under Sex 
CHRONICALLY ILL: See Disease, chronic 
CHYMAR: See Chymotrypsln 
CHYMOTRYPSIN 

desoxyrlbonuclcase with, to' reduce sputum 
viscosity. United Kingdom, 2173 
CIGARETTES: See Tobacco 
CITIZENSHIP: See also United States citizens 
doctor’s place In public affairs, (Miscellany) 
[Judd] *99 
CITRATES 

Intoxication, (United Kingdom) 926; [Lud- 
brook] 1709—ab 
CITY—FARM WEEK 

annual report of PR Department on, 1051 
CIVIL AERONAUTICS ADMINISTRATION 
(CAA): See Aviation 
CIVIL DEFENSE: See also Disasters 
A. M. A. Council on National Defense, annual 
report, 1068 

Ci'cli Defense Kevtcw, publication of, Council 
report on, 1072 

Commission on National Emergency Medical 
Care Flan, annual report, 1071 
conference for county societies (program) 
(Council conference) 906; (annual report 
on) 1071; (highlights) [Medicine at Work] 
1897 

ronsolidate Federal Civil Defense Administra¬ 
tion and Office of Defense Mobilization, 
1070 

counteract mock alert shortages with substi¬ 
tutions, [Medicine at Work] 773 
elevation In FCDA of health and medical af¬ 
fairs position, 1070 

emergency hospital unit for, Colo., 2155 
- evaluate task force material in emergency 
medical care study, [Medicine at Work] 773 
health services, proposed FCDA delegation of 
responsibilities for, 1070 
.Tolnl Committee on Medical Education for 
National Defense, reports, 1072; 1542 
medical, activities, annual report on, 1069 
medical preparedness, [Hays] *254 
national conference, annual report on, 1071 
resolution that A. M. A. recommend plan to 
use reserve units and Individuals to supple¬ 
ment operations, 2150 
w’orkshop sessions, [Jledlclne at Work] 773 
CLAMS, hard-shelled, allergy to, 982 
CLAUDICATION 

Intermittent, vitamin E for, [Livingstone] 
2195—ab 

CLERGY’SIEN: See Religion 
CLERKSHIP 

clinical, for senior medical students to re¬ 
place first year Interns, A. 51. A. resolution 
on, 65 

clinical, training program in Army, 1536 
CLIMACTERIC: See Menopause 
CLIMATE 

emphysema, bronchiectasis and, 474 
CLINIC on recognition and management of res¬ 
piratory acidosis, (Illustrated Film Reviews) 
[Smart & others] *2054 
CLINICS 
teen-age, 288—E 

cloaca 

with non-adrenal female pseudohermaphrod¬ 
itism, [Sleber] 2072—ab 
COBALT 

radiation In primary failure of anterior pitui¬ 
tary with irregular menstruation and ste¬ 
rility? 1732 

radioactive, diagnostic value of radioactive 
vitamin Bis, [Pitney] 442—ab 
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COBALT—Continued 

radioactive, for buccal cancers, trial applica¬ 
tion, [Stuhll 1824—ab 

radioactive. Schilling test In diagnosis of 
pernicious anemia and allied conditions, 
(Abelsl 442—nb 
COCAINE 

absorption of local anesthetic, [Campbell & 
Adrlani] *878 
CODEINE 

morphine llber.'itlon from, [Pjcrregaardl 1721 
—ab 

COFFIN, LONNIE A., A. M. A. General Practi¬ 
tioner award to. /photos) 2147—^E; 2274 
COGAN'S SYNDROME: See Keratitis. Inter¬ 
stitial 

COHN ADL BLOOD FRACTIONATOR 
biomechanical equipment for long-term pre¬ 
servation of erythrocytes, [Ketche! & 
others] *404 
COITUS 

headaches during, cause, treatment, 2081 
testicular pain during, 15 years after crush¬ 
ing injury, treatment, 1956 
COLD: See also Freezing: Hypothermia, Ar¬ 
tificial 

agglutinins elevated in T-year-old child with 
hemolytic and hypochromic anemia, (Diag¬ 
nostic Problems) [Kuslmer & Szanto] *1018 
conization, advantages of, new instrument, 

' [Fleming] *886 

icy nose in healthy woman going tlirougli 
menopause, cause. 2084 

COLE. GEORGE EDWARD, wanted by F. B. 1.. 

(photo) 1384 
COLIC 

biliary, diazotizatlon rate of blood bilirubin 
In diagnosis, [Schalm] 2061—ab 
COLISEPSIS: See Escherichia 
COLITIS 

amebic, rectal biopsy in diagnosis of, [Juni¬ 
per] 127—ab 

ulcerative, [Hughes] 1701—ab 
ulcerative, and biliary cirrhosis, treatment. 
1297 

ulcerative, and osteoporosis, unusual features, 
1426 

ulcerative, arthritis with, [Bywatera] 819—ab 
ulcerative, triamcinolone for. United Kingdom. 
■1258 

COLLAGEN DISEASE 
relation to amyloidosis, [Tellum] 1813—ab 
COLLEGE: See also University 
camptis, outbreak of Infectious hepatitis on, 
[Clark] 132—ab 

degrees, medical schools having entering 
classes .consisting predominantly of stu¬ 
dents with, 1514 

records of first-year medical students, 1512 
COLON 

cancer under age of 40 [Ezzo] 1405—ab 
chest pain of colon origin, [Palmer] 1702—ab 
dlvertlculosis, hiatus hernia, and cholelithia¬ 
sis, association of, [Foster & Knutson] *257 
megacolon and Its treatment In children, 
[Doletskl] 342—ab 

megacolon, operative treatment, [Noordljk] 
455—ab 

surgery, transverse Incision In abdominal sur¬ 
gery of, [Trlmpll 2307—ab 
tumors, lipomas, [Hendersonl 131—ab 
tumors, polyposis, Brazil, 2168 
tumors, polyps and malignancy. Brazil, 430 
COLOR 

coloring of semen, cause, 2207 
evaluation of newborn Infant, [Apgar & 
others] *1985 

index, normal. United Kingdom, 2048 
COLPOSCOPY 

observations of eclocervlx of pregnancy, 
[Lang] 457—ab 
COLUMBIA UNIVERSITY 
Institute of Nutrition Sciences, new advisory 
board of, N. Y., 2030 
COMA: See Diabetes MellUus; Liver 
COM.MISSION ON MEDICAL CARE PLANS: 

Sec American Medical Association 
COMMISSUROTOMY: See Mitral Valve 
■ .dietary ther- 


“ ■ n Korean chil¬ 

dren, 70; 2150 
is paralysis agitans? 1594 
COMMUNITY 

• Alabama medical rating survey, (Council 
survey) 1378 

Health Council questionnaire for practicing 
physicians, (Babow A* others] *268 
rated In Alabama physician placement survey, 
[Medicine at Work] 777 
rehabilitation services more practical than a 
center, [Medicine at Work] 1368 
trials of BCG vaccination, [Palmer] 353—ab 
COMPAZINE: See Prochlorperazine 
rOMPETETIVE ATHLETICS: See Athletics 
COMPOCILLIN V: See Phenoxymetiiyl Penl- 
' clUln 


COMPOUNDS (listed by number) 

E-39, [Brunschwlg] 964—ab 
BZ 35 (carbutaralde) ; See Sulfonylureas 
D-860 (tolbutamide) : See Sulfonylureas 
2043-U (tolbutamide): See Sulfonylureas 
6782. France. 209 

fi987-U (carbutamlde) : See Sulfonylureas 
11,925 C, Brazil, 1254 
11,925 and 11,923C, India. 803: 1680 
189co6, fLockel) 1582—ab 
COMPRESSION 

In arthrodesis, compare methods of fusion" of 
knee, [Stewart] 328—ab 
CONFERENCE: See also list of Societies and 
other Organizations at end of letter S 
calls for medical society action In aging, 
[Medicine at Work] 769: 779—E 
on aging, letter from Dr. Blaslngame to U. S. 
Senate regarding, 693 

Trans-Atlantic, annual report of Council on 
Scientific Assembly, 1073 
CONFIDENTIAL Communications: See Privi¬ 
leged Communications 

CONGRESS: See also list of Societies and Otlier 
Organizations at end of letter S 
Japan Medical, Ralph Creer to organize and 
direct International Medical Film Exhibi¬ 
tion. 695 

CONIZATION: See Uterus cervix 
('ONJUNCTIVITIS 

allergic, percentage of epinephrine absorbed 
aystemafically from eye? 1832 
Incidence following silver nitrate and oxy- 
tetracj’cUnc in newborn eyes,. [Mathleu] 
121—ab 

CONLEY, YVONNE, wanted bv P.B.I., (photo) 
1384 

CONN'S SYNDROME: See Aldosteronism 
CONSANGUINITY 

marriage and heredity in second generation, 
(replies) [Roderick; and original consul¬ 
tant] 363; 364 

CONSENT, annual report of Law Department 
on, 1045 

CONSTIPATION: See Cathartics 
CONSTRUCTION projects, guide for medical 
services for, (Council guide) 1901 
CONSULTATION 

rehabilitation, recommend A. M. A. approve 
project and urge Us Implementation, action 
on, 56 

with Interested sections In special ptibllca- 
tlons of A. M. A., resolution on, 71 
CONTRACEPTION 

cytometer chamber spermatocldal test, [Ber- 
berian & Slighter] *2257 
Japan, 806 
CONTRACTURE 

Dupuytren's, special reference to patliology, 
[Larsen] 966—ab 

CONVULSIONS: See also Eclampsia; Epilepsy 
effect of prolonged administration of anti¬ 
convulsant drugs, India, 1798 
signs and symptoms In chronic renal failure, 
[Efferspej 214—ab 

treatment, primidone; Intoxication from, 
[Plan & others] *1769 

treatment, resection of temporal lobe, [French] 
334—ab 

COOLEY’S Anemia; Trait: See Leptocytosls 
COPPER 

biliary excretion before and after intravenous 
copper in chronic liver disease, [Bertollni] 
840—ab 
CORNEA 

complications of cliloroquliie phosphate ther¬ 
apy, [Zeller & Peering] *2263 
opacities, dissolving. In woman 79 will; dia¬ 
betes. 138; (reply) [Mann] 1838 
CORONER SYSTEM 

^ledlcal Examiner System and. annual report, 
1046 

CORPORA CAVERNOSA 
Induration, treatment, 1955 
CORTEF ; CORTRIL: See Hydrocortisone 
CORTICOSTEROID HORMONES 

adrenal hypofunctlon after withdrawal, [Ver- 
nieulen] 1406—ab 

effects on course of miliary tuberculosis, 
[Nltschke] 2193—ab 

effects on hepatic glycogenesis, [Fodilen] 
969—ab 

effects on radioactive Iodine test, 1734 
In pathogenesis of congestive decompensation, 
[dl Perri] 975—ab 

preoperative and postoperative therapy of 
hypophyseal adenomas and craniopharyn¬ 
giomas, [Decourt] 454—ab 
symposium-panel discussion on use and abuse 
of, program, (A. 51. A. symposium) 41 
toxicity, gastrointestinal, [ilcHardy] *1868 
treatment of adrenal disorders, (Council re¬ 
port) [Thom & others] *2130 
treatment of spinal form of hereditary sclero¬ 
sis? 1957 

treatment of thrombopenic purpura after 
mumps, [Kolars & Spink] *2213 
treatment of tuberculous meningitis) (India) 


CORTICOSTEROID HORMO.VES-ConUnuM 
1392; [Dleckmannl 1580—ab 
treatment (prolonged) and antlblotlca, IM 
treatment (prolonged Intermittent) In nephro¬ 
sis in children and adults, [Lanre k 
others] *377 

CORTICOTROPIN (ACTH) 
action in asthma, 1836 
effects In mumps meningoencephalitis, [Spitz- 
nagel] 827—ab 

producing tumor of pituitary, * [Kehonl 
1158—ab 

treatment (emergency) of corrosive esophagi¬ 
tis, France, 1255 

treatment of adrenal disorders, (Council re¬ 
port) [Thorn & others] *2130 
treatment of spinal form of hereditary sclero¬ 
sis? 1957 

treatment (prolonged Intermittent) In nephro¬ 
sis In children and adults, [Lange & oMiersl 
•377 

CORTISONE 

as cover for major surgery in advanced pul¬ 
monary tuberculosis, [Edge] 2185—ab 
Delta—; See Prednisone 
effects in mumps menIngoencephalitD, [Spltz- 
nagel] 827—ab 
Hydro—: See Hydrocortisone 
treatment (emergency) of corrosive esophagi¬ 
tis, France, 1255 

treatment In staphylococcic pneumonia In In¬ 
fanta and young children. [BilhlerJ 222—ah 
treatment, massive doses In hepatic corns. - 
[Pessar] 324—ab 

treatment of malignant hemoblastoses, Au¬ 
stria, 1922 

treatment of rheumatism, Sweden, IS9( 
treatment of sarcoidosis of spinal cord, 
[Moldover] 2182—ab 
rORTOGEN; CORTONE: See Cortisone 
CORVNEBACTERIU.M 
dlphtherlae, toxigenlcUy of, India, 93 
COSMETICS 

A. M. A. Committee on, annual report, 1062 
COTINAZIN: See Isonlazld 
COUGH . 

solitary pleural effusion due to myxeileiua 
with, [Schnelerson & Katz] *1003 
syncopy, Denmark, 1924 
COUMADIN; See Warfarin Sodium 
COUNSELING , 

outpatient pastoral, In medical renter, [lounf 
& Patrick) *24 

COXSACKIE VIRUS . 

B virus infection, virus in blood, 

cerebrospinal fluid, [Utz & Shelokovl •-61 
groups A and B, acute benign •perlcarmtis 
with, [Movitt] 106—ab 
Infection, Canada, 1922 
infection, serious. In Infants and cWldren. 
myocarditis, meningoencephalitis, and nepa* 
tuts, [Hosier] 1941—ab , . 

pneumonia, possibility of Infection by • 
[Verllnde] 1825—ab 
COYOTE, rabies In, .Mich., 909 
Craniopharyngioma ,'i 

improve surgical treatment by 

and postoperative adrenocortical hormones, 
[Decourt] 454—ab 

CRANIUM - , ... 

internal carotid thrombosis slnulallng - 
cranial space-occup 5 ’ing lordon, ILiarKej 

aneiiry.sma. 

}'.i • . I .■ •■.•'em, [Hook] 33^r-ab 
.-.IS . after tuberculous 

i. . 1 . „ ... ;■■■', [Lorber] 958—ab 

intracranial venous thrombosis In puerperlnm, 
[dalle Ore] 936—ab .. 

trauma, control extradural Iiemorrl)age aiier. 
New Zealand, 95 

CREEPlTsG Eruption: .See Larva MIgraus 
CREIGHTON U.NIVERSITY SCHOOL OF Mbb 
ICINE. 

training In reliabllltatlon, 419 
CRETINIS.M _ , 

early diagnostic criteria, [LoureiJ l-'o * 
CRIMINALS . „ . „ /-pu 

Broadmoor asylum for crlralnalb Insane, 
about. United Kingdom, 98 . 

Wanted by FBI: See Federal Bureati or Jn 
vestlgatlon 
CROUP 

in Infant, Isolate 

scmbllng CA Tlrus from, [CrambletU 
461—ab 

CRYING ’ j-’u_,,n. 

; uterinus: cry in uterus, [Ikle] 4 j9 * 


vagltus 1 


Torulosis 
estes, undescenoeu 


n child with adrenocortical 
excessive aldosterone production, W® 

lurglcal treatment, [Glenn] 
agement and metabolic aspects of an 
lectomy) [Mason] 2308 —.ab .. 

reatment, current status, (Council r P 
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O*AN0C0UAl-AMlN (Mtnmtn His) 

In Wooil: See lUoo<) 

' riidloaellvc, lUnKtiosllc vnlue of, trUtioy] 

tobaeeo .nmblyoiiln nml, Ihiltoil Kingdom, 435 
tre»tmeiil of pornlelous nnemln, nilmlntnlrn- 
tlon nnd 183(1 

treatment of pernlelous nnemln, Intrlnsle- 
faclor-InhUdtnr In jicrutn nflcr, fSchwurt?.! 
913—Rb 

treatment |i1ur InlrliiRlc fnetor U\ ItIcrincr'R 
^ disease, ICrolrnl] 15S0—Rti 

CTCbAMYt’lN*: Sec TrlRcelylolcnndomycIn 
. ryfLOl'ItOVANK 

anesthesia, niamial and mechnnlcnl control of 
rfrirHatlon rlurlrifr, (UViter A olhcrs] *224.0 
nTWSKHINK 

treatment of tuhercnlosls, IZorlnll 834—nh 
CYST 

fcnKenltal cyatU* dllntatlon of common Idle 
dun. fllavUrh) 2310—nl> 
cystic dlsense of breaM, trentment rcauUa, 
nicmJrlc);] 2003—ah 

of thymua, myn.sihenln chivIr after rcmnvnl; 

elcctrolytcR diirlnc crisis, (FonKl] •I.IO—oh 
orarJan, profrestcrono for, 1204 
' pancrcallr pscudoryst, cllnlcnl and snrclral 
aspects, l\Ynnp)0 431—ah 
rllonUlnl, carcinomatous ilcpcnerntlon, [Matt] 
2311—«h 

postpneumonie pseiido air, In children, 
fSclilaccr) 1817—ab 
(T.^TADKNOCAnCINOMA 
of orary and uterine nrcRtiancy, (ChAvez] 
2313—nb 

tTSTIC Kinnosis: St^c rancrcas 
CVSTINOSIS 

' de Tonl-Fanconl syndronu* uith, clinical and 
metabolic study of 2 cases In family, 
rWorthen] 121—ab 
rvSTlTIS: See Hladder Inflarnatlon 
n*TKLLIN: See ISItosterola 
CYTObOGY: Fee Cells 

TYTOMEGAUC inclusion niSEASK: See 
Cells 

CYTOMETER chamber spcrmatocldal tesi. (Rcr- 
t*erlan A SllphtcrJ *2237 

D 

pRED: See Ilenpathlne rcniolllln G 
pBI: See rhc»yletbyWlp»anlde 
lUCRON, clastic, prosthesis, clinical use, 
[Szilapyl] 2303—ab 

hander 

dop, and asthma, (replies) [Howard; and 
orlptnnl consultant] 1170 
HANISII Medical Association, how tl sorres 
membera, 1023 

pAKArillM: Sec ryrlmethnmlne 
DAUGHTER; See FAmlUes 
DEAE-MUTISM 

congenital, prolonpcd QT interral, syncopal 
attack.s and sudden death, [Levine]. 1818 
—ab 

; deafness 

‘ ■ bilateral, In Copan’s symlrome with cardlo- 
s vascular disease, [Eisensteltt] 108—ab 
I bilateral neire, after rontreconp brain dam- 
ape; cause, treatment, 2081 
^ ♦.•tlolopy: oarplugs ? 

vllolocy: intramuscular neomycin, [Korfpe- 
StOppler] 1285—ab 

Information for parents of younp.deaf chil¬ 
dren, Chicago, 294 
DEATH 

after poliomyelitis Inoculation, United King¬ 
dom, 709 

cause of, change of anesthetic. United King¬ 
dom, 1927 

cause of, penicillin toxicity,' follow-up study, 
(reply) [Cooper] 319—C 
cause of, pentollnlum tartrate. United King¬ 
dom, 926 

cause of, tetanus, New Jersey, 75 
cause of, what Is? pathologist’s death cer¬ 
tificate, [Erhardt] *161; (reply) [Ziegler] 
12C0—C 

louses of, Norway, 1571 

certificates, physicians need not give. United 
Kingdom, 2045 

forcible blood and fluid injection into arteries 
In terminal states, [Radusbkevlch] 1711—ab 
of Physicians: Sec Physicians; list of Deaths 
at end of letter D 

Rate: See 'Vital Statistics, mortality 
y sudden, "bangungut syndrome,” In Filipinos, 
[Nolasco] 1403—ab 

sudden, In congenital deaf-mutlsm with pro¬ 
longed QT Interval and syncopal attacks, 
[Levine] 1818—ab 

sudden. In Infancy, United Kingdom, 925 
sudden, parathyroid crisis causes, [Hewson] 
1157—ab 

unexplained, aspiration of food and vomltus. 
United Kingdom. 1152 

unexplained, from exchange transfusion, 
[Taylor] 340—ab 


DECOMPRESSION 

trnnsantral, for iHAUgniint exophthnlmof, 
I Walker] 951—ah 
DECOUTIN: Sec Prednisone 
DEFICIENCY DIRRASE 
enecphRlopnthtes In nlitohoHsm, tLaprosle] 
827—ab 

DEllYDROOENASE 

succinic. In Inimati apermatoroR, India, 94 
DELINQUENCY 
juvenile. United Kingdom, 1153 
DELIRIUM TREMENS: See AlcohoUam 
DELTA-AMINOLEVULIC ACID: Sec delta- 
AmlnolcTuUc Acid 
DELTA COUTKF: Sec Prcdnlsolono 
DKLTACORTIKONE; DELTASONE; DELTRAt 
Sec Prednisone 

DEMENTIA PRKCOX: Sec Sclilxopbrenlc Re- 
aettona 
DENTISTRY 

uRc of bypnosls, (Council report) 186 
DENTURES: Sec under Teeth 
DEODORANTS 

relation to supply of milk tn breast feeding, 
1297 

DEPENDENTS’ Medlcjil Care Program: See 
Medicare 

DEPRESSION: See Mental Depression 
DERMATITIS 

Atopic: See NeurodcrmAtUls 
1nd\istrlal: Sco Industrial Dermatoses 
DERMATOSIS: See Skin disease 
Industrial: See Industrial Dermatoses 
DESENSITIZATION: See Allergy 
DESOXYUinONUCLEASE 
chymotrypsln with, to reduce sputum visco¬ 
sity, United Kingdom. 2173 
DETERGENTS 

contamlnaiiis in needles -and syringes used 
for spinal anesUicsla, effects of, [Joseph & 
Denson] *1330 

subungual hemorrhage In pan washers from, 
[Long] *1226 
DEXTRAN 

sulfate, alopecia due to. United Kingdom, 
167:1029, June 21. 1958; (correction) 

108:81, Sept. C. 1959 
DEXTROSE: Sec Glucose 
DIABETES MELLITUS 
coma In Infancy, United Kingdom, 311 
complications: dissolving corneal opacities In 
woman 79 with, 139; (reply) [Mann] 1838 
compiicatlons: Impotence, [Rubin Babbott] 
•499 

corapUcallons: peripheral vascular, survey of 
3,000 cases, [Kramer] 2181—ab 
i’ompUcatlons: xanthoma, treatment, 1423 
Diabetes tVeek, Nov. 16-22. 297 
early Juvenile, ‘•Instilllls” In. [LeCompte] 
2199—ab 

genetic background, 137 
Incidence In asteroid liyalltls, [Smith] *801 
JnsuJIn-producIng capacity of pancreas of 
children with, [Klein] 1718—ab 
neonatal tetany In newborn babies of diabetic 
mothers. [Craig] 1717—ab 
nutritional management of children with, 
(Council report) [Jackson] *42 
plicochromocytoma, and glycosuria, [Freed¬ 
man] 1703—ab 

IJrcgnancy wastage and, A. M. A. Subcom¬ 
mittee annual report on, lOCO. 
restrictions In licensing pilots with, 3G3 
severe, hjTOpliyseclomy in, neurosurgical 
aspects, [Javld] 1814—ab 
treatment, chlorpropamide, (United Kingdom) 
1574; [Murray] 2074—ab 
treatment, DBI, nonsiilfonyliirea, [Krall] 
835—ab 

ireatment, hypoglycemic sulfonamides, France, 
803 

treatment: phenylethyldlguanlde. United 

Kingdom) 31C; [Hall] 1286—ab 
treatment; sulfonylureas, (Finland) 308; 
[Hofstetter] 1722—ab; [Ikkala] 2196—ab; 
(retinal hemorrhage relation to) 2208 
DIAGNOSIS 


congestive heart failure In 46-year-old wom¬ 
an, (Diagnostic Problems) [Kushner & 
Szanto] *277 

generalized abdominal pain and acute renal 
failure, (Diagnostic-Problems) [Kushner & 
Szanto] *1778 

hemolytic and hypochromic anemia and ele¬ 
vated cold agglutinins In child, (Diagnostic 
Problems) [Kushner & Szanto] *1013 
hospital insurance and diagnostic services, 
Canada. 90 

state-operated diagnostic center, Canada, 431 
tissue, postmortem, transforamlnal curet 
necropsy of brain, [MacHaffie] 1823—ab 
DIALYSIS: See Hemodlalj’sls; Kidneys, arti¬ 
ficial 

DIAMOX: See Acetazolamlde 
DIAMTHAZOLB DIHYDROCHLORIDE 
prednisone with, for noninflammatory scalp 
ringworm, [Kanof] 2318—ab 


DIAPER 

relationship between acrodynla and mercury 
, absorption, 138 
DIAPHRAGM 

endometriosis, chronic recurring spontaneous 
pneumothorax due to, [Maurer & others] 
•2013 

hcpatodlnphragmallc interposition of jejunum, 
Ileum, cecum and ascending colon with In¬ 
testinal obstruction, [Aiken] 340—ab 
Injury, spontaneous pneumothorax In, found 
In routine laparotomies. 2083 
ruptured, problem of, [Bemalz & others] *877 

diarrhea 

In infant, ncomycln-sulfadlmldln for, India, 
1256 

In Infants, epidemic, conform organisms In, 
Canada, 1677 

signs and symptoms In chronic renal failure, 
[Effcr.s0e] 214—ab 
DIASTASE in Urine: See Urine 
DIATHEUMY 

coagutntlon. angiomatosis retinae 11 years 
after, [Vail] 2322—ab 
DfATHESTS 

hcmorrlmglc, signs and symptoms In chronic 
renal failure, [Effers0e] 214—ab 
DIBENZYLTNE: See Phenoxyhenzamlne 
DIBUCAINE 

as spinal nne.sthetlc, pharmacology, [Feather- 
stone] *1327 

DICUMAUOL: See Blahydroxycoumarln 
DIET 

America;: Dietetic Association and A. M. A. 
sponsor committee on gastrointestinal die¬ 
tary therapy, 1058 

blood lipids and, physician himself, [McAr¬ 
thur] *1740 

effect of certain oils on blle-acid secretion 
and serum-cholesterol, [Lewis] 131—ab 
fat and cholesterol In, hypercholesteremia 
Induced by, In monkeys, [Cox] 969—ab 
for children with diabetes, (Council report) 
[.Tackson] *42 

for myopia In children, [Gardiner] 346—ab 
high-fat, for obesity, and fatty acids, United 
Kingdom, 204C 

In treatment of bleeding duodenal ulcer, 
[Weiss] 216—ab 
Infant's: See Infants, feeding 
lecithin In. can one use too much? 1168 
low-phenylalanlne, for children with phenyl¬ 
ketonuria, [Berry] 462—ab 
low-phenylalanlne, for psycliometabollc 
changes In phenylketonuria, [Meyer] 219 
—ab 

of occupational groups, United Kingdom. 318 
phosphorus and aluminum hydroxide In, (re¬ 
ply) [Farrar] 1838 

produce experimental congenital malforma¬ 
tions by, ((iouncU article) [Watkany] *2020 
protein and carbohydrate In, effects on choles- 
terolemia and atherogenesls In cockerels on 
high-fat, hlgh-cholesterol mash, [Stamler] 
976—ab 

protein, methionine and vitamins, effects on 
plasma lipids and atherogenesls In choles¬ 
terol-fed cockerels, [Stamler] 976—ab 
role of sodium In essential hypertension, 
[Dahl] 323—ab 

sodlum-Iow, physiological adaptation and clin¬ 
ical usefulness, (Council report) [Danow- 
ski] *1886 

sodium restriction booklets, annual report on, 
1059 

DIETHY’LCARBAMAZINE 
treatment of tropical eosinophlila, India, 1392 
DIETH'YLSTILBESTROL 
treatment of prostate cancer cause night 
sweats and dizziness? 983 
DIFFUSIN: See Hyaluronldase 
DIGITALIS 

digoxln. Intramuscular, experience with, 
[Fletclier] 437—ab 

effect of acute digitalization In rheumatic 
heart disease, [Werko] 1575—ab 
preparations, compare' six, by parenteral 
route, [Aravanls] 347—ab 
treatment of myocardial Infarction? 1297 
DIGOXIN; See Digitalis 
DIHYDROSTREPTOMYCIN 

Ireatment plus penicillin, Sweden, 807 
1,4-DIMETHANESULFONOXY'BUTANE; See 
Busulfan 

DIME THOXYBENZAL ISONICOTINYLHYDRA- 
ZONE 

treatment of pulmonary tuberculosis, [Rubbol 
1286—ab 

DINACRIN: See Isonlazid 
2,2 - DIPHENYL - 3 - METH YT.- 4 - MORPHOLINO - 
BUTYRYI^-PYRROLIDINE 
after slomacli surgery, Sweden, 708 
DIPHTHERIA 

antiserum Intravenously, Importance of, [Tas¬ 
man] 712—ab 

Corynebacterlum, toxigenlclty. of, India, 93 
diphtheritic laryngeal obstruction, prednisone 
, for, India, 707 
DIRECTORS: See Executives 
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DIRECTOnY 

American Meilical Directory, (1957-1958 cir¬ 
culation) 10S3; (20th edition available) 

1232: (revision of categories) 1901 
DLSABTLITY 

evaluation by Social Security Administration's 
Medical Advisory Committee, 2284 
guides to evaluation of permanent Impair- 
,nient of visual system, 58; 414—E; (Com¬ 
mittee report) *475 

Industrial: See Industrial Accidents; Work¬ 
men’s Compensation 

insurance program of social security, A. A. 
resolution on, 67 

service-connected, In T. A. hospitals, A. M. A. 
resolution on, 07 

DISASTEKS: See also Civil Defense 

emergency planning, regional variation in, 
[Medicine at Work] 772 
Flint tornado, management of mass casual¬ 
ties, [Lyttle] 182G—ab 

hospital plans for, yardstick for testing, 
(Council article) [Llchter & Cousin] *1131 
medical mobilization for, New York, 1383 
medical preparedness, [Hays] *2o4 
plan developed for metropolitan Kansas City, 
[Medicine at Work] 1897 
DISEASE 

chronic, central information and referral 
services, annual report, 1108 
chronic, Greenland’s Invalids, Denmark, 920 
chronic. Home for Incurables affiliates with 
U. of Chicago, 197 

Chronic Illness Newsletier, annual report, 1103 
chrouic, physician relationships, [Under¬ 
wood] *1000 

chronic, 2 Minnesota societies aim at home 
care for, [Medicine at Work] 1894 
Iatrogenic: See Phj'slclans 
Industrial: See Industrial Diseases 
Isolation stress In, [Zlsklnd] *1427 
Nomenclature: See 'renninology 
reviews of drug therapy, annual report on, 
105G 

5.v,stemic, oral diagnosis, [Hopp] *748 
DISINFECTION 

of water, 166:427, January 25, 1058; (cor¬ 
rection) 168:364, Sept. 20. 1958 
DISIPAL: See Orphenadrlne 
DISTEMPEE 

measles relationship, [Adams] 354—nb 
DISULFIRAM 

toxic efTects, [Rathod] 2068—ab 
DITruiN: See Isonlazid 
DIUHESIS 

antldluretlc factor and ascites, India. 1130 
DirRETICS: See also specific diuretics, as 
Chlorothiazide 

mercurial therapy, nephrotic syndrome com¬ 
plicating, [Kiddle] 126—ab 
osmotic, for refractory edema, [Bernstein] 
101—ab 


DIURIL: See Chlorothiazide 
DIVERTICULITIS; DlvertlculosU: See Colon; 
Intestines 

DIZZINESS: See Vertigo 
DOCTORS: See Pliyslcians 
Draft Law: See Medical Preparedness 
DOGS 

dander and asthma, (replies) [Howard; and 
original consultant] 1170 
DRAFT: See Medical Preparedness 
DRAINAGE 

after gastrectomy, 716 

retrograde su^lcal, of pancreas for chronic 
relapsing pancreatitis, [Puestow] 217—ab 
DRESSINGS 

bandage scissors, new, [Burnham] *760 
magnesium sulfate, rationale of use, (replies) 
[Tredlel; and original consultant] 1298 
DROV’NING 

length of time which victim may remain sub¬ 
merged with hope of recovery, 1424 
treatment. Prance, 1255 
DRUGS 

accidental poisoning, control of, [Cnnn & 
others] *717 

Addiction: See also Narcotics 
addiction to anllerldlne, [Therlen & others] 
•2098 

addiction to meprobamate, [Halzllp] 337—ab; 

[Boyd & otfiersi *1839 
addiction to those freely obtainable. United 
Kingdom, 2173 

advertising of over-the-counter medications, 
A. M. A-'s action on, 57 
advertising of proprietaries, (A. JI. A. reso¬ 
lution on) 68; (annual report) 1052 
American Drug Manufacturers Association, 
Liaison committee, annual report of A. M. A. 
Council on. 1073 

A. M. A. Cliemical Laboratory, annual re¬ 
port, 1063 

A. M. A. Council on, annual report, 1056 
Army Medical Service Formulary released, 
301 

contraindicated In glaucoma, 1838 
dangerous, automatic stop order on, A. M. A. 
resolutions on. 65 

evaluation of, annual report of Council, 1050 
evaluation of, factors Influencing, especially 
timing In hay fever, (reply) [Engelsher] 
1685—C 

F. D. A.: See Food and Drug Administration 
In shock of myocardial Infarction, (Council 
report) [Selzer & Rytand] *762 
In vitro method to determine rate of release 
of delayed and sustained release medica¬ 
tion, 1063 

means for Identifying tablets or capsules, 
1063 

misuse of, especially kanamycin, [Mann] 
814—C 

new and nonofficlal, 181; 285; 1771 


DRUGS—Continued 

new and nonofficlal, monographs of tests and 
ftssaySopublished in Drug Standardi, 41:- 

oral medication with preparations for pro¬ 
longed action. (Council report) [Dragstedtl' 
•1652 

Prescriptions: See Prescriptions 
resistance In Shigella, Israel, 95 
therapy, reviews of,- annual report on, 1036 
DRUNKENNESS; See Alcoholism 
DUCTUS ARTERIOSUS 
as avenue of escape in persistence of fetal 
ductus function after birth, [Abrams] 
1280—ab 

■ patent, surgery for, follow 250 patients, (liel- 
slngen] 2063—ab 
DUKE UNin:RSITY 

allergy training program expanded. 420 
new biology building, N. C., 1383 
new medical education program, 1461 
.DUMPING SYNDROME, 1229—E 
DUODENUM. 

arteriomesenteric occlusion of, [BitnerJ. 129 
—ab 

cancer, diagnosis, (exfoliative cytology,.rapid 
method of duodenal Intubation). (Raskinl 
440—ab; (secretin test) [Wenger].441—ab 
Ulcer: See Peptic Ulcer 
DUPUYTREN'S Contracture: See Contracture 
DUST 

' respiratory allergy, clinical entity in pedi¬ 
atrics, [Mande] 1720—ab 
DWARFISSI 

. pituitary, diagnosis and treatment, [Martin] 
057—nb 
DYES 

azure A resin In tubeless gastric nnah'sls, 
[Rosenthal & Buscaglla] *409 
gallbladder, coronarj* insufficiency after oral 
administration, [Littman] 352—ab . 
stamp monograms on linen with, operator 
has muscular aches, nervousness,-and retro- 
. sternal discomfort; industrial disease as¬ 
pect. 3G1 

DYSENTERY , . • ^ 

Shigella sonnei, epidemic in general hospital, 
[Khrenkranz] 1726—ab 
DYSMENORRHEA, 1660—E 
DYSPHONIA: See Voice 
DYSPLASIA 

epiphysial, multiple, [Barrie] 1269~ab 
DYSTONIA 

of basal ganglions, cheraopalUdectomy for, 
[P.ixtOD & Dow] *755 

DYSTROPHY ,, .... 

muscular, etlologlc relation to pollomyeiJns 
'and head Injury, treatment, 1422 
muscular, menopausal, [Kaeser] 1938—ab- 
muscular, research at U. of Colorado, 1-39 
reflex sympathetic, sympathetic blocks In or¬ 
thopedic surgery for, [Brennan] *504 
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Karen, Benjamin, 85 - 
Kass, Albert Joseph, 1018 
Katz, Maxwell Clarence, 917 
Kauffman, Kalman L., 1251 
Kavaler, Samuel, 1251 
Kavle, Carleton Porter, 1251 
Keating, Robert Alfred, 2287 
Keating, William Bernard, 1794 
Keating, William Patrick Stuart, 304 
Kechele, Delbert Vine, 1794 
Kelller, Violet Hannah, 1918 
Kelley, Catherine Rose, 85 
Kelly, William Francis, 1148 
Kelso, John Calvin, 1918 
Kendrick, Charles Mattox, 304 
Kennedy, J. Edward T., 2287 
Ketchcrsld, John Wesley, 2037 
Key, William Frank, 1251 
Kicbala, Joseph Kasmer, 1567. 
KlUoran, Vincent Ambrose, 428 
Kirk, Albert Wellington, 85 
Kitlowskl, Henry, 1918 
Klein, Sidney, 1389 
Kleiner, Blanche F., 1674 
Klelnman. Samuel Bernard, 304 
Kline, Ralph Glenn, 428 
Klotz, Fred Guth, 2037 
Knight, Durell Keeling. 800 
Knope, J. Colman, 1918 
Kochmann, Alfred, 1795 
Konzelmann, John Bruce Hill, 304 
Kun, Bertram Bela, 917 
Kusnltz, Morris Jr.. 1674 
Kvitek, Louis Charles, 2037 
Kylo, Bernard Hewitt, 1390 

L 

Labensky, Alfred, 85 
Lacy, Justin Ernest, 1390 
Lange, Horst, 86 
Lassen, Fritz, 86 
Lazarus, Joseph, 304 
Lease, Raymond Essex, 1918 
Leblicq, Fernand Joseph, 304 
Lederman, Edward Isadore, 86 
Leedy, Gladys June, 86 
Le Golvan, Celestln, 1148 
Leigh, Horace, 86 
Lelnoff, Harry David, 86 
Lelter, H. Evans. 1795 
Leith, Leroy Rhodes, 86 
Lemere, Henry Bassett, 1918 
Levant, Benjamin, 204 
Levin, Charles Alec, 1795 
Levy, Harry Robert, 1148 
Lewis, Robert. 1148 
Lilly, Edward, 1148 
Llneberry, E. Dice, 1795 
Llpschutz, Sigmund W., '2037 
Lockwood, Howard De Forest, 1795 
Loder, Horace Boltin, 1795 
Loeb, Herbert, 1674 
Logan, George W., 204 
Lombardo, Bartlo William, 204 
Long, Samuel Clark, 428 
Long, William Hunt, 1793 
Loper, John C., 1795 
Lo Popolo, Vincent Charles, 800 
Ludwig,-David Boyd, 304 
Luhr, Alfred Francis, 800 
Lund, Henry Joseph, 86 
Lusher, Homer Virgil, 1507 
Lusk, Hamilton Kcal. 428 
Lyle, James McCampbell, 204 
Lytle, Ralph McKay, 1918 

M 

McAuliffe, William Joseph Jr., 1148 
MacBrlde-Dexter, Edith, 2165 
MacBrlde-Dexter, Martha Edith 
(See MacBrlde-Dexter, Edith) 
MacBride, Martha Edltli (See 
MacBrlde-Dexter, Edith) 

McCandless, Orville Calnon, 1567 
Maccanl, William Louts, 1795 
McCarthy, Daniel Joseph, 2037 
McCartney, James Shearer, 1390 
McClellan, George Sterling, 86 
McCiure, Charles Richard, 1568 
McCord, Arthur Kelson, 428 
McCoy, Earl Marcus, 1148 
JIcCue, Francis Joseph, 86 
McDonald, John Thomas, 1232 
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McfJflro’, Tiiomas Frauds, 1252 
5i<’tJhee, Saylor John, 91T 
Mudlregor, Archibald E., 1795 
MclIiiKh, William James Jr., 1T95 
Mi-Ka>, William H.. 1918 
McKenna, Henry Joseph, 2165 
Mackey, llobert Bliss, 1252 
MiicKUlop, Daniel 1918 
McLean, Hnirh Clayton, 1252 
McLeod, Alexander, 1390 
McMahon, Ralph James, 1674 
McMcans, Joseph William, 1568 
-Mi'MjJJaj?, John Ezra, JJ4S 
McMillan, Walter Ree, 800 
MacNamoe, William Hiram, 304 
McNcaly, Raymond William, 205 
McRae, Donald Hugh, 1795 
McTague, William Francis, 86 
Mahon, George’ Dixon, 800 
Maler, Henry Whltefleld, 304 
Maldonado, Miguel Angel, 1795 
Maley, Thomas Francis, 1568 
Maloney, Thomas William, 86 
Mammen, Gocke Henry, 1390 
Manglcsdorf, William F„ 205 
Mann. Joseph Lee, 86 
Mantell, Sol R., 304 
Mann-aring, ler Jay, 2287 
Marasln, Theodore Louis, 1795 
Marble, Ira Albertus, 205 
Maroney, Frederick William, 1918 
ilarsh, Charles Lafayette, 1252 
Marlin, Albert J., 86 
Martin, Charles Dyer, 2287 
Martin, James Jackson, 1568 
Martin, Thomas Morris, 304 
Mason, Virgil Andrew, 1390 
Mateer, Harry Oliver, 2165 
Mathes, Sydney Bernard, 304 
Mathis, William Harris, 428 
May, James Robert, 305 
Mayer, Willard D., 917 
Mayfield, George Franklin, 800 
Mayfield, Hugh F,, 800 
Mechllng, George Seanor, 1390 
Jleddis, Victor Kewcomb, 1674 
Meehan, Patrick Joseph, 917 
Meek, Charles Roscoe, 800 
Meeker, D. Olan, 1795 
Mellin, L. Robert, 428 
Mendelsohn, Sidney Korman, 2165 
Menger, Louis Charles, 917 
Mentzer. John F., 1252 
Jferlwether, Eliyson GwjTine, 2163 
Merrill, Ralph Edward, 1390 
Merritt, Francis Elmer, 205 
Mertz, Albert Adolph, 917 
Metheny, Samuel, 2165 
Meyer, Joseph Theodore, 205 
Mlchaells, Lucia. 1252 
Miller, Luther Edwin, 1919 
Mllloy, Frank Joseph, 801 
Mills, Harry Lee, 1796 
Milos, James Leopold, 86 
Mlnchew, Benjamin Harvey, 1796 
Mlnkoff, Max, 1796 
Mlnlz, Maurice Emanuel, 1568 
Mockett, Percy Charles, 917 
Moffltt, John Alfred, 1796 
Monk, Louis, 1252 
Montgomery, Claude William, 205 
Moore, Benjamin B., 205 
Moore, Dan Miller, 305 
Moore, M. Elizabeth, 428 
Moore, William Bain, 1796 
Moran, William Grayson, 1148 
Morris, Benjamin Franklin, 1252 
Morris, Charles David, 305 
Morris, ElUston Joseph, 1252 
Morris, Hurston H.. 1390 
Morris, James Benjamin. 428 
•Morris, J. F.. 428 
Morse, George, 1919 
Morsman, Charles Frank, 1796 
Moser, William Calvert, 1148 
Moulton, John Henry, 1148 
Muhly, Edward George, 2038 
MuKord, Henry Jones, 305 
Mull, Joseph Harry, 1919 
Muller, Lula Johnson Power, 1252 
Munch, Clarence J., 42S 
Munch, Louise Lucy, 1390 
Mundhenk, Herbert Conner, 917 
Munoz, Roque Xarciso Alfonso, 1300 
Munson, Alban Elliott, 1674 
Murdoch, James Wilson, 1568 
Murphy, Dennis John, 205 
Murphy, Leonard J., 1252 
Murphy, Simon William, 1390 
Murray. John Watts, 1148 
Myer, Edward Herman, 1390 
Myers, Roy Everett, 1568 

N 

Kellsou, Charles Hugh, 917 
Nelson, Cedric Henry, 1252 
Nevltt, Orme Rlchanlson, 1568 


New, James Legrand, 1148 
^Newman, Frederick Jacob. 205 
“’Newmann, Theodore William, 305 
’Nichols, Dan 0., 305 
Nickel, Allen Arthur Clarence, 428 
Nielsen, Edwin Bjorne, 86 
Nlenstedt, Elam J., 305' 

Nlmer, Melvin Arthur, 1148 
Nixon, Edwin Allen. 1674 
Noble, Guy Eugene, 801 
Noon, Russell Alleyne, 801 
Norris, Julia Anna, 1919 
Novak, Eduard, 1919 
Novello, Joseph Albert, 801 
Noyes, Harriett Louella, 1252 
Noyes, John Russell, 2165 
Nussbaum, Oscar, 2165 

0 

Oakes, Frederick, 205 
O’Brien. Daniel Patrick, 1148 
O’Connor, Clarence Joseph, 1674 
O’Connor, Ralph Edward, 428 
O’Dell, Harry Clay, 305 
O'Keefe, Edward F., 429 
Olkon, David Mortimer, 1674 
Olms, Frank Albert, 1568 
OnestI, Silvio Joseph, 2038 
Oppenhelmer, Sail, 305 
Osorio, Vasco Eric Montelro, 1390 
Owens, Frank Joseph, 1674 

P 

Pace, William Thomas, 203 
Packard, Frederic Henry, 305 
Pagett, Frank Elmer, 205 
Painter, Thomas Edgar, 1919 
Palen, Gilbert Joseph, 1796 
Palmer, Claj’ton Hall, 305 
Parker, Charles Edward, 1919 
Parker, Rupert IterriU, 1252 
Pater, Joseph Louis Anthony. 1919 
Patterson, Charles Luther, 1919 
Peirce, Bradford Hendrick, 200 
Pellegrini, Pietro, 1390 
Pence, James William, 1568 
Pennell, Franklin Howard, 1252 
Pennell, Melvin Thomas, 86 
Peutel, Louis Simon, 87 
Percy, Kelson Mortimer, 1674 
Perelman, Julius Samuel, 87 
Perkins, Orman Clarence, 917 
Perkins, Roscoe Livingstone, 87 
Petersen, Arthur Berg, 1919 
Phillips, Edward MllUken, 1919 
Phillips, John WlUlam, 1675 
PhlUlpsen. John Albert, 1675 
Phipps, George Wilson, 801 
Pitkin, Horace Collins, 305 
PUtenger, Earle Alexander, 1019 
Platt, Mardcn Henrj', 2038 
Plummer, John Owen, 206 
Poindexter, Frank Wllmore, 87 
Pomalnvllle, Frank Xavier, 1796 
Fomper, Irving, 305 
Foppen, Joseph A., 1252 
Potter, Henry Bertram, 1919 
Potter, Marjory Janette Maepherson, 
1390 

Potts, Frank TuthlU, 429 
Power, Lula Johnson 

(See Muller, Lula Johnson Power) 
Powers, Earl Jennings, 1919 
Pratt, Frederick Haven, 206 
Pratt, Roscoe Wellington, 87 
Predmore, Donald Ford, 1568 
Prevor, Morris Aaron, 1568 
Purvlance, Walter, 429 

Q 

Quaife, Lawrence Albert, 1675 
Quattlebaum, Theodore Adolphus. 1568 
Quigley, James Earle, 206 
Qulmby, Adonlram Judson, 1149 

R 

Rahmlng, Harry Ellsworth II, 1919 
Rambo, William Harold, 305 
Rankin. Pressly Robinson, 206 
Ransbottom, Ivah James, 87 
Rauch, Harvey Milton, 2165 
Raj', John B., 1149 
Reed, Elizabeth Bass, 305 
Reed, Russel Soule, 2165 
Reed, Tlieodore Bylngton, 87 
Reed, Wendell Phillips, 1252 
Reese, John Davies, 1919 
Beeves, Alfred Edwin, 1675 
Beeves, Emory West, 1253 
Behbock, Donald Jacob, 1149 
Relnders, Otto W., 87 
Reitz, Charles, 1568 
Rhodes, Goodrich Barbour, 2038 
Richardson, Lawrence Lafayette, 1149 


Riley, James Horatio, 1568 
Rinker, George Earnest. 1675 
Rittenhouse, Jacob S., 1675 
Rivers, Thurston Donnell, 206 
Rockwell, John Arnold, 918 
Kodenhelser, Edwin William, 1675 
Rogers, Asa Holt. 429 
Rohr, Joseph, 1253 
Ross, Lucretius Henry, 2038 
Ross, Rex Roy, 1675 
Rozentals, Peterls Voldemars, 87 
Rubin, Isidor Clinton,-87 
Bubln, Lionel Charles, ?05 
Rumore, Samuel Charles, 1920 
Runge, Otto Ernst, 1253 
Russell, Chester, 305 
Russell, Claude Vernard, 2038 
Rutledge, Ralph Lcyda Sr., 429 

S 

Safersteln, T. Harry, 429 
Sako, Wallace Saburo, 206 
Sanders, Leighton Albert, 2038 
Sanders, Lewis Jackson, 2038 
Sanders, Matthew J.. 1920 
Sands, Irving Jesse, 2287 
Sapplngton, William Fulford, 1253 
Sartor, Pierre, 918 
Saulpaugh, Lincoln Moses, 1149 
Sawyer, John Brewster, 801 
Sawyer, Matthias Harvey, 228S 
Schablnger, Charles, 1233 
Schaller, George Jacob, 2038 
Sclileslnger, Louis Hertz, 305 
Schmitt, Alexander Hunter, 2038 
Schnaer, Carl Henry, 1569 
Schwartz, William H., 15>53 
Schwarz, Francis Sten'S./’d Jr,, 1569 
Scott, Edwin Laurence, 2288 
Scott, William Wylie,'1675 
Scully, Robert Emmet, 1149 
Gears, Henry Clark, 801 
Seebert, Joseph Eldred, 2038 
Seldon, Prank Gustav, 206 
Sellgman, Hans, 1675 
Sell, Frederick William, 206 
Sellards, Joseph Waller, 801 
Seth, Raymond Ephraim, 1253 
Sctvell, Harry Dickey, 1569 
Shahan, William Ewing, 918 
Shanahan, William Henry, 206 
Shane, Robert Slioemaker, 429 
Shanley, Emmet Baxter, 429 
Shannon, Charles Edward, 206 
Shapiro, David; 1796 
Shaul, Elmer Brj’ant, 206 
Shaw, Henry Alden, 2288 
Sheddan. William Joplin, 429 
Sheets. CJecil.Clarence, 87 
Shemeley, William G. Jr., 1675 
Shepard, Charles 'Angell, 1920 
Sherer, William Walter, 1569 
Shields, Robert Mansen Jr., 420 
Shlmer, Harry A., 918 
Shirk, Paul Kuhlmann, 1569 
Shoemaker, J. Donald, 1920 
Shuinway, John Raymond, 2288 
Slcotte, Isaiah, 206 
Siegel, Morton Thelman, 1920 
Siegfried, Joseph Howard, 1149 
Silverman, Eli, 1920 
Silvert, Michael, 305 
Simmons. Harold Leonard Jr., 1675 
Simmons, William Arthur, 1149 
Slack, Louise WetherUl, 1675 
Slate. .John William, 1675 
Slayton, Frederic Hosea, 1253 
Smith, De Witt Talmage, 2038 
Smith, J. Harvej', 1920 
Smith, John William Rosser. 206 
Smith, L. C., 2038 
Smith, Stephen Decatur, 305 
Smith. Wilbur Forrest, 1920 
Smith. William L., 1920 
Snow, Bruce, 87 
SochackI, Alexander S„ 429 
Sonnenfeldt, Gertrud, 306 
Soucek, Adolph, 1569 
Southard, Jefferson Sherlock, 2288 
Southard, Mabel Austin. 1253 
Southworth, Franklin Chester Jr., 
1920 

Spain, A. L., 1569 
Sparks. Francis Rufus, 2038 
Sparks, Samuel M., 801 
Speight, James Ambler, 2288 
Spence, Jame.s Earle Hassard, 2038 
Spencer; Harry Dee, 1920 
Spratt, John Thomas, 1569 
Sproc, Charles, 306 
Sprunk, John Paul, 1920 
Stacey, Wlnthrop Do^vnlng, 2038 
Stack, Robert Anthony Henry, 801 
Stahl, Clare WlUIam, 1569 
Standard, Alphonso Perry, 1796 
Stanley, J. Zeph, 1920 


Stansbury, Frank R., 206 
Stapleton, Harvey Burr, 2288 
Staslunas, Juozas Joseph, 2038 
Stayton, Chester A. Sr., 2038 
Stem, Adolph, 1149 
Stevenson, Arthur P., 2039 
Steves, Bert Jerome. 1676 
Stomberg, Carl Winfred, 801 
■ Stout, Henry Isaiah, 1253 
Straith, Claire LeRoy, 206 
Straub, Hiram Grant, 207 
Strickland, Harold. 2039 
Strickland, John Thomas, 207 
Strode, George King, 2288 
Strother, Edwin Bower, 1920 
Stuck,'Robert Gustavus, 2039 
Sturkey, Edgar Lafayette, 2289 
Sturkle, Daniel R., 306 
Styles, George Wilson, 1369 
Sullivan, Tliomas Henry, 2289 
Sunderland, Paul Ulysses, 2289 
Sutton, Lyle Adln, 1676 
Swank, L. Forrest, 306 
Swanson, Ernest Bruce, 207 
Swanson, Harry Theodore, 2039 
Swartsel,’ Samuel Carey, 2280 
Swenson, Andrew Clay, 207 ' 

Swern, Nathan, 306 
Swift, Earle Reed, 801 

T 

Talt, Edwin Forbes, 1920 
Takacs, Henry, 1921 
Takes, Michael James, 1676 
Talbot, Clarence 'Weill, 207 
Talbott, Edward Melville, 918 
Tannhauser, Siegfried, 918 
Taylor, Frank Bashford, 2039 
Taylor, Richard Francis, 2289 
Tenney, William Northend, 2039 
Terfliuger, Fred Weston, 1569 
Terry, Ernest Alden Jr., 2289 
Terry, Philip Roy. 2039 
Tetrault, Phllfas Eugene, 1676 
Thomas, Francis Xavier, 1921 
Thomas, Henry S., 2039 
Thomas, Napoleon Roscoe, 2289 
- Thomason, Charles Franklin, 16T6 * 
Tlwmasson, William Edward, 429 
Thomlson, Samuel James Jr., 207 
Thompson, Cleveland, 801 
Thompson, John Maurice, 2039 
Tliompson, Joseph, 1253 
Thompson, Joseph Ignatius A., 2289 
Thorndike, W. T. Sherman, 2163 
Tletze, Herman Christian, 1253 
Tillman, Isldor R., 2166’ 

Traev, George Thomas, 2039 
Trankle, Herbert Milo, 2039 
Traywlck, Asa Paul, 429 
Treible, 'William Henry, 1569 
Trice, Leroy, 207, 

Tronnes, Nils Laurantz, 30C 
Truer, Barbara Mae Binkley, 2166 
Truslow, Walter, 1149 
Tucker, Adam Reynold, 2289 
Tucker, Augustine Washington, —89 
Tucker, Winston Harris, 306^ 

Turner, Andrew Jackson. 1253 
Turner, John Patrick, 1796 

U 

Underwood, Robert Alfred, 1253 

V 

Van Dei, Dwight Tedcastle, 1149 
Vandermark, Walter Elbert, 918 
Van Iderstlne, Reginald, 429 ^ 

Vaughan, Jlerrltt Carlton, 12i>3 
Vaux, Norris Wlstar, 918, 

Vehrs, George Rudolph, 918 
Vining, Harriet Augusta, 1921 
Virden, Charles Edgar, 2166 
Vogel, Hymen Allen, 207 
Voskull, Anthon3’. 1921 

W 

Waddlngton, Algernon Henry, 429 
Walker, Joseph Edison, 801 
Walllker, Wilbur Myron, 429 
Ward, John Hardin, 1149 
Ware; Dudley B., 306 
Warren, Alexander M., 2289 ' 

Warren, Robert Franklin, 1676 
Watkins, Leo Harlan, 2289 
Watts, Charles Edward, 2289 
Webber, Henry’ Allen, 1149 
Weber, Harry Matthew. 1921 
Weinberger, William, -918 
Weinstein, David, 87 
Weinstein, Max Irving, 1253 
Weitz, Franklin Mathias, 918 
Welsh, Arthur Brinkley, 1569 * 
Westrope, Gordon Robert, 1569 
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Ifcfdftn, Kdwln Y.hiX, Uifi 
nfflrr, P»Tl(! KUldcU. SOT 
ffcHllhm, Bol>frl Tork, SOT 
White, John Kitward, 16tf» 

White, WllU»m Henry, SOT 
TThUehend, L., SOT 
Whllely. Scab lieftwlch, 2160 
WUtt, WllUam StauRhter, 2280 
Wle'pnfcld, Vaul Cholmar. 801 
Wllfoi, Krnest Hatch, 018 
Wilkinson, Krncsi A., 207 
Williams. Charles Leroy, 1076 
WJJJJamj. >'(hvJn Lao*, L'^CO 
WillUms, Frank spaldlnp, 420 


WllUams, Hiram, 1070 
WUUatns, Napoleon Kaaalre. 207 
\VUllami, Fanl Sinclair, 1500 
Wllllama, Stuart Duilley, 10T6 
WlllUmaon, Gladys Jtlcharda, 1021 
XVllllston, Thomas Aucuatus, 20C 
WUlmarth, Kdwln Hamilton, 2106 
WilloURhhy, (Jordon Leslie, 1021 
Willson, William Herbert, 1076 
W’llson, Clamle, 1500 
Wilson, Kva MeClcnnhan, 2166 
Wilson, Georpe Hancock, 1921 
Wilson, Marion Childress, 1021 
Wlnohcll, Georpe 1)., 1076 


WUluTlnplon, Albert Sidney, 420 
WTtherspoon, Waldorf Henderson, 301 
Wlttenhcrp, Carlton Kmll, 018 
Witter, Calvin Ilasslcr, 018 
Wood, William Kllepc, 1253 
Woodall, Jolin L., 87 
Wooden, JamcR Leonidas, 21CC 
Woodman, James Brown, 87 
>Voolrldpo, John Hayes, 207 
Worlhlnp, Harry Jennlnps, 30G 
Wrlpht, Frank Taylor, 30G 
W'rlpht, John Francis, 018 
Wjchc, Georpe Griffin Jr., 1921 
W’yman, Harry Hastings, 429 


Y 

Vadkonsky, Kmanuel, 1253 
Younp, Clifford William, 306 
Yonnp, Harry Hopple, 1252 
Younp, Roy Lowry, 1021 
Yu, Foc-Enp, 306 

Z 

Zacharlali, Simon R., 1569 
Znnpcr, Carl Emil, 207 
Zavlsca, Joseph Albert, 1149 
Zlcpicr, William Henry, 801 
Zlmraennan, Frank Dleffenbach, 2166 


E 


rCHO mUSES 

i>pe 0,* epidemic virus mcnlnpltls due to, 
inavles) 1290—ah 

type 0. Isolation from outbreak of aseptic men* 
Inplils with rubelllform rash, [Snltanlan] 
132—ah 

F.PTA: Sec Edathamll 
KAK 

eczema and prepnancy, hormones Influence? 
227 

I'lups, deafness from use of? 1058 
1XI.AMPS1A 

pre^eclarapsla, chlorothiazide effects on water 
and electrolyte excretion In, Ide Alvarez ft 
O’LaneJ *2226 

rrc'cclampsla. lnclde«\ce, IMncGllUvray) 2069 
—ah 

ircaimont: 2Lh.vdroxyproRnane(llone sodium 
succinate, IMartlnll 2069—ah 
ECONOMICS 

I'loloplcal faKc-j)osltlve serologic tests for 
syjihllls In low socioeconomic proup, [Warhip 
^ A- others] *2004 

NuWeld Foundation bounty, UnlttNl Klnpdom, 
2295 

pediatrics In transition due to. IWheatlcyl *836 
KCO.NOMICS, MEDICAL: .Soc also Rtislness 
rractlce; Xatlonal Health Service 
aid for physicians In South Cnrolhia, [Smlthl 
1684-0 

A. M. A. action on VENDOU system of pay¬ 
ments to physicians from public funds, 5S; 
HOC 

A. M. A. Bureau annual report, 1080 
A. M. A. House decisions on fund solicitations, 
2149 

American Medical Education Foundation ac- 
tlvUlca, 1475; (let us put It *‘over the top") 
2147—E; (checks received) 2150 
Carroll studies on costs of medical education, 
1472 

case of drupplst and dlsappoarinp rental, [Med¬ 
icine atIVork] 1896 

coffins, costs, and care, [Medicine at Work] . 
1891 

compensation for military physicians, annual 
report on, 10G8 

compensations to jihyslclan in occupational 
medicine, [Belknap] •1847 
cost of Iron preparations. United Kingdom. 1574 
cost of "medical” care, annual report, HOT 
estimate costs for military care, 1662 
estimate median student expenses per year, 
1517 

federal spending for 1959, 1452 
general practitioners’ pay dispute, fall to pre¬ 
sent to Court of Session, United Kingdom, 
2172 

meeting in Buffalo, X. Y., 1141 
missiles or pensions, comments on V. A. pro¬ 
gram, (Miscellany) [Orr] *1686 
National Fund for Medical Education activities, 
1476- 

physician’s share of public costs for indigent 
care, [Medicine at AVork] 770 
public relations and, Canada, 90 
schoorexpendlturcs. 1493; 1494 
ECZEMA 

ear, and pregnancy, hormones Influences? 227 
nummular, treatment, 1296 
vaccinatum, [Reynolds] 1716—ah 
EDATHAillL 

calcium-disodium for lead poisoning, [Cann & 
others] *717 

calclum-dlsodlum to dissolve corneal opacities 
In. 79-year-old diabetic, 138; (dlsodlum, not 
calclum-dlsodlum) [Mann] 1838 

eleaia 

anasarca, polyserositis and, anomalous case of, 
[Rowntree & others] *411 
cardiac, Chlolride for, [Rlchterlch] 2194—ab 
from insect bites, prevention, treatment, 360 
in pregnancy, acetazolamlde in, [Morra] 2070 
—ab 

* , 1 evaluated for, 

report) [Danow- 

skl] *1886 

pulmonary. Intractable, emergency commissur¬ 
otomy In, [Wessel & Webster] *1214 
refractory, osmotic diuretic for, [Bernstein] 
104—ab 


EDEMA—Continued 

treatment: clilorothlnzlde, [Mlchclacn] 2196— 
ah 

EDUCATION 

nsperts of athletics for children, [Hein] *1434 

In motor vehicle accident prevention, [Xey- 
hart] *2209 

Joint Committee on Health Frohlems In, annual 
report, 1080 

undergraduate research supported by National 
Science Foundation. 1668 
EDUCATION, MEDICAL 

A, M. A. Council annual report. 1087 

American Medical Education Foundation: See 
Foundations 

Annual Congress on: 8ee American Medical 
Association 

cooperation In. anmmt report. 1088 

costs of, Carroll studies on, 1472 

4 weeks visit to medical school at Bogota, Co- 
lomhln,' 1391 

graduate, A. M. A. Council annual report on, 
1091 


graduate, annual report and directory of ap¬ 
proved Internships and residencies, rcaulre- 
ments of cxamlnlnp hoards In specialties, 
521; 691—E 

In U. 8. and Canada, (annual report) 1090; 

[Mcdlrlno at Work] 1370 
Internal medicine and training of Internists, 
(Miscellany) [Rhoads] *1398 
international cxchanpo, 1522; 1540—E 
Medical Education for National Defense 

(MEND), joint committee on, report, 1072; 
1512 

number, 58th annual report. Nov. 15, P. 1459 
pediatrics In transition, training, [Wheatley] 
•856: (reply) [DeBackcr] 1929—C 
pica for Improved training in syplillis, 
[Tliomas] 812—C 
postgraduate, annual report, 1003 
postgraduate cruise to Caribbean, 1142 
postgraduate, tax deduction for tuition costs, 
A. M. A. resolution on, 69 
Vrcprofesslonal: Sec Basic Sciences 
psychiatric problems and preferences for In¬ 
struction by general practitioners, [Wlttson 
A: others] *1747 

sexology and medical students. United Klnp- 
dom, 2048 

week, annual report of FR Department, 1051 
World Conference on, second, 1050, 1485 
EDUCATIONAL COUNCIL FOR FOREIGN 
MF.DICAL GRADUATES 
A. M. A. reports on, 1090; 1524 
"Present and Future Status of Foreign Medical 
School Credentials In U. S./’ annual report, 
1089 

EFFUSIONS: See also Pleura; Pleurisy 

malignant, prednisone for, [Franco & others] 
•1645 

EJACULATION 

retrograde, as cause of stcrlWy In male, [Schel- 
len] 1578—ah 

ELASTIC Dacron prosthesis, clinical use, [Szil- 
agyl] 2305—ab 
ELECTIONS 

Younplng of Electorates, animal report on, 1081 
ELECTRIC 

activity of muscles in Infantile cerebrospastlc 
paralysis, India, 92 
clippers, sterilization of, 362 
current, changes In skin as result of, [Winer] 
2073—ab 

stimulation during lumbar sympathectomy, ef¬ 
fective level determined by, [Randall] 444— 
ab 

ELECTROCARDIOGRAM: See Heart 
ELECTROENCEPHALOGRAPHY: See Brain 
ELECTROLYTES 

excretion in preeclampsia, influence of chloro¬ 
thiazide on, [de Alvarez & O’Lane] - *2220 
inverted response after total adrenalectomy, 
[Llaurado] 826—ab 

renal excretion, effect of chlorothiazide on, 
[Lassen] 2196—ab 

study during myasthenic crisis after removing 
cystic thymus, [Fongl] 456—ab 
ELECTROMYOGRAPHY; See Muscles 
ELECTRON MICROSCOPY': See Microscopy 
ELECTRONICS 

data processing equipment, study how It can 
be used In hospitals, Tex., 1243 


EMBOLISM 

peripheral arterial, diagnosis, [PJielan & 
Y’oung] *1299 

pulmonary, arteriosclerosis, myocardial Infarc¬ 
tion and heart anomalies with pulmonary 
hypertension, (Diagnostic Problems) [Kush- 
ner & Szanto] *277 

pulmonary, in lung surgery, [Merlo] 330—ab 
pulmonary, management of acute venous throm¬ 
boembolism to avoid, [Anlyan & others] *725 
pulmonary, maternal death due to, by amniotlc 
fluid. [Carone] 2314—ab 
EMERGENCY: See also Civil Defense; Disasters 
commissurotomy In Intractable pulmonary 
• edema, [Wessel Ar Webster] *12H 
medical care study, evaluate task force material 
In, [Medicine at Work] 773 
national medical care plan, status report of 
activities of commission on. 58; 1071 
poisoning, efficient handling. [Bidder A: Sun¬ 
shine] *514 

portacaval shunt, [Mikkelsen] 949—ab 
surgical treatment of severely bleeding duo¬ 
denal ulcer, [Westland] 334—ab 
treatment of chemical eye injuries, water in, 
(Council report) 47 

treatment of corrosive’ esophagitis, France, 
1255 

Emory university 

chair of tuberculosis and pulmonary diseases 
.It, new, 790 
E.MOTfONS 

problems after organic brain disease, treat¬ 
ment, 136: (replies) [Paley; and original 
consultant] 2086 
EMPHYSEMA 

acute emphysematous cholecystitis, [Edin¬ 
burgh] 824—ab 

anesthetist and, [Nunn] 974—ab 
climate and, 474 
of aged, [Mayer] 1810—ab 
pulmonary, hazards of therapy, [Sherman] 
•1866 

EMPLOYEES; Employment: See Industrial 
Health 
E.MPYEMA 

nontuberculous, New Zealand, 95 
staphylococcic, [Magovern & Blades] *365 
staphylococcus, in children, [Sia] 1412—ab 
tuberculous, topical pyrazlnamlde for, [Costa] 
2324—ab 
KSCEFHAUTiS 

epidemic, India, 1258: 1682 
equine, field and laboratory studies, [FeemsterJ 
1418—ab 

etiology: Asian influenza, [Furtado] 1409—ab 
infectious, outbreaks of, 1245 
Japanese B, Indl.s, 434 

uveo-encephalltlc syndrome, [Reed] 1937—ab 
ENCEPHALOMY’ELITIS 

mvalgica epidemica resembling poliomyelitis, 
[Gsell] 117—ab 
ENCEPHALOPATHY 

deficiency In alcoholics, [Lapresle] 827—ab 
ENDARTERECTOMY 

for peripheral arterial insufficiency. Norway, 
1152 

for relief of Impotence and Leriche syndrome, 
[O’Conor] 1944—ab 
ENDOCARDITIS 

bacterial. In children with heart disease, [Cut¬ 
ler] 2316—ab 

due to * ' prognosis, (re¬ 

ply) 

septic, , for, [Chlklna] 

939—ab 

staphylococcic, ristocetin for, [Weber] *1346 
ENDOCARDIUM 

fibroelastosis, surgical treatment, poudrage 
technic, [I’aul] 112—ab 
ENDOCERVICITIS: See Uterus 
ENDOJIETRIOSIS 

of diaphragm, chronic recurring spontaneous 
pneumothorax due to, [Jfaurer A: others] 
•2013 

. ENDOMETRIUM 

Cancer: See Uterus Cancer 
ENDOSCOPY 

In diagnosis of bladder neck obstnictlon. [Kay 
& Cervantes] •SOo 

In treatment of parenchymal tuberculosis, 
[Carabelll] 1158—ab 
of biliary tract, Germany, 1679 

Q 
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ENGINEERING, sanitary, India, 125S 
ENTERIC Cytopathogunic Human Orplians Virus: 
See ECHO Viruses 

ENTERITIS: ENTEROCOLITIS: See Intestines. 

Inaammatiou 

ENTERTAINING 

tax deduction of expenses, [Medicine and the 
LaivJ 1555 

ENURESIS: See Urination, incontinence 
ENVIRONMENT 

sanitation, India, 707 
ENZEON: See Chymotrypsln 
ENZOOASE: See Hyaluronldase 
ENZYMES: See specific enzymes, as Transami¬ 
nase: Trypsin; etc. 

EOSINOPHILIA 

tropical, diethyl carbamazine for, India, 1302 
tropical, India, 1926 

EPIDEMICS: See under specific disease, as In¬ 
fluenza 

EPIDEMIOLOGIST 

Noah Webster, 4-cent bicentennial stamp 
honors, (Miscellany) [Thoms] 1804 
EPIDIDYMITIS 

nonspecific, etiology, treatment, bloody seminal 
fluid usual accompaniment? 1833 
EPILEPSY 

annulment of marriage and. United Kingdom, 
135 

In children, acetazolamlde for [Holowach] 
955—ab 

late onset, 1,000 cases, [Sheehan] 455—ab 
minor motor; diagnosis, treatment, prognosis, 
[Livingston] 463—ab 

postoperative, in brain abscess, [Kerr & others] 
•868 

psycliomolor, temporal lobectomy effects on 
mental condition In, [Alajouanlne] 1410— 
ab 

EPINEPHRINE: See also Arterenol 
absorbed systematically from eye, percentage 
in allergic conjunctivitis. 1832 
pharmacological activity, India, 806 
EPIPHYSES 

dysplasia, multiple, [Barrie] 1269—ab 
EPISIOTOMY 
mUlUue, Brazil, 88 
EQUANIL: See "Meprobamate 
EQUIPMENT 

biomechanical, for long-term preservation of 
erjthrocytes, [Ketchel fc others] *404 
ERUCTATION 

aerophagia u'ith, treatment, 1734 
ERUPTIONS 

Creeping: See Larva Migrans 
e.xanthem epidemic with aseptic meningitis, 
[Tyrrell] 1410—ab 

Industrial: See Industrial Dermatoses 
ERYTHEMA 

mtiUlforme, acute virus respiratory Infections 
in children and, [HSlscher] 959—ab 
ERYTHREMIA: See Polycythemia 
KRYTHROBLASTOMATOSIS 
medullary, hemopancytopenlc, [Paniagua] 
108—ab 

ERYTHROBLASTOSIS. FETAL: See Hemolytic 
Disease of Fetus and Newborn 
ERYTHROCIN: See Erythromycin 
ERYTHROCYTES 

hemolytic trail in Oriental Jews, Israel, 94 
in vivo survival of glycerolized and frozen 
cells, [Tunis & others] *399 
long-term preservation, biomechanical equip¬ 
ment for, [Ketchel & others] *404 
normal color Index, United Kingdom, 2048 
transfusion, packed, for liver cirrhosis, India, 
1150 

ERYTHRODERMA 

psorinticum, Kaposi’s sarcoma superimposed 
ou. [Segal] 465—ab 
ERYTHROMYCIN 

unllbacterlal activity of serum after, [Kunln] 
207I—ab 

hazards of, [Herrell] *1875 
irentraent plus ristocetin In staphylococcic en¬ 
docarditis, [Weber] *1346 
ERYTHROPLASIA OF QUEYRAT 
metastasizing, fatal, [Wltham] 465—ab 
ESCHERICHIA 

coll, division inhibition and filament formation 
of, ultraviolet light to study, [Deering] 
1723—ab 

coU enteritis. [Balaban] 341—ab; (In nurs¬ 
lings) [Tslmbler] 342—ab 
coll strains isolated In 1957, sensitivity to anti¬ 
biotics, [Toth] 122—ab 
collscpsls as cause of Icterus gravis neo¬ 
natorum, [Plelnge] 833—ab 
ESOPHAGITIS 

as cause of upper abdominal pain, [Bernstein 
A others] *27 

corrosive, emergency treatment. Prance, 1235 
peptic, and peptic ulceration of esophagus, 
[Wolf] 128—ab 

refiux, with stricture, jejunal Interposition 
operation for, [Thomas & Merendlno] *1759 
ESOPHAGUS 

cancer, tolazollne and lymph node biopsy In, 
Brazil, 2040 


ESOPHAGUS—Continued 
cardiomyectomy, Heller’s surgical treatment of 
cardiospasm. [Schmidt] 448—ab 
cytology by gauze-sponge smear technique, 
[Hershenson & others] *1871 
gastroesophageal mechanism, experimental 
studies, [Melss] 1290-ab 
lower ring, pathology of case observed for 9 
years, with autopsy, [MacMahon] 968—ab 
megaesopbagus in Brazilian trypanosomiasis, 
89 

peptic ulceration and peptic esophagitis, [Wolf] 
128—ab 

tuberculous fistula, surgery for, [Pecora] 446 
—ab 

varices before and after portacaval shunts, 
[Evans] 129—ah 

varices, bleeding, venous shunts for, [Young¬ 
blood] 2183—ab 
ESSAY CONTESTS: See Prizes 
ESTROGENS: See also specific preparations 
clinical use in uterine prolapse. [Anderson] 
•173 

“depot,” for prostate cancer, [Salsano] 1287 
—ab 

production correlated with clinical results In 
breast cancer, [Bulbrook] (after oophorec¬ 
tomy) 947—ab; (after adrenalectomy or 
hypophysectomy) 948—ab 
treatment plus androgens for degeneration of 
teeth? 2333 
ETHICS. MEDICAL 

case of druggist and disappearing rental, [Med¬ 
icine at Work] 1896 

National Interprofessional Code for Physicians 
and Attorneys. 166—E; [Medicine and the 
Law] 1663 

opinions of Judicial Council, 1555 
Principles of. opinions and interpretations of. 
Judicial Council annual report, 1086 
ETHYL AMINOBEKZOATE 

absorption of local anesthetic, [Campbell & 
Adrlanl] *873 

ETHYLENEDIAMINE-TETRAACETIC ACID: 

See Edathamll 
EXAMINATIONS 

Physical: See Physical E.vamlnallon 
EXANTHEMS: See Eruptions 
EXECUTI\"ES 

dysphonia In, [Gardner] ir»79—ab 
health of, United Kingdom. 1153 
health problems of directors, United Kingdon), 
2048 

EXERCISE 

for asthmatic children. [Scherr A Frankel] 
•1996 

the physician himself, [McArthur] *1740 
EXHIBITS 

A, M. A. Bureau annual report, 1075 
award symposium on arthritis and rheuma¬ 
tism, 903 

for health exposition Invited, N. Y., 2158 
on film, annual report on, 1073 
traveling, annual report on. 1073 
EXOPHTHALMOS 

malignant, transantral decompression for, 
[Walker] 951—ab 

EXPLOSIONS: See also Atomic Energy 

hazards of vaporized alcohol, (reply) [Kneed- 
ler] 984 
EXTREMITIES 

gangrene of, after cardiac infarction and nor¬ 
adrenaline therapy, [Creenbaum] 125—ab 
lower, movable footrest for elevation of, [Fox] 
•1647 

lower, skin coverage In children, [W’ynn] *154 
operations, intraosseous anesthesia in, [()khot- 
sky] 1825—ab 

relation between condition of limbs and ca¬ 
pacity for work In old ago, Denmark, 208 
Vascular disease: Sec Arteries: Arteriosclero¬ 
sis ; Blood Vessels 
EYEGLASSES: See Glasses 
EYES 

"blinking” In child, cause, tlierapy, 137 
carcinoma, metastatic, treatment, [Buxeda] 
345—ab 

constant twitching of, c^use, treatment, 982 
Injuries, chemical, water in emergency treat¬ 
ment, (Council report) 47 
newborn. Incidence of conjunctivitis after silver 
nitrate and oxytetracycllne In, [Mathleu] 
121—ab 

ocular senescence, Belgium. 2290 
ophthalmoscopic examination during pregnan¬ 
cy, Brazil, 706 

percentage of epinephrine absorbed system¬ 
atically from, in allergic conjunctivitis, 1832 
proplosls after explosion of fluorescent tube, 
1295 

safety equipment, (Council report) 47 
Toxoplasma recovery from. [Hogan] 2321—ab 
toxoplasmosis, [Hogan] 2322—ab 
EYESIGHT: See Vision 

F .. 

FAIRS: See also Science fairs 
health. Bureau of Exhibits annual report on. 
1075 


FAITH HEALING by clergymen. United Klnr- 
dom, 2171 ‘ 

FALLOPIAN TUBES: See Orlducls 
FAMILIES: See also Heredity; Twins 
antibiotic resistant slaphylococcl Infections b, 
caused by exposure of babies in hospital 
nurseries, [Hurst] -1826—ab * 
cyclic neutropenia In father and daughter.* 
[Hahiieman & Alt] *270 
familial congenital hyperplasia of adrbal cor¬ 
tex, [Blrke] 2182—ab 
familial Mediterranean fever, [Heller] 821—ab 
familial thalassemia and erythremlc myelosis, 
[Olshln] 1281—ab 

hazards of using parental blood for measles 
modification, (replies) [BerrybUl; and orig¬ 
inal consultant] 1170 
listeriosis In mother and child, [Kranendonk] 
1275—ab . 

multiple.cases of poliomyelitis In one family, 
[Scnrablcchl] 827—ab 
parental brutality as ellologlc factor In first- 
degree murder, [Duncan & others] *1755 
simultaneous occurence of moderate hemo¬ 
philia and thrombopathy In one family, 
[van Creveld] 1812—ab 
staphylococcal Infection In mothers and In¬ 
fants, maternal breast abscesses and ante¬ 
cedent neonatal sepsis, [Monro] 1275—ab 
true .hermaphrodite siblings, [Milner] 467—ab 
2 cases of de Tonl-Fanconl syndrome with 
cystinosis, [Worthen] 121—ab 

FARM-CITY WEEK 
annual report on, 1031 

FARMERS 

chronic silo filler’s disease, [Schell] 963—ab 

FAT 

body, determination, India, 2292 
dietary, and cholesterol; hypercholesteremia 
Induced by In monkeys, [Cox] 969—ab 
high, and high-chob sterol mash, effects of 
dietary protein and carbohydrate on cholea- 
tcrolemla and atherogenesis In cockerels 
on, fStamler] 976—ab - 

high In diets for obesity, and fatty ados 
United Kingdom, 2046 , 

Intake, physical activity, and blood coagula¬ 
tion, United Kingdom, 1682 
metabolism and psoriasis, relationship, 71fi 

FATHER: See Families 

FATIGUE 

treatment, France, 431 

FATTY ACIDS 

hlgJj-fat diets for obesity and, United Mne- 
dom. 2046 

FEDERAL: See also United States 
Bureau of Investigation, persons 'vanted byi 
(photos) (G. E. Cole and T. Conley), 1381: 
(L. Manson), 2160 ....... 

Civil Defense Administration: See Civil De¬ 
fense .’A • . 

Communications Commission, proceedings be¬ 
fore, annual report of Law Di/partment. lOH 
FDA: See Food and Drug Adnvihlstratlon 
Legislation: See Laws and Legislation 
medical services,- (A. M. A-. Committee an¬ 
nual report) 1103; (A. M. A. conference 
on) 2150 

FEEBLEMINDEDNESS; See Mental Defflcicncy; 
Phenylketonuria 

FEES . „ . 

A. M. A. Bureau of Medical Economic Re¬ 
search annual report on, 1080 „ , , 

bill for Indigent care anyway? [Medicine at 
Work] 1893 , ^ 

for anesthesia in hypnosis, United Kingdom, 
2046 

.Medlcare effect on, [Robinson] ‘loSO 
oldsters. Insurance, A. M. A. meeting, repon, 
2148 

physicians’, Japan, 806 

surgeon’s, when visiting surgeon operaie^, 
Canada, 431 

FELLOWSHIPS 

' American Cancer Society, III., 198 _ 

approved, according to specialties, 561; 6^' 
arthritis, awards open, 79 
blindness research, 2032 , 

cardiovascular, at U. of Mississippi, 1-49 
Donner, winners announced, 78 .-ar 

educational values of USPHS programs, Jj-' 
for women, 1668 ^ ^ 

French Nestl6 Company, for study of nurri 
tlon, 78 

heart research In Central Ohio, 29o 
heart research study at U. of London, w. '«•» 
1142 

Manniielmcr Slemorial Fellow at May IhstJ* 
lute for Medical Research, Clnclnnoll, 


medical neoplasia, N. Y., 794 , 

National Institutes of Health, In metaboi 

(application* 


dlsease.s, 1915 

National Science Foundation, 
due Oct. 15) 425; 1530 
nutrition, annual report, 1058 
ophthalmology, winners, 298 
■ pediatric, 911; 912; 1244 ^ 

Picker (James) Foundation In radiology f 
search, 79 
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rsU.OWSIlirH—Ooiidnucd 
postdoctorAl, prournnis of Nationnl Academy 
of Kotcnccs-Xftttohnl Hcacarch Council, aur* 
vcy, »T8 

TJuUoIoRical physics, IflCS 
rchahllltatton, Ante ItulovA Memorial, cre¬ 
ated. 'im 

research In clinical milrltlon, appllcatlonR 
open, (Council announcement) 708 
respiratory diseases, P112 
surRleal travel fund from U, of Minnesota, 
MS2 

USrnS stipends Increased, 1071 
Wellcome Foundation, for travel In Kuropc, 
N. 79.1 
rKKKSTUATION* 

trache.il. Indications and contraindications for, 
[Mayer A: othera] •1(10 
rKRllOVS: See Iron 
mriLlTV: Sec Sterility 
rKUTILTZKUS 

liaranls of chromium and nickel li\, 10(51 
FKTUS 

blootl lo-<s ullh placenta provln, 1108 
cardiac Infarction In, [Schulcrl 1412—ah 
death of, anatomocllnlcal study, central nerv¬ 
ous system lesions, IChosson) 119—ab 
Erythroblastosis: See Hemolytic IHsoasc of 
Fetus and ^’c^Yborn 

liydr.amnlos In dlapnosls of conconltal obstruc¬ 
tion of alimentary tract; maternal and fetal 
factors, [Ltoydl 4(12—ab 
malformations, origin of; case of rare mon¬ 
ster, [de Gennaro] 2313—ab 
maternal nutrition and, (Connell article) 
(Hopncrl *1774 

perinatal study project and exhibit, annual re¬ 
port, 1108 

persistence of fetal ductus function after birth, 
ductus arteriosus as avenue of escape, 
(Abrams] 1280—ab 

prenatal heart cleclrocardlojjrnm, 183G; (and 
phonocardloRrani, Vnlted Kingdom) 2293; 
[Bergman] 2313—ab 

protrestemne for threatened abortion have ad¬ 
verse effect on? 473 

salvage In Kh Incompalahlllty, (Itowman] 

' 339~ah 

vngllus uterlnus: cry In uterus, (IkU] 459—ab 
FEVER 

Gumma. Japan, 1303 
mechanism of, TJnUed Kingdom, 312 
Mediterranean, familial, [Ilcllcr] 821—ab 
treatment: acclylsallcyllc acid vs, sallcyla- 
mlde, (replies) [Woodbury] 1250—C; [Bass] 
1C84—C 

unldentlflcd, Dr. Hammon on mission to Thai¬ 
land to serve as consultant on, Pa,. 910 
W’est Nile, outbreak In I.srael, [Splgland] 
440—ab 
FIBRINOGEN 

Afibrinogenemia: >«ee Blood fibrinogen 
FIBRINOLYSIN 

treatment of thrombosis, [Sokal & others] 
•1314-. 

FIBROELASTOSIS: See Endocardium 

fibroma 

of bronchus, [RodoJ 437—ab 
FfBROSARCOSfA 

neurofibrosarcoma of cranial nerve origin, 
[Economoii] 951—ah 

pulmonary, risk of developing active tubercu¬ 
losis, [Chase] 2039—ab 
retroperitoneal, Idiopathic; involving ureters, 
aorta, and vena cava, [Hackelt] 1707—ab 
FIBROSIS, Cystic: See Pancreas 
FILARIASIS ■ 

chronic, changes In plasma proteins and 
lymph proteins, India, 1798 
of scrotum, India, 1682 
FILTER 

pollen, most effective type, 1593 
FIRE 

fatalities from, N. C., 2159 
hazards of vaporized alcohol, (reply) [Eneed- 
ler] 984 
FIRST AID 

handling of poisoning emergencies, [Bidder & 
Sunshine] *514 
FISH; See also Shellfish 
contaminated, mlnamata disease caused by. 
United Kingdom, 1683 
FISTULA 

arteriovenous, congenital coronary artery, 
surgery for, [Fell] 1705—ab 
fluid, persistent post-traumatic, [Calvet] 
1705—ab 

Inlrarenal arteriovenous, with hypertensive 
cardiovascular disease, [MJlloy] 823—ab 
traumatic aortlc-rlght ventrlailar, surgical re¬ 
pair, [King] 114—ab 

tuberculous, of esophagus; surgery for, [Pe- 
cora] 446—ab 

. tuberculous, trypsin for, [Rapoport] 1581—ab 
FITNESS: See Physical Fitness 
FLASH blindness and chorioretinal burns pro¬ 
duced by atomic flash, (guest editorial) 
[Byrnes] 778—E 

FLAXEDIL: See Gallamlne Trlethlodlde 


FLUIDS 

free tissue, In female mammary gland, occur¬ 
rence and algnldcancc, • [Ralzenbofer] 
1276—ab 

Injcfllon, forcible. Into arteries In terminal 
states, [Radushkcvleh] 1711—ab 
FLUORESCENT Lighting: Sec Lighting 
FLUORINE 

Fluoridation of Water: See Water 
FLUOXYMKSTEUONK 

treatment of advanced breast enneer, [Ken¬ 
nedy] 232.7—ab 

FLYERS; FLYING: See Aviation 
FOLIC ACID 

antagonist for chortncarclnoma and related 
trophoblastic tumors In women, [Hertz A 
others] *845; 894—K: [LI] 141C—ab 
FOOD: See also specific food Items, ns Fish 
A. M. A., Council annual report, 1057 
asplrnllon. United Kingdom, 1152 
Filipinos die suddenly during sleep after heavy 
meal: "bangungut syndrome,’' [Nolasco] 
1403—ab 

Infant's: See Infanta, feeding 
oral bouillon feedings for surgical patient, 
[Benjamin] 2311—ab 

patterns, lower blood lipids by changing, 
fBrown A Page] *1989 
poisoning, cllnlcnl-ncurologlc study of botul¬ 
ism, (Cnstcdoi 2303—ab 
poisoning from mayonnaise, salmonellosis out- 
lircak In hospital, Denmark, 707 
poisoning from sbelinsb, (Canada) 431; 
[Rond) 975—ab 

poisoning, mlnamata disease from contami¬ 
nated llsh. United Kingdom, 1683 
poisoning, punch In galvanized container, 
Calif.. 790 

FOOD AND DRUG ADMINISTRATION 
A. M. a. resolution commending, 71 
FOOT 

footrest, movable, for elevation of lower ex¬ 
tremity, (Fox) *1647 

neurotrophic ulcers, (Kelly & Coventry] *388 
FOOTBALL 

for 14-year-old boys, 2331 
honor, physicians nominated for, 2281 
FORAND BILL 

annual reports on, 1047; 1049; 1052 
type of legislation, A. M. A. resolution op¬ 
posing, 65 
FOREIGN BODIES 

In kidney, needle within calyces, [NauUeau] 
344—ab 

soft drink bottle In peritoneal cavity, [Hope & 
Thedlcck) *40 

FORENSIC MEDICINE: Sec Medical Jurispru¬ 
dence 

FOREST, Kjasanur, disease, India, 804 
FORMALDEHYDE 

hazard In workers exposed to It, (replies) 
[Zavon; and original consultant] 1298 
FOUNDATIONS 

Allergy Foundation of America, student 
awards, 298 

American Foundation for Tropical Medicine, 
grant to support activities of Liberian In¬ 
stitute; N. Y., 1241 • 

American ^ledlcal Education, (annual report) 
1119; (activities) 1475; (pul U "over the 
top") 2147—E; (receives checks) 2150 
American RehabllUallon, sponsors symposium 
on basal ganglia surgery for Involuntary 
movements, (reply) [Krusen & Ellwood] 
319—C 

Arthritis and Rheumatism, fellowships, 79 
Dailey (Mary), shop for surgical needs do¬ 
nated to. at Hahneman Hospital, Fa., 1789 
Barker Welfare, grants for allergy awards, 298 
• Bennett (A. E.) Neuropsychiatric Research, 
annual award made possible by, 200 
Charitable, Educational, and Sclentiflc Foun¬ 
dation of Medical Society of Wisconsin co¬ 
sponsors symposium on bone (Program) 
(Council article) 520 
- Clba, awards for aging research, 77 
Donner Foundation of Philadelphia, x-ray 
generator gifts, (Conn.) 1665; (Pa.) 1912 
Easter Seal Research, grants for bone re¬ 
search, 80 

Ford, grant to Bronx Hospital, N. Y., 2279 
Galrdner, first International awards la ar¬ 
thritis and heart disease, 2281 
Hanna Fund grant to Western Reserve U., 
2157 

Hartford (John A.), grants, 1243; 1787 
Hematology Research, grants, 794 
Kellogg (W. E.), (grant to U. of Michigan for 
research and training In Public Health) 
1240; (grant to university In Colombia) 
1391; (to Chilean) 2280 
Kenny (Sister Elizabeth), (co-sponsors basal 
ganglia surgery symposium) [Krusen & 
Ellwood] 319-^; (scholarships) 1561; 
(moves In-patient facilities to rehahlllta- 
. lion Institute, Detroit) 2157 
Kresge, grant to Wayne State U., 1382 
Langer (Ann) Cancer Research Foundation 
award. 2280 


FOUNDATIONS—Continued 
Life Insurance Medical Research, heart re¬ 
search fellowships, W. Va., 1142 
I/)vclace, first annual award. Pa., 2031 
McGregor Fund, grant to Wayne Slate U., 1381 
National Foundation, grants, 908 ; 1383 
National Foundation for Research In Cutane- 
; ous Medicine formed, 1144 
National Fund for Medical Education, (estab¬ 
lished research program) 200; (activities) 
1476 

National Neurological Research; awards, 1143 
National Science, (fellowships, applications 
due Oct. 15) 425; (new address) 1383; (ac¬ 
tivities) 1529 ; (support undergraduate re¬ 
search) 1668 

Nuffleld Foundation bounty. United Kingdom, 
^ 2295 

Nutrition Foundation, (grants) 78; (annual 
report on A. M. A. cooperation) 1058; (sup¬ 
ports education, hereditary galactose dls- 
• ease) (Council report) [Guest] *2015 
Ontario Alcoholism Research, reports, 1679 ; 
2291 

Pfeiffer (Gustavus and Ix)ulse) Research, 
grants for allergy awards, 298 
Picker (James), radiology research grants, 79^ 
1245 

Research Corporation, grants by, 2033 
Rockefeller, grants, 75; 1391; 1681; 1791; 
2296: 2279 

Sears-Rocbuck, A. M. A. cooperates on bro¬ 
chure on Business Side of Medical Practice. 
818; 935; 1114; 1155; 1262; 1401; 1691; 
1806 ; 1932 ; 2050; 2176 
Wellcome, fellowship for travel in Europe, 
N. Y., 793 

Whitney (Helen Hay), select first recipient of 
T. Duckett Jones Memorial Award, 1669 
Wolfson, new charitable foundation. United 
Kingdom, 312 

World Rehabilitation Fund, created fellowship 
In rehabilitation, 2033 
FRACTURES 

activation of patient with skeletal metastatic 
neoplasia, [Cummings & Rosenthal] *501 
diagnosis, auscultation as Important aid to, 
[Colwlll] 116—ab 

dislocation of atlas on axis, value of early 
fusion of C-1, C-2, and (i-3, [Alexander] 
453—ab 

supracondylar, of humerus,In children, com¬ 
plications and problems of traction treat¬ 
ment, [Staples) *730 
FRAMBESIA: See Taws 
FRAMYCEHN 
United Kingdom, 80S 
FREEZING 

suspended animation, United Kingdom, 1152 
FRUCTOSE 

utilization of dextrose and, India, 70S 
FUNDS: See Foundations 
FUNGI: See also Mycosis 
mycology of mouth, (United Kingdom) 2046; 
(contribution to) [Fox] 2302—ab 
FUNNEL CHEST: See Thorax 
FUREY, WARREN W. (1898-1958) 
death of, 1793 
FURUNCULOSIS 
chronic, recurrent, 842 
in miners, epidemiology of, [Ruys] 9G3—ab 

G 

GALACTOSE 

disease, hereditary, (Council report) [Guest] 
•2015 

GALLAMINE TRIETHIODIDE 
treatment of tetanus, India, 805 
GALLBLADDER 

absence, congenital, [Pines] 933—ab 
calculi, gallstone Ileus, [Rljken] 953—ab 
calculi, statistics; Indications for cholecystec¬ 
tomy, [Enderlln] 2084—ab 
disease, cholelithiasis, hiatus hernia, and 
dlvertlculosls coll, [Foster & Knutson] *257 
dye, coronary insufficiency after oral admin¬ 
istration of, [LIttman] 352—ab ' 
Inflammation, acute empbysematou.s cholecys¬ 
titis, [Edinburgh] 824—ab 
Inflammation, acute pneumocholecy.stills, [Con- 
sonl] 2065—ab 

roentgen study, oral, and liver function tests 
correlation, 2082 
GAMMA GLOBULIN 

agammaglobulinemia and byptC^nunaglobu* 
llnemia, contribution to study'of, [Antonuc- 
cl] 444—ab ^ 

antlvacclnal. United Kingdom, 2048 
demonstrate rubella neutralizing antibody In 
re-cvaluatlon of rubella problem, (Krug- 
man] 1281—ab 

hypogammaglobulinemia and bronchiectasis, 
[de Meulemeester] 712-^ab 
GANGLION (nerve) 

basal, operations, 5-year study of 700, [Cooper] 
2067—ab 
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GAXGLIOX—Continued 
basal, surpery for paralysis apitans, symposi¬ 
um on, (reply) [Kruseii & Ellwood] 319—C 
blocKinp apent for hypertension, new long act¬ 
ing. oral, (Locket] 1582—ab 
GAXGLI0.\Eim03IA 

of cerrlcal autonomic system, fSrayth] 447—ab 
GAXGREXE 

arterial thrombosis ivith. after use of proma¬ 
zine, [Opinsky & others] *1224 
of extremities after cardiac Infarction and 
noradrenaline therapy, (Greenbaiini] 125— 
ab 

GAHTNER DUCT 

uterine carcinoma with origin in, [Andujar] 
2191—ab 

GAS 

In pancreas as sign of abscess, [Agnos] 944 
—ab 

producing bacteria, acute pneumocholecyslitis 
from, (Consoni] 30C5—ab 
sewer, pathologic effects of exposure to over 
period of 2 years, 716 
tear gas exposure, treatment, 1167 
GASOLINE 

fumes, urge to Inhale, In boy 5, treatment, 981 
GASTKECmitY: See Peptic Ulcer; Stomach, 
surgery 

GASTRIC: See Stomach 
Ulcer; See Peptic Ulcer 
GASTRITIS: See Stomach Inflammation 
GASTROENTERITIS 

collform organisms in epidemic diarrhea In 
Infants, Canada. 1677 
GASTROINTESTINAL TRACT 
cancer, calcification In, [Matthews] 332—ab 
dietary therapy committee, report on, 1058 
diseases, diagnostic ralue of serum transami¬ 
nase, [Pryse-Uavlcs] 443—ab 
effects of penetrating nuclear radiation. 
[Geratner] *381 

effects of reserplne on. New Zealand. 432 
hazards of certain therapeutic agents, [Mc- 
Hardy) *1868 

hemorrhage, rare causes, diagnosis and man¬ 
agement, [Maloney] *1604 
hemorrhage, upper massive, surgical treat¬ 
ment, [Cooper] 333—ab 
muscle, morphology In avitaminosis E In cys¬ 
tic fibrosis of pancreas, [Blanc] 2071—ah 
obstruction, congenital, hydramnlos in diag¬ 
nosis; maternal and fetal factors, [Lloyd] 
462—ab 
GAUZE 

sponge smear lechnlfiuc In esophageal cytol¬ 
ogy, [Hershenson & others] *1871 
OEMS. [Leisure Corner] 1261 
GENERAL PRACTICE 

A. M. A. Committee on Preparation for, prog¬ 
ress reports, 56; 10S7; 1484 
creation of Board on. A, M. A. resolution on, 
897 

evaluating, United Kingdom, 2049 
in National Health Service, United Kingdom. 
314 

psychological medicine In, United Kfhgdora. 
1573 

GENERAL PRACTITIONERS 
A. M. A. General Practitioner Award: See 
A. M. A, 

Brillsh, think we are making same mistakes 
British doctors made, (Miscellany) 931 
liospUal physician changes place with. Den¬ 
mark. 706 

merit awards for. United Kingdom. 98 
pay dispute, plea for presentation of case to 
Court of Sessions falls. United Kingdom, 
2172 

psychiatric problems and preferences for In¬ 
struction. (Wlttson & olhersl *1747 
(;ENETirS; See Heredity 
GENITALS 

cancer, A. M. A. Subcommittee annual report 
on, 1060 

cancer, testosterone enanthate for, [GiornelU] 
1583—ab 

tumors, lymphangioma In children, [Gucuk- 
djlan] 1279—ab 
GENITOURINARY SYSTEM 

aspects In management of severely Injured 
patient, [Schulte] *2094 
focus in rheumatic disorder In male, [Domelj] 
342—ab 

tuiierculosls, diagnosis and therapy, [Ljung- 
gren] 1414—ab 

tuberculosis; PAS. streptomycin and Isonlazld 
for, [Kansson] 1720—ab 
tuberculosis. United Kingdom, 923 
GENTIAN VIOLET: See Methylrosanlllne 
(.’EOGRAPHY' 

residence restrictions and attrition, 1511 
source of entering medical students, 1307; 
3308: 1510 

GERIATRICS: See Old Age 
GIARDIASIS (larnbllasis) 
treatment, chlorquinaldol, Brazil, 1391 
yon GIERKE’S DISEASE; See Glycogen storagf 
disease 


GIRLS 

precocious puberty In, and hormone excretion, 
[Bulbrook] 1819—ab 

GLANDULAR FEVER: See also Mononucleosis, 
Infectious 

acquired toxoplasmosis resembling. United 
Kingdom, 924 
GLASSES 

indicated In amblyopia ex anopsia? 1732 
misconceptions about, 1785—E 
GLAUCOMA 

chronic, aeetazolamltle In, [de Carv.nliio] 
344—ab 

drugs contraindicated In, 1838 
(3LIOBLASTOMA 

muRlforme; natural history, pathology, diag¬ 
nostic methods, treatment, [Frankol] 1813— 
ab 

GLIOMA 

of optic nerves, [Dodge] 336—ab 
GLOBULIN; See also Gamma Globulin; PoHo- 
myeiltis Immune Globulin 
antliiemophllU*. deficiency, hemorrhagic c.ipll- 
lary disorder with. [Valberg] 2180—ab 
cholesterol complex In blood In multiple mye¬ 
loma, [Schless] 128—ab 
macrogloliuUnemla, Waldenstrom’s, resembling 
multiple myeloma, [Hampton] 821—ab 
GLOBUS PALLIDUS: See Lenticular Nucleus 
GLOJfERULONEPHRITlS: See Nephritis 
GLUCOCORTICOIDS: See Corticosteroid Hor¬ 
mones; and individual preparations ns Cor¬ 
tisone 
GLUCOSE 

in Blood: See Blood sugar 
utilization of levulose and, India, 708 
GLUTAMIC oxalacetic aminophernse: See 
Transamlnaso 

GLUTA3fISOL: See Bemegrido 
GLYCERIN 

biochemical equipment for long-term preser¬ 
vation of glycerollzed erythrocytes, (Ketchcl 
& others] *404 

In vivo survival of glyceroUzed and frozen red 
blood cells, [Tullls & others} *399 
GLYCERYL TRINITRATE 
new concepts of coronary heart disease, [Beck 
& others] *2110 

treatment of myocardial Infarction? 1297 
GLYCOGEN 

hepatic glycogenesis, effects of corticosteroid 
hormones upon. [Podden] 969—ab 
storage disease of heart, in 5 Infants, [Fried¬ 
man] 221—ab 

storage disease, pituitary extract to InercastT 
growth in boy with? 1594 
GLYCOSURIA 

diabetes, and pheochromocytoma, [Freedman] 
3703—ab 
GOITER 

simple, France, 803 
GOLD 

radioactive, for ovary cancer, WHO rej)Ort, 
1397 

GONADOTROPINS In Urine: See Urine 
GONORRHEA 

acute salpingitis, prognosis and treatment. 
[Hedberg] 1162—ab 
GOUT 

gouty arthritis and. internist’s Interpretation 
of orthopedist’s experience with. [Talbott] 
2302—ob 

tophaceous, chronic, surgical m.inngetucnt, 
[Larmon] 954—ab 
GRADUATES 

A. M. E. F. ahininf appeal relations, annual 
report, 1120 

contributions to .schools from, annual report, 
1120 

Foreign: See Educational Council for Foreign 
3[edlcal Graduates; Physicians, foreign 
medical, 1521 
GRANULOCYTOPENIA 
cyclic neutropenia In father and daugliter, 
(Mahneman & Alt] *270 
neutropenia complicating staphylococcic endo¬ 
carditis treated with ristocetin. [Weber] 
*1346 

GRANULOMA 

glant-celL respiratory (Wegeiier’.s granuloma¬ 
tosis), [Walton] 1404—ab 
nonspecific granulomatous disease of stom¬ 
ach. (Goldgrabcrl 819—ah 
GRANULOMATOSIS ^ 

patherglc (Wegener’s ginnulomn) of lung, 
[Hood] 944—ab 
GRAY. HENRY (IB25-1861) 

Gray’s Anatomy, centenary celebrated. United 
Kingdom. 1152 

GREAT BRITAIN, Sec also British: National 
Health Service; Royal 

voluntary health insurance In, surprising 
growth of, [Follmann] *1641 
GREENLAND’S Invalids. Denmark, ^920 
GRICE PROCEDURE: See under Arthrodesis 
GRISEOFULVIN 

treatment of experimentally Induced ringworm 
in guinea pigs. United Kingdom,. SID 


GROWTH 

child, statistics on, 2159 
•'GUIDES": See American Medical Aasoclitlon: 

Societies. Medical 
GUMMA fever, Japan, 1393 
GUMS 

, changes In, diagnosis of systemic disease. 
[Hopp] *748 

pigmentation, diagnosis, 129C 
GYNECOLOGY 

physiological basis for hormone tlierapy In 
female, [de Alvarez & Smith] *489 
World Congress on, Canada, 89 
GYNECOMASTIA: See Breast hypertrophy 

H 

H-BOMB: Sec Hydrogen Bomb 
5HIAA: Sce‘5-HydroxylndoJeacetlc Acid 
HAIR 

brush, nylon,' [SavlU] 2319—ab 
clippers, electric, sterilization of, 362 
dressers, carbon tetrachloride poisoning in. 
[Warshaw] 710—C 

excessive, in adolescent girls, treatment, 933 
. Loss of: See Alopecia 
thinning of, in women, cause, treatment, 137 * 

tl * T T TTr't \* J ri»f 

e tceatmenl 


"hire the handicapped—U’a good business," 
[Medicine at Work] 1368 
HANDWRITING 

changes In Intoxication, (Committee Tcporl) 
[Bogen] 48 
HAPTENE 

desensitlzatlon of Rh-negntive mother wjilt? 
2207 

HARELIP 

in second generation, prevent defect In tniru 
generation, 1957 
HAY FEVER 

factors Influencing cvnluntlon of drug.s In, 
especially timing, (reply) [Engelsher] 168,^ 
— C , , 

seasonal allergic rhinitis. Incidence of com¬ 
plications after antihistamine therapy com- 
pared to byposensUlzatlon, 2208 
treatment, Inhalation of negative airborne Ions 
proposed for, 1059 
HEAD 

flattening of one side In infant 11 months ohl, 
treatment, 135 , . 

infant, transUlumlnation, demonstrated by 
hydranenceplmly, [Griffiths] 1713—ab . 
Injuries, severe, treatment, [ilnclverj 2062—ab 
injury, etlologlc relation of muscular dystrophy 
to, 1422 

Injury, loss of smell after, 1423 
HEADACHE 

during coUus, cause and treatment, 2081 
■ Icy cold nose with, In healthy woman going 
through menopause, cause, 2084 
In contrecoup brain damage, cause, treatmenj. 
2081 

smoking In etiology of, 1954 
splnnl-tap, technique to avoid, [RrockerJ • 
(correction) 913 

HEAF TEST . , 

multiple-puncture technique for tuberculin 
test, 716 

HEALTH . , . 

agencies, voluntary, cooperation In raising m 
funds for health causes, A. 31. A. resolution 


A. M. A. program for older cUlzens, annual 


report, 1101 ,,, 

associations, A. 3f. A. meets with I® 
party’ chiefs, [Medicine at ^ork] 1306 
care of aged. Joint Council to Improve, forme 
this year, 1102 * ir a 

centers, management and union, A. 

guides for evaluation, annual reports, iv6t>. 

centers, union, 1938 survey of, (Council 
articles) 994 ; 1234 ; 1066; 1112 
community council questionnaire 

Ing phy.siclans, [Babow & others] .*-68 
education, A. M. A. Biireau annual report. 10«b 
education In industry. Committee on, annuat 
report, 1067 ■ . .n. . .t-.. 

Examination: See Physical _EvamlnatIon 
exhibits, annual report, 1075 
exposition, exhibits Invited, >. 
fairs, annual report bUBureaU of Exldblts on. ^ 
1075 A 

federal spending for 1939. 14.*.. 
fitness, annual report on, 1078 
forum, Rocliester, N. Y.. adventure I^ 9^ , 
relations using television, [Toivnsend 


relations using television, llo^y^!fe^lu 
Steinhausen] *1983 

forums for public In Brooklyn, 13»- ^ 

fund solicitations, A. M. A. resolution on. 
groups, 5 with one aim: Improve patient care, 
[Medicine at Work] 1894 TTnitpd 

hazard from hlgh-power radio stations, Lni 
Kingdom. 2174 
In Denmark, 1924 
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IKAl-Tll—ConUniHHl 
Indian, mectlnj: on, Neh., 2ir»7 
induairlal: Imlualrlnl Health 

Insurance: See Inviranee; Medleal Service 
Vlana 

Joint Committee on Health rroMems lu Kduea- 
tlon: See Joint Committee 
'•.^*\\ona\ UeaUh Service *. See National Health 
Service 

yroblenm of illreetora. United KhiRdom, 2048 
prejrrani, noaltlve, for aenlor eltlrenH, proceed- ' 
Inw'avatlahle, (CotincU report) 
puMtr, and clinical practice, prohlenia related 
to RRlni: and lonc-tcrm lllnc-ts, phyalelan 
relatton'^hlpa, CUiulernood] *1000 
piiMle, and litHurnnce plan, Canada, HITS 
ruMte, aspects of acini: population. NVHO re¬ 
port. 028 

puMle. new department in Motiroe Countv, 

K. V.. 4in 

public, procram for nundcipal research In New 
York City. im;7 

publlr, state Institute of. Norway, 1.172 
Kural: See Uural Communities 
service reviewed. New Zealand. 1.170 
standards, Israel, 204^ 

USrilS. Commissioned Oflleer St»idenl Tralnhm 
and Kxtern rn»Kratn, 12.1 
USI’HS ennferenees for medical society com¬ 
mittees on acinc. 1102 

USI’IIS, educational values of crants and train- 
Inc awards procrams. 152.1 
USrns crants. 74: 107: 100: 20.1: 41T; 420: 
701 : 700; 70S; POO: Oil : 11.10; IMO; 12:iP; 
1240; 1241; 1240: l.I.Sl; 1H.S4 ; 15.17; 15(10: 
1071; 1011; lOM: 202.S: 2157; 2270 
rsrilS. home care procrams, 167; 1051, Jul.x 
26, 1058; (corroctlonj 168: 81, Sept. 0. lOoS 
U.sniS, ''lmmunlz.vtlon Information for Inter¬ 
national Travel,” new edition, 914 
rsrilS. more than 0.000 crants In one year, 
1249 

USPIIS recommends Aslan Intluenr.a varclna- 
tlon for ccrlnln croups, 82: 708 
eSPHS research crants awnrtlcd in July and 
Aucust. 124.8 

USPIIS water pollution report. 2035 
workers, tralnlnc, crants for, 708 
World Health Orcanlrntlon: Sec World Healtii 
Orcanlzatlon 
REAIHNC; 

conscr>*atlnn procram, Mlchlcan's. 1558 
noise: Is It n health problemr ftJlorlc A: fjum- 
mcrfleldj *.170 

sereenlnc test for school children, method, 1832 
test.s In patients witii dcceneratlo piementosa 
retinae, tAlbcrthl 1284—ah 
tractor noise effects on auditory .sensitivity of 
operators, ILIerlel- 1721—ah 

hkakt 

amyloidosis. [Miillican] .148—ah 
Anomalies; See al.so Ductus Arteriosus, patent 
anomalies, 'hlnh defects of atrial septum. 
ILewlsl 445—oh 

anomalies, syndrome of left ventrlcular-rlcht 
atrial shunt, successful siirclcal repair. 
ICerbodei 2187—ah 

anomalies, thromhopnlhlcs nlth, rAlacUlc] 320 
—ab 

anomalies with pulmonary hypertension, nrte- 
rloselerosls, pulmonary embolism, and my¬ 
ocardial Infarction, (Dlacnusllc Problems) • 
IKuslmerAc Szanto] *277 
arrest, acute, problems and Us treHlmer.l, 
[Spobn] 1408—ab 

arrest durlnc surpery or anesthesia, miniature 
R-wave monitor to detect, tVellncl *753 
arrest, elective, under moderate hypothermia, 
[Ulberll 838—ab 

arrest, problem of, [McCarthy] *2101 
Artificial: See Oxycenalor-Pump • 
block, complete, artificial pacenmker and myo¬ 
cardial electrode to control, [Welriclil 
822—nb 

complications of hypertension, [Cornlshl 1697 
—ab 

dextroversion, syndrome of, [Urant] 968—ab 
disease, chronic valvular, and brucenosis. 
IPeery] 1810—ab 

disease, current status of prepnant cardiac, 
[Kaufman] 338—ab 

disease, factors in decline of maternal mortali¬ 
ty, [Klein & Clabr) *237 
disease lu children, bacterial endocarditis In, 
[Cutler] 2316—ab 

disease, Incidence In physicians, [McArtlmr] 
•1740 

, disease. International awards In, 2281 
i. disease, ischemic, coronary arterlopraphlc 
-study In. [Thai & others] *2104 
disease. Ischemic, United Klnpdom, 1574 
disease, low-sodium diets In, (Council report) 
[Danowskl] *1886 

disease, patient and physician in symptom for- 
^ matlon, [Chambers & others] *1617 
disease, rehabilitation, [Williams] 962—nb 
disease (rheumatic). effect of acute dlpUallza- 
tlon In, [Wer’ko] 1575—ab 
disease (rheumatic), effect of competitive in¬ 
dustrial activity In, [SUpyan] *147, 190—E 


HKAUT- Contlmied 

disease, study In patients dyinp utlfi portal 
cirrhosis, ILmiscth) 2isn jiJj 
»denm, Chlntrlde for, IJtlrlilprh'h) 2191--nb 
electrocardlopram Interpretation. France, 91 
cleclrocurdlopram of Infnnt.s, India, 921 
ehctmcanllopram. preimtnl fetal, l«:t6: [Iterp- 
nmn) 2315—nb 

electrocardlopram, prolonped tjT Interval, 
syncope, and .sudden death in eonpenltal 
deaf-nuUlsm. [Levlnel tHIK -ah 
plycopen storape disease nf. In 5 Infants,. 

[Friedman] 221—ab 
In-lnduslry eonfcreiiee, Chlcapti, 1381 
Infarction: See Myoeardluiii 
Innainmatlntu See also Endocarditis: Myocar¬ 
ditis; PerleardUlH 

Inflummuttou (rhenmatlc) after rommlssurot- 
omy for mitral stenosis, [thtlubev] 101—nb 
Itisunicleney (eonpesHve failure) In ‘in-ycnr- 
»dd woman, (I)tapnostle Problems) [Kiishner 
Ar S‘/nnto] *277 

Insuflh'Iency (conpesllve failure), reversible 
uetdirotlc syndrome with, lllurnek] 2208—uh 
nuirmurs, preeordlal. diirliip prepnaney and 
lactation, tHursl] 1939—at* 
new facts about, anoxia and h.x'poxla, (reply) 
[Hyman] 1151—0 

pacemaker and Intravenous isoproterenol for 
asystole ramplleallnp acute niyoenrdlal In¬ 
farction, IRolarz others] *2124 
percutaneous loft veiitrleiilar puncture with 
catheterization of aorta, IFlemlnp] 417—ah 
perforation durinp entheterlzathm and selec-. 

tive anptocardioprnpliy. (Escherl 1696—nh 
phf>nnear»llopraphy and elcctrocanll»>prai>hy of 
fetus. United Klnpdom, 229.1 
rate, evaluation of newborn Infant. [Appar A 
othorsl *1985 

research fellowships available In central Ohio. 

295 

resenreh, funds for, 298: (Calif.) 2277 
rlpbt, cutlieterizatlon. India, 93 
rupture, lufluence of anllcoapalatds on or- 
eurrence of. after heart Infarction, fAnrseth ; 
Lnnpc) I4I5-“-ah 

Surpery: See also Aorta. Aortic.Valve: Ar¬ 
teries, coronary: Heart, anomalies; Mitral 
Valve; Myocordlnm: rnlmonary Valve 
surpery, hentorrhape and massive transfusion, 
lUlln A- others] *1971 

surpery, manapement of aortic stenosis, [Glover 
A Gndhoys] *229 

surpery, new concepts of coronary disease 
[Ilcck A others] *2110 

surpery, open, anesthetic prohlcms In cardl- 
opulmouary bypass for, [Keats] 1289—ab 
surpery, open, elective cardiac arrest tislnp ^ 
potassium citrate. JSone.s] 2963—ab 
surperv, open, mider extracorj»‘>renl circula¬ 
tion, [Dubosl] 1169—nb 
surpery. research prants to V. of Colnra<Io, 1239 
surpery. stuilles durinp Immediate postopern- 
llve period after total body perfusion, 
[.Matthews] 1708—ah 
suspentled, syjulrome, niradlow] 1809—ah 
traumatic Injury, nont»eiietratlnp, IParmlcy] 
1823—ab 

tumor lu rlpbt atrium, successful removal 
under hypothermia, [Krcllkova] 2062—ab 
HEAT 

sterilization of local anesthetics a necessity? 

[UrldeubaupU A Moore] *1334 
stroke, atypical, with hypernatremlu, renal 
failure, and potassium Intoxication. [Baxter] 
109—ab 

HELbEU HErOUT 
annual report on, 1117 

Hyland Committee study, amendments to Con¬ 
stitution and Bylaws, 61 
HELMINTHS 

acaulsUlon by younp children In lower Epypt, 
[KuntzJ 1282—ah 
Intestinal, India 1689 
uveitis caused by, [KessclJ 31.1—ab 

hemangioendothelioma 

of stomach, [Aiidrcnssen] .825 —nb 

he.mangio.ma 

In Infants and ebUdren. conservative treat¬ 
ment. [Blackfleld] 1710—ab 
HEMATOLOGY: See Blood 
HE.MATOMA 

extradural, neurosurplcal care of severely In¬ 
jured patient, [Odom] *2087 
Subdural: Sec Menlnpes 

hematuria 

In boxers, [Ktelman] *1633 
HEMOBLASTOSES; See Hemopoietic System 
HKMODIALY'SIS: See also Kidneys, artificial 
technique, effect and Indications, [Gj0nip] 
1287—ab 
HEMOGLOBIN 

C disease, honiozypous, [Tanaka] 438—ab 
methemoploblncmla In infants. United Klnp- 
dora, 709 

oxyhemoglobin and. In bank blood, biological - 
activity of, 135 -/ 

regeneration of, India, 920 


HKMO(;iA)BIN—Continued 

Vanderbilt study of maternal and Infant nutri¬ 
tion, (Council article) [.McGanitv A others] 
•21.18 

HEMOLYSIS 

trait In Oriental ,7ews. ISMel, 91 
HEMOLYTIC DISEASE OF FETUS AND NEW¬ 
BORN 

ABO Incompatibility and, [Valentine] 4C0--ab 
Canada. 192.1 

frequency of, [Lelkln] 958—ab 
scrum transaminase activity In differential 
dlnpnosls of jaundice, [Kovo A others] *860 
unexplained death from exchange transfusion 
In. [Taylor] 340—ab 
IIEMOBERICARDIUM 

antlcoiipiilnnts effects on occurrence of, after 
heart Infarction, [Aarsoth; Lange] 1415—ah 
HEMOnilLIA 

hemophilic syndrome, 27 cases. [Tliomas] 966 
—uh 

hemorrhuplc capillary disorder with antihemo¬ 
philic plolmlin deficiency, fValherp] 2180— 
ab 

like states In ptrls, [Quick] 820—ab 
moderate, and tbrombopathy, simultaneous In 
one family, [van Creveld] iai2"ab 
HEMOrOIETlC SY’STE.M 
effects of penetrating nuclear radiation. 
[Gerslner] *381 

malignant hemoblnstnses, cortisone for, 
Austria, 1922 

HEMORRHAGE : See also specific organ or region 
capillary, with antihemophilic globulin defi¬ 
ciency. [Valberp] 2180—ab 
control at operation, ndrenochrnme monoseml- 
carbuzone for, [Calnanj 1160-nb 
control, cate of patient with multiple Injuries, 
[Aiifranc] *2091 

extradural, after trauma, control of. New Zea¬ 
land, 9.1 

factors In decline of maternal morlallty. [Klein 
A Clabr] *237 

Intracranial, diagnosis and treatment In non- 
traumatlc cerebrovascular accidents, [Scott] 
2J90—.-jb 

Intracranial, In cerebral arteriovenous anonia- 
.lles, [Wood] 1272—nb 
massive transfusion and, (Ulln A others] *1971 
progesterone-induced wlllulrawnl. test for preg- 
n.incy, [Hayden] 1272—ab 
splinter, United Kingdom, 313 
subungual, In pan washers, [Long] *1226 
HE.MORRHOID.S 

treatment, surgery with or without rroctocalne, 
India. 433 
HEMORIDEUORIR 

Idiopathic pulmonary, IEs)dnoza] 340—ab 
idiopathic pulmonary, with hemolytic and 
hypochromic anemia and elevated cold ag¬ 
glutinins, (Diagnostic Problems) [Kushner 
A »Szanto] *1013 

radiologic sign in, [Rhanhrom A Zheutlln] *33 
HEMOSTASIS 

rubber hand tourniquet to preserve renal func¬ 
tion during partial nephrectomy, [Goodwin 
A Thelen] *179 
HEPARIN 

radioactive, synthesis and metahollsni, [Elber] 
1139—ub 

units required to prevent blood coagidation. 
.167: 1806; Aug. 2, 1938; (correction) 168: 
1670, Nov. 22, 1958 

HEPATITIS. INFIJCTIOUS (epidemic jaundice) 
chronic, plasma-transaminase activity as Index 
of effectiveness of cortisone in, [O'Brien] 
443—ub 

Coxsackle infection in infants and children, 
[Hosier] 1941—ab 

etiology: transfusion, safety of liquid plasma, 
[Ruymaii A others] *1735: 1784—E 
from blood transfusion, Norway, 922 
infectious mononucleosis followed or accom¬ 
panied by ? 2333 

outbreak on college campus, [Clark] 1.12—.uh 
prognosis, [Cullinan] 323-'ah 
serum, France. 432 

serum; hazards of certain therapeutics, [Mc- 
Hardy] *1868 

serum transaminase in neonatal period, aid In 
differential diagnosis of, [Kove A others I 
•860 

viral, after Iproniazid therapy, pathology, find¬ 
ings, [Popper] *2235 

virus, subacute hepatic necrosis and postnecro¬ 
tic cirrhosis due to, [Klatsklii] 1*811—ab 
HEPATOLENTICULAR Degeneration; See Len¬ 
ticular Nucleus 

HEREDITY: See also Families; Twins 

consanguinous marriage and, in second gene¬ 
ration, (replies) [Roderick; and origln.al 
consultant] 363; 364 

factor in-experimental congenital malforma¬ 
tions produced by dietary measures, (Coun¬ 
cil article) [Warkany] *2020 
genetic background for leukemia and diabetes, 
137 . 

harelip and cleft p.ilate in second generation, 
prevent defect in third genemtlon, 1957 
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HEREDITY—CoutlnueU 

hereditary galactose disease, (Council report) 
[Guest] *2015 

hereditary optic atrophy, [Iverson] 345—ah 
In etiology of mental deficiency, 1422 
of Marfan’s syndrome. Importance of autop¬ 
sies. [Marks & Gerson] *1450 
serum phospholipids, genetic and environ¬ 
mental Influences, [Schaefer] 1950—ab 
smoking genotypes. United Kingdom, 212 
HERMAPHRODITISM 

cloaca with non-adrenal female pseudoher- 
maphrodlllsra, [Sleber] 2072—ab 
true, In siblings, [Milner] 467—ab 
HERNIA 

congenital, of diaphragm in newborn, [Kel- 
meler] 1817—ab 

esophageal hiatus, otalgia with, [Malherbe] 
952—ab 

hiatal, new approach for herniorrhaphy. New 
Zealand, 1926 

hiatus, cause paroxysmal tachycardia? 1423 
hiatus, cholelithiasis, and dlvertlcolosls coU, 
association of, [Foster & Knutson] *257 
hiatus, fairly large, bitterness in mouth with, 
cause, treatment, 136 

hiatus, medical treatment, [Flood] 942—ab 
hiatus, symptoms similar to those of angina 
pectoris, (replies) [Schaus; and original 
consultant] 228 

Inguinal, in Infancy and childhoood, early 
surgery for, [Klesewetter] 1711—ab 
sliding, esophageal hiatus, [Dagradl] 941—ab 
HERPES 

mouth Jejdon prior to men^drualJon, [reply) 
[Houk] 844 

poliomyelitis Immune globulin (human) for 
oral lesions, N. N. D., 183 
progenitalls, treatment, 473 
HETHERINGTON. WILLIAM, left A. M. A. 

to accept position with Reader’s Digest, 695 
HETRAZAN: See Dlethylcarbamazlne 
HEXOSAMINES In Blood: See under Blood 
HIBERNATION. ARTIFICIAL: See Hypo¬ 
thermia, Artiflcial 

HICCUP, postoperative, Belgium, 2290 
HILL-BURTON ACT: See under Hospitals 
HINCONSTARCH 

treatment of pulmonary tuberculosis, [Barry] 
837—ab 

HIP 

trochanteric syndrome, calcareous and non- 
calcareous tendonitis and bursitis, 
[Leonard] *175 

HIFPEL’S DISEASE: See Retina, angiomatosis 
HIRSCHSPRUNG’S DISEASE: See Colon, mega¬ 
colon 

HIRSUTISM: See Half, excessive 
HISTAMINE 

carcinogens fixed by, noncarcinogens not so 
* fixed, France 309 
HISTOPLASMOSIS 
2272—E 

mass chest survey at naval station In tropics, 
[Scalla] 224—ab 

HOBBIES: See Physicians, avocations 
HODGKIN’S DISEASE 
alcohol-induced pain in, [Braun & Shnlder] 
•1882 

alcohol sensitivity In, [Tweeddale] 1812—ab 
France, 432 

principles of prognosis in, [Justln-Besangon] 
442—ab 

prognosis, [Crolzat] 942—ab 
treatment, [Moschldls] 959—ab 
HOME CARE 

for chronically 111, Minnesota societies aim at, 
[Medicine at Work] 1894 
programs In USPHS, 167:1651, July 26, 1958; 

(correction) 168:81, Sept. 6, 1958 
study, organized, annual report, 1107 
HOMES for aged. United Kingdom, 1395 
HOMICIDE: See Murder 
HORMONES 

endocrine carcinogenesis, N. Z., 210 
excretion In precocious puberty in girls, 
[Rulbrook] 1819—ab 

influence ear eczema during pregnancy? 227 
relation between chronic cystic mastitis and 
breast cancer, [Womack] 2192—ab 
sex, diagnostic meaning of calcium metabolism 
changes after. In mammary and prostatlc 
cancer, [Mollnattl] 1917—ab 
tlierapy in female, physiological basic for, 
[tie Alvarez & Smith] *489 
HORNER’S SYNDR03IE 

analyze 216 cases, [Giles] 1944—ab 
HOSPITALS 

accident burden on, A. M. A. bulletin on, 
lOSO 

Accreditation: See also Joint Committee on 
Accreditation of Hospitals 
accreditation, A. M. A. part In, resolution on, 

cs 

Air Force Hospitals, new, (photos) 301; 2035 
A. M. A.—A. H. A. Liaison, (Committee re¬ 
port) 57: (recommend that hosilUals set up 
joint conference committees) 1233 
A. M. A. Council annual report, 1087 


HOSPITALS—Continued 
approved for Internships In Canada. 553 
approved residencies ac<»rdlng to, 643 - 
Army Reserve, moves, N, Y., 1382 
automatic stop order on dangerous drugs, 
A. M. A, resolution on, 65 
bed capacities, residencies by, 527; 528 
bed capacity. Internships by, 523; 524 ; 553 
beds authorized In V. A. facilities, statement 
of A. M. A. before House of Representatives 
regarding, 191 

beds still scarce. United Kingdom, 97 ' 

beds, use of, Japan, 2170 
Bronx Hospital expands facilities, N. Y., , 
2030; 2279 

charitable, tort UablUly to patients, [Medicine 
and the Law] 788 

children In, (United Kingdom) 809; 1376—E 
Children’s of Dlatrict of Columbia campaign 
to complete new Research Center, 2277 
Children's of East Bay, ground broken for, 
Calif., 74 

coffins, costs, and care, [Medicine at Work] 
1891 

compulsory assessments and audits by, 

A. M. A. resolution on; 71 
control, internships by type of, 522; 523 
control, residencies by type of, 527 ; 528 
data on 400,000 inpatients discharged from 
6,000 hospitals, annual report, 1080 
dilemma of, nurses* working hours. United. 
Kingdom, 808 

disaster plans, yardstick for testing, (Council 
article) [Ltchter & Cousin] *1131 
efflcJejjcy experts to streamline, United King' 
dom, 809 

emergency, for Civil Defense, Denver. 2155 
employees: corridor consultations or health 
maintenance? [Felton] *1854 
Flrmln Desloge, 25th anniversary. Mo., 419 
general, epidemic of Shigella sonnel dysentery 
In, [Ehrenkranz] 1726—ab 
general, psychiatric patients In, A. M. A. 
resolution on, 7 i 

Hahneman, surgical shop donated to Mary 
Bailey Foundation at. Pa., 1789 
having highest autopsy rates, 524 
Hill-Burton Survey and Construction program, 
(recommendations regarding approved) 59; 
(annual reports on) 1112; 1249 
liow can electronic data processing equip¬ 
ment be adapted for use In, Texas, 1243 
Illinois Eye an(l Ear Infirmary, centennial of 
founding, Chicago, 790 
Infections, "air plates” and control of, 2329 
Infections, epidemiology, serologic methods 
for dlfferentlaelon. [Naumann] 469—ab 
Insurance and diagnostic services, Canada, 90 
insurance, new, and public health, Canada, 
1678 

Interns; Internships: See Interns and Intern¬ 
ship 

Isolation of patients with staphylococcus In¬ 
fections, 7l6; (replies) [Rolf; and original 
consultant] 2208 

Jewish Hospital of Saint Louis, research 
grants for, 9Q9 

liability, annual report of Law Department, 
1045 

mental. Achievement Award of American 
Psychiatric Association to. Neb., 2278 
mental, for Memphis Medical Center, 421 
mental, Medfielq State Hospital, Mass., 2156 
mental patients in. United Kingdom, 2047 
Michael Reese, new department of experi¬ 
mental surgery at. Chicago, 1909 ’ 
military, estimates of costs, 1662 
Miserlcordla Genial Hospital dedicated, 
Bronx, N. Y,. 2158 

Mount Sinai, Y., research in experimental 
pathology, 1241 

Navy, new, at Portsmouth, Va., 1671 
noise abatement in. United Kingdom, 312 
nurseries, familial staphylococcic infections 
caused by exposure of babies In, [Hurst] 
1826—ab 

nurseries, premature, salmonellosis unac¬ 
companied by diarrhea, [Watt] 2316—ab 
nurseries, prevent staphylococcus Infections 
In, 2204 

nursing routine challenged. United Kingdom, 
2049 

Passavant Memorial, Chicago, (new East 
Pavilion) 791; (grant for metabolic and 
renal studies) 1787 

personnel, Committee on Health Programs for, 
annual report, 1067 

physician In, and general practitioner change 
places, Denmark. 706 

physicians relation to, A. M. A. resolution on, 

68 

recommends formation of committees on care 
of patient, 52 

rehabilitation service, factors to bo' con¬ 
sidered In planning, [Wallace & Kottke] 
•2253 

Residents; Residencies: See Residents and 
Residencies 


HOSPITALS—Continued 
Saint Elizabeth’s, Washington, D. C., ne 
neuropharmacology research center at 22! 
St. Joseph’s, grant to Poliomyelitis Resnir 
' tory and Rehabilitation Center, Neb ll- 
salmonellosis outbreak In, Denmark, T07 - 
service, A. M. A. Committee annual report o 
1115 

spending criticized. United Kingdom, 927 
staff, restKctlve' effect of board certlflcath 
' on medical practice, A. M. A. resolution o 
65 

staphylococcal outbreaks, antlblotlc-reslslar 
in medical and surgical ward, [Baibe 
945—ab 

survey programs, annual report, 1092 
, tissue committee, uses and abuses of, [Henl 
& others] *2243 

U. S., foreign physicians training In, 1523 
. U. of Michigan, services at, 909 

V, A. neuropsychiatric, proposed at Bred 
vllle, Ohio, 1248 

V. A., new neuropsychiatric, dedicated 
Topeka, Kansas, (photo) 1248 
V, A., personnel changes, 425; 1248 
V, A., service-connected disabilities - 1 
A. M. A. resolution on, 67 
which for 2 years do not obtain 1/4 of coi 
plement of Interns may be disapproved I 
training, 1088 

work study in, United Kingdom, 2172 
HOUSING 

V. A. wheelchair homes, 1915 
HUMAN EXPERIMENTATION 
action on yazi camp doctor, United Kisgdo 
97 ■ 

HUMAN FACTORS BRANCH, role of. at j 
F orce Flight Test Center,, [Rowen] •119/ 
HUilERUS 

supracondylar fractures In children, corapli( 

. tlons and problems of traction trealme 
[Staples] *730 

HYALASE: See Hyaluronidase 
HYALINE. MEMBRANE DISEASE 
contamination of lungs by fluid of birth can 
studies of rabbits, [Snyder] 120—ab 
in lungs of newborn, [Bnimmelksmp] 12S 
ab 

pulmonarj’, pathogenesis, [Zunlnl 838—ab 
HYALITIS 

asteroid, incidence of diabetes and hyper* 
cholesleremla In, [Smith] *891 
HYALURONIDASE 

In treatment of strongUoldlasls, (Brazil) 802; 
[Asfora] 1703—ab 
HYAZYME: See Hyaluronidase 
HYDBLTRA; See Prednisolone 
HYDRALAZINE 

treated renal hypertension in rats, disease as 
consequence of Increased arterial pressure, 
[Masson] 2076—ab 

treatment (intravenous) In toxemia of late 
pregnancy, [Johnson] 459—ab 
HYDRAMNIOS: See Polyhydramnios 
HYDRANENCEPHALY: See Brain 
1-HYDRAZlNOrHTHAI.AZINE: See Hydrale- 
zlne 

HYDROCELE . 

primary. In infancy and childhood, patho¬ 
genesis and treatment, [McKay] 1936 —ab 
HYDROCORTISATE: See Hydrocortisone _ 
HYDROCORTOLE; HYDROCORTONE: See Hy¬ 
drocortisone 
HYDROCORTISONE 

Intra-artlcular, United Kingdom, 1927 
to prevent complications of endotracheal in¬ 
tubation. [Hamelberg & others] *1959 
toxicity, deleterious effect of Intra-artlcuiar 
use, [Chandler] 2302—ab , 

treatment (Inhalation) In asthma, 

helmer] 2196—ab; (also bronchitis) [Helm] 
2197—ab 

treatment (local) of - tuberculosis In Joints 
and tendon sheaths. [Jorgensen] 
treatment of asthma. United Kingdom, 
treatment of trochanteric syndrome, [Leonardj 
*175 

treatment of tuberculous meningitis, [Cranny] 
1284—ab , . , . 

treatment plus vitamin Be In multiple scle¬ 
rosis, [Reyes Oltveros] 220—ab 
HYDROGEN BOMB , no- 

exposure and leukemia. United Rlngdom, 
17-HYDROXYCORTICOSTERONE: See Hydro¬ 
cortisone ,. 

HYDROXYDIONE SODIUM SUCCINATE 

N. N. D., 28o j « iQAd 

treatment of delirium tremens, Sjveden. loO.i 
treatment of eclampsia, [Martini] -060 ap 

5-HYDROXYINDOLEACETIC ACID (SHIAA) 
in urine in functioning carcinoid, [oauer o. 
others] *239 , , cnfti. 

HYDROXYPREGNANEDION}: succinate, som 
iim: See Hydroxydlone Sodium Succinat 
HYDROXYPROGESTERONE 
acetate, N.N.D., 181 

caproate for functional uterine bleeomt-. 
[Zom] 1274—ab 

n-HYDROXYTRYPTAMlNE: Sec Serotonin 
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‘I COMMITTKK 

itudy on UcUcr Upporl on on:nntr.AUon of 
A. M. A., amonrtmrniji to ConMUullon ivmt 
BjrtJivra on, R1 

ItrKUDlASTASUUTA i See Urine, illnslftSc 
iVrKm.IVKMlA: See lUnoit \\\Mti 
HYrm’KrnnoMA 

''OcUMnses tu vnRlnii nmt vulva, tOvcrbeckl 
SSS'-ab 

■YrEKSKNSmVlTY: Sec AUerRy 
|\TKRTKNSlOK: See moojt Ffoasure, UlRti 
i\TEUTHYUOU>lSM 
• tRosel 

in,rhHilron, [Hyde] IT!8—nb 
In patient 70. tteatment. 1835 
HYrKUUUlCKMlA; See Ulood. uric nclrt 
HVrKUVKNTIhATION: Sec UcspJrntloii 
RYVNOSIS 

A. M. A, Ttoanl report on. 57 
' fees for anesthesU In, United KluRilom, 20tf» 
International Society for Clinical ntnl Kv- 
-Perlmental Hypnosis, first annual meetlUR, 

llir. 

medical use of, {Council reports) Ififi; 1053 
HYPNOTICS: Sec Seitallvrs 
HtrOGAMMAflLOBUWNKMlA: See Gamma 
(i)obuUn 

. ■ ■ I 

’■ ■■ ' A • .. 

, ■ ■» ■ : ‘ 'notion 

or excision 

HYPOPIGMENTATION: See VlRmentatlon 
HYPOTENSION; Sec Blood I'ressure, low 
HYPOTIIKHMIA, AUTIFICIAU 
In thoracic and thoracoabdominal surgery, 
URbt eooUuB wUU anesthesia In poor risk . 
patients, (Breivcrl 1588—a1» 
moderate, elective cartllnc arrest under, 
iniberll 838—ah • 

of 2 to 12 hours, rcwarmlng after, metabolic 
cffeels, lY'lsherl 838—ah 
removal of tumor from right atrium under, 
IKreillcovAl 2032—ab 

HYPOTHVIIOIDISM: See also Cretinism; 
Myxedema 

congenital, early diagnostic criteria, IBowroy) 
1278-ab 

HYPOXIA: See Oxygen deficiency 
I 

IATROGENIC Disease: See Physicians 
lUM machines 

A. M. A. annual report, 1083 
ICTERUS: Sec laundlce 
IDENTIFICATION 

of hazardous 'Ingredients In chemical products, 
draft model bill on proper labelling, 10G2 
of tablets or capsules, means for, IOCS 
ILEITIS 

regional, and pregnancy, 2332 
ILEUS: See Intestines obstruction 
ILLUSTRATED FILM REVIEWS: Sec under , 
Moving •Pictures, Medical {Reviews) 
ILLUSTRATION,’ medical, award tor at San 
Francisco meeting, 903 
TLOTYCIN: See Erythromycin . 

IMIDAZOLINES; See Tolnzollne 
IMMIGRANTS 

colored. United Kingdom, 2170 
Physicians: 'See Physicians, foreign 
IMMUNIZATION 

army reduces size and frequency of booster 
shots. 82 

guide In Industry, A. M. A. works on, YMedl- 
cine at Work] 1898 

Information for International travel, 914 
mass, A. M. A. stand-by program, 1072 
' schedules, adult, 2328 
IMPOTENCE ’ 

diabetes and, [Rubin & Babbott] *498 
diagnostic sign In Lericlie syndrome, relief 
- by endarterectomy, (0‘Conor] 1944—ab 
lilPREGNATlON, Artificial: See Insemination 
INCLUSION DISEASE-. See Cells 
INCOME TAX; See Ta.v 

INCONTINENTIA PIGMENTI: See Plgmenta- 

■ Hon 

INDIANS, A3IERICAN 
meeting on health of, Neb., 2157 
service, reserve officers, A. 51: A. Bylaw 
cnanges on membership for, 59 
INDIGENT; See Medically Indigent 
INDUSTRIAL ACCIDENTS 
chemical eye Injuries, water In emergency 
. treatment of, (Council report) 47 ' 
revision of manual on evaluation of Injuries, 

■ A. M. A. resolution on, 899 • 

INDUSTRIAL DER5IATOSES 

medicolegal aspects, (Council report) 1351 
prolonged and recurrent, (Council report) *516 
streptomycin dermatitis In nurses, [Wllsonl 
465—ab ' 

INDUSTRIAL DISEASES 
A. M. A. Committee on Neurological Disorders 
In Industry, first meeting, 1066 
arsine poisoning from cleaning sulfuric acid 
tanks. United Kingdom, 311 
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INDUSTUlATi DISEASES—Continued 
liroiichltla and outdoor occupations, United 
Kingdom, 2045 

carbon tetrachloride poisoning In hairdress¬ 
ers, [Warshawl 710—C 
chronic silo filler's disease, [Bchcll) 003—ab 
deafness from wso of earplug.s? 1058 
dingiiosts and proper method of repotting, 
IJohnstouo) *1841 

furunculosis In miners, epidemiology, IBuys] 
00.1—ah 

hematuria In Imxers, (Klclmanl *1633 
man stamps monograms on Unen; muscular 
aches, nervousness, and retrosternal aclies 
from UyoT 301 

PneumonocoiUoals; Silicosis: See Pneumono- 
mnlosls 

subungual hemorrhage In pan washers, [Long] 
•1226 

INDUSTRIAL HEALTH 
rrri hoc Committee on Mcdicnl Services for 
Construction Prolccts, new. 1007; (guide) 
1901 

A. M. A. Coninilltco on Ifedlcal Care for In¬ 
dustrial Workers, annual report, 1100 
A. M. A. Council annual report, 1065 
A. M. A. .lolnt CommUtco on Mental Health 
In Industry, annual report, 1067 
A. M. A. works on Immunization guide In In¬ 
dustry, (Medicine at Work) 1898 
cardiac rohabltltatton, (Williams] 0G2—ab 
ComnvUtec on Industrial Health Emergouclcs 
reactivated as Committee on Industrial 
Hcaltlt Defense, 1065 

diets of occupational groups, United Kingdom. 
318 

effect of compcUtlve Industrial netlvUy on se¬ 
verely disabled cardiac patients, [SHpyan] 
•147; 190—E 

effect of fluorescent light on vision, (Council 
report) 47 

effect of tractor noise on auditory sensitivity 
of operators, (Llerle] 1721—ab 
formaldehyde hazard in workers exposed to 
It, (replies) (Zaron; and original consult¬ 
ant] 1298 

guides to evaluation of permanent Impairment * 
to visual system, 414—E; (Committee re¬ 
port) *475 

hazards In antibiotic factory, Denmark, 208 
iicalth of executives. United Kingdom, 1153 
Heart-ln-l«dustry conference, Chicago, 1381 
*‘hlrc the handicapped—it's good business," 
(Medicine at Work! 1368 
hospital employees, corridor consultations or 
licalth maintenance^ (Feltonl *1854 
medical considerations, of exposure to micro¬ 
waves, [Barron Sc Raraff] •1194 
medicine, compensations to phy.slclan In, 
(BelknapJ *1847 

mobile units In, (Medicine at Work] 1898 
myocardial Infarction rate by occupational. 

group, [Blorck] 841—ab 
new concepts of coronary heart disease after 
surgery, [Beck Sc others] *2110 
noise: la It a health problcmt (Glorlg & Sum- 
mcrflcld] *,370 

old age and work, condition of limbs related 
to capacity for work, Denmark, 208 
pliyslclan ns advisor to management, [Keene] 
•1851 

problem back, [Kirkpatrick] *1864 
problems of directors. United Kingdom, 2048 
silica exposure after tuberculosis, 2330 
study of men wiio returned to work after myo¬ 
cardial Infarction, (Weiss & Weiss] *17 
- troubled employee; economic loss, community 
problem, medical challenge, (Medicine at 
Work) [GoHn] 1371; 1377—E 
workers’ absenteeism due to Illness and Injury, 
preliminary guide for measuring, (Council 
report.s} 904; 1066; 1112; 1230 
workers’ absenteeism, medical cerllflcatlon for, 
1019—E 

workcr.s' absenteeism, PHS recommended In- . 
fiuenzn vaccination among certain groups, 

82; 798 

workers’ absenteeism, relation to private prac¬ 
tice, abstracts on, 903; 1019—E; 1133 
INDUSTRIAL HYGIENE 

eye safety ■ equipment, (Council report) 47 
INDUSTRIAL MEDICINE: See Industrial Health 
INDUSTRIAL TRADE UNIONS: See also United 
Mine Tl'orkers of America 
A. M. A. guides for evaluating management 
and union health centers, annual report, 
1066; 1111 . 

A. M. A. meets with 10 "third parly" medical 
chiefs, [Medicine at Work] 1366 
health and Insurance plans under collective 
bargaining, summary report, 1663 
medicine meets with labor, report of confer¬ 
ence, 289—E; 290 

1958 survey of union health centers, (Council 
reports) 904 ; 1066; 1112; 1234 
third parties In medicine; union, management, 
and consumer ' sponsored medical service 
plans, (President’s page) 416 


INFANTS 

antipyretic clTcctlvcncas and toxicity of aspirin 
and sallcylamldo in, (replies) [Woodbury] 
1259—C: [Baas] 1684—C 
cold babies. United Kingdom, 97 
conform organisms In epidemic diarrhea In, 
(!.’anac/a, 1677 

Coxaacklc Infection serious In, [Hosier] 1941— 
ah 

croup In, Isolate cytopatbogenic agent resem¬ 
bling CA virus from, [Cramblelt] 461—ab 
cj'sUc kidney disease In, [Hooper] 466—ab 
diabetic coma In, United Kingdom, 311 
cllarrhea In, neomycIn-suIfadlmUUn for, India, 
1256 

. ... ' " Bo. 921 

■ ’ _ of one side of head 

Escherichia coll enteritis In, [Tslmblcr] 342— 
ab 

examination for muscle weakness In, [John- 
.son] *1306 

feeding, omit milk and galactose-containing 
food for hereditary galactose disease, (Coun¬ 
cil report) [Guest] *2015 
feeding, Vanderbilt study of maternal and In¬ 
fant nutrition, {Council article) [McGanlty 
Sc others] *2138 

glycogen storage <llsease of heart In, [Fried¬ 
man] 221—ab 

head, transIHumlnatlon, demonstrate by hydra- 
ncuccphaly. (Griffiths] 1713—ab 
hemangiomas In, conservative treatment, 
[Blackflcld] 1710—ab 

hydroceles In. primary, pathogenesis and 
treatment, [McKay] 1936—ab 
Inguinal hernias In, early surgery for, [Klese- 
wetter] 1711—ab 

letikcmla in, due to Irradiation of mother dur¬ 
ing pregnancy. United Kingdom, 314 
methemoglobinemia In, United Kingdom, 709 
Mortality: See also Fetus, death of; Stillbirth 
mortality after' use of promethazine In ob¬ 
stetrics, [Carroll & Molr] *2218 
mortality and morbidity study, conference on, 
(Council report) 1554 

perforating peptic ulcer In, [Grasveld] 218—ab 
plasma-ccB pneumonia In, etiology, [Moser] 
J413”*ab » 

pneumonia with abscess formation in, therapy, 
[Bucha] 222—ab 

poliomyelitis antibodies diaplacentally trans¬ 
mitted in, persistence of, [MfiUer] 341—ab 
poliomyelitis antibodies in, before and after 
vaccination, [Buser] 220—ab 
postpneumonlc lung abscess In, lobectomy for, 
[Moore] 2308—ab 

premature and weak, meningeal hemorrhages 
of, [Giraud] 1719—ah 

premature, BCG vaccination of, [Eckardt] 
122—ab 

premature, kernlcterus in, with low blUnibln 
In plasma, [Harris] 461—ab 
premature, relationship of-Little’s disease to, 
[Churchill] 831—ab 

premature, salmonellosis \n nursery unaccom¬ 
panied by diarrhea, [Watt] 2316—ab 
respiratory Infections, acute, in. treatment, 
[Nlsbel] 2317—ab 

response to poliomyelitis vaccine given during 
pregnancy, [Martins da SUva ^ others] *1 
serological response to poliomyelitis vaccine, 
[Perkins] 1164—ab 

staphylococcal infection In mothers and, 
[Monro] 1275—ab 

staphylocclc pneumonia In, [Hendren & Hag-' 
gerty] *6; (cortisone for) [Btihler] 222—ab 
sudden death, United Kingdom, 925 
INFANTS, NEWBORN; See also Fetus 
birth weights, optimal, New York city com¬ 
ments on U. S. Government study, [Baum- 
.gartnerj 1154—C 

evaluation of, [Apgar & others] *1983 
Hemolytic Disease of (Erythroblastosis) : See 
Hemolytic Disease 

hernia of diaphragm in, [Nelmeler] 1817—ab 
hyaline membranes in lungs of, [Brummel- 
kamp] 123—ab 

Incidence of conjunctivitis after sliver nitrate 
and oxytetracycline in, [Mathleu] 121—ab 
jaundice In, serum transaminase In differential 
diagnosis of, [Kove Sc others] *860 
Mortality: See Fetus, death of; Infants, mor¬ 
tality; Stillbirth 

mycoses of, etiology: vaginitis, [Brel] 458—ab 
narcotic withdrawal symptoms in, [Kunstad- 
ter & others] *1008 

perforation of stomach In. [Castleton] 111—ab 
perinatal study project and exhibit, annual 
report, 1108 

Premature; See Infants, premature 
pulmonary pathology In, [Briggs] 460—ab 
rupture of normal spleen In, during delivery; 

[Hotllnger] 461—ab 
septicemia In, [Nyhan] 1716—ab 
tetanus In, (Denmark) 706; (Brazil) 2167 
' tetany In, especially In babies of diabetic 
mothers, [Craig] 1717—ab 
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IXFANTS, XEWBORK—Continued 
thrombocytopenia In, India, 1708 
varicella with Isolation of virus In, tEhrlich] 
1277—ah 

INFECTION: See also specific organ or region, 
as Respiratory Tract; and specific agent as 
Staphylococcus 

chronic, recurrent night sweats, diagnosis, 
treatment, 843; (replies) [Robinson; W'ein- 
bergl 2208 

control, factors In decline of maternal mortal¬ 
ity, [Klein & ClahrJ '•237 
hospital, “air plates” and control of, 2329 
hospital, epidemiology, serologic methods for 
differentiation, [Naumann] 469—ab 
In i siblings, lymphoid leukemia developed in 
one, [Tudor) 930—C 

neonatal, and vaginitis, mycoses of newborn, 
[Bret] 458—ab 

septic, leukocyte sedimentation rate in, [Lus- 
varghi] 2200—ab 

septic shock, nature and treatment, [Alte- 
meier] 2198—ab 

surgical, control, [Hitchcock] 2066—ah 
surgical, wound. United Kingdom, 925 
treatment, dlhydrostreptomycln plus penicil¬ 
lin, Sweden, 807 
INFERTILITY : See Sterility 
INFLUENZA. 

Aslan, A, M. A., program, annual report on, 
1051: 1071 

Aslan, effects on cardiovascular avstem, 
[Walsh] 1809—ah 

Aslan, encephalitis caused by, [Furtado) 1409 
—ab 

Aslan, Far East strain, [De Maeyer] 104—ah 
Aslan, (Israel) 94; (Belgium) 307; (United 
Kingdom) 1396; (Netherlands) 2044 
Asian, neurologic disorders after, [Horner] 
118—ab; [McCQnke 5 ’] 954—ab 
Aslan, psychosis after, Israel 2044 
Asian, pulmonary complications, eventually 
lethal, treatment, [Moeschlin] 1158—ab 
Aslan, spontaneous pneumothorax in, [Welsh] 
1698—ab 

Asian, vaccine, intradermal Injection; poly¬ 
neuritis after, (replies) [Stelgman; and 
original consultant) 2086 
Aslan, virus vaccine, monovalent, type A, 
N, N, D., 182 

complications: fulminating pneumonias, [Bue- 
chner] 105—ab 
epidemic, [Laha] 1577—ab 
epidemic, importance of Staphylococcus aureus 
in pneumonia in, [Robertson) 1585—ab 
epidemic in Canada in 1957, 1923 
Immunization effects on epidemic of respira¬ 
tory Illness In children, [Glazier) 460—ab 
1918 epidemic, compared to Asian influenza 
epidemic, 2332 

on Okinawa and Oregon, 1563 
sickness claims and. United Kingdom, 435 
vaccination, (Committee announcement) 1234 
vaccination, PHS recommended for certain 
groups, (Aslan type) 82; 798 
vaccine. United Kingdom, 2170 
virus Infection, severe effects, [Forbes] 1265 
—ab 

INH: See Isoniazid 
INHALATION 

of gasoline fumes, urge iu boy 5, treatment, 981 
of mercury vapor, acute poisoning from, [Mat- 
thes] 2317—ab 

therapy with hydrocortisone In asthma, [Herx- 
helmer] 2196—ab; (and bronchitis) [Heim] 
2197—ab 
INJECTION 

abscess due to Candida albicans, [Eriksen] 
837—ab 

forcible blood and fluid Into arteries In ter¬ 
minal states, [Radushkevlch] 1711—ab 
gasserian, alcohol for relief of tic douloureux, 
[Ecker] 119—ab 

Intra-articular hydrocortisone. United King¬ 
dom, 1927; (deleterious effects) [Chandler] 
2302—ab 

intramuscular (iigoxln, [Fletcher] 437—ab 
Intraosseous anesthesia in operations-on ex¬ 
tremities, [Okhotsky] 1825—ab 
Intravenous diphtheria antiserum. Importance 
of, [Tasman] 712—ab 
-Intravenous infusions, failure, 1733 
parenteral digitalis, 6 preparations compared, 
[Aravanls] 347—ab 

radioactive phosphorus intravenously, intra¬ 
arterially and inlracardlally for lung cancer, 
[Ariel] 350—ab 

INSANITY: See Mental Disorders; Schizophrenic 
Reactions; Medicolegal Abstracts at end of 
letter M 
INSECTICIDES 

blood cholinesterase and myasthenia gravis 
after exposure to, (replies) [Trimble; and 
original consultant] 138 
organic phosphate poisoning, histochemical 
proof of, rPetty] 2199—ab 
vaporizing devices for, present status, 1061 


INSECTS 

biles, edema from, prevention, treatment, 360 
~‘!r . tr, 

xi.w. 

' ■ ■ ■ ■ . ‘ *1963 

INSTITUTE: See also Societies and Other Or¬ 
ganizations at end of letter S 
Saskatchewan Cancer and Medical Re.search, 
formally opened. 1914 
INSTRUMENTS 

bandage scissors, new, [Burnham] *760 
new', for cold conization, [Fleming] *886 
INSULIN 

in plasma, estimation, India, 2168 
“insulltis” in early juvenile diabetes, [Le- 
Compte] 2199—ab 
murder by. United Kingdom, 811 
producing capacity of pancreas of children with 
diabetes, [Klein] 1718—ab 
INSURANCE: See also Medical Service plans 
abuses, annual report. 1116 
A. M. A. Committees, annual reports on, 
1115; me 

A. M. A. meets with 10 “third party” medical 
chiefs, [Medicine at Work] 1366 
company, ethical to disclose case history to? 

(Judicial Council opinion on) 1556 
federal contribution act, state participation In, 
A. M. A. resolution on, 64 
fees, oldsters, A. M. A. meeting report, 2148 
health, claim forms, annual report, 1116 
health plans under collective bargaining, 1603 
health, pre-retirement financing or “paid-up,” 
annual report, 1116 
health. United Kingdom, 2171 
health, voluntary, annual report, 1115 
health, voluntary, experiments to provide for 
retired persons, (Bureau article) [Polner] 
•194 

liealth, voluntary, for aged, A. M. A. resolu¬ 
tions on, 65; 68 

liealth, voluntary, iu Great Britain, surpris¬ 
ing grow'th of, [Follmann] *1641 
liospital, and diagnostic services, Canada, 90 
life, reasons why people bought, annual report, 
1081 

major changes made In reference to, 1100 
malpractice, contract, [Hassard) •2117 
old age and survivors program, A. M. A. resolu¬ 
tion on, 67 

plan and public health, Canada, 1678 
research co-sponsored by Insurance Company 
of North America, 190—B 
sickness, claims and Influenza, United King¬ 
dom, 435 

V, A, cases, new action, (Council article) 905 
what should a doctor carry? [Business Prac¬ 
tice] 1691 

INTELLIGENCE, hypophyseclomy effects on, 
[Schon] 2310—ab 
INTERFERON 

virus growing In tissue culture prevents un¬ 
related viruses from growing. United King¬ 
dom, 312 

INTERNAL MEDICINE , 

neurosis and, Portugal, 211 
training ol Internists and, [Miscellany) 
[Rhoads] *1398 

INTERNATIONAL; See also list of Societies at 
end of letter S 

conference on peaceful uses of atomic energy, 
WHO report, 929 

educational exchange In medicine, 1522; 1549 
—E 

fljTM Jo determine U. S. 

. • I, 10T5 

La • • Union conference 

wltij physicians and other labor leaders,' 
289—E; 290 

Medical Film Exhibition. Ralph Creer attends 
Japan Medical Congress to organize and 
direct, 695 

Medical Year, A. M. A. support for proposed, 
resolution on, 2150 

symposium on physics and medicine of atmos¬ 
phere and apace, 797; [Medicine at Work] 
1369 

travel, immunization information for, 914 
INTERNS AND INTERNSHIP 

annual report and directory, Oct. 4, 521; (ap¬ 
proved internships) 529; 694—B 
approved, report, 58 
Army program, 1536 

civilian and military Internships, Air Force 
sponsored, 1542 

Council annual report on, 1092 
draft status of interns, 1534 
first year interns, senior students as clinical 
clerks to replace, [A. M-. A. resolution on) 
65; (report) 1088 

hospital which for 2 years does not obtain % 
complement of Interns may be disapproved 
for training, 1088 

Internship aspects of medical education, 1476 
Internship Review Committee, 526' 

Internships by type of service, 522; 555 
National Intern Matching Program, 525; 1092 
Naval internships, 1539 
new program at U, of Washington, 296 


INTERNS AND INTERNSHIP—Continued 
no single panacea for internship, problem of 
shortage, (guest editorial) [McKlitrickl fi 93 
—E; (reply) [Koning] 1803—C 
' shortage of Interns, A. M. A. resolutions on 67 
two-year rotating internship, (A. JI A reso¬ 
lution on} 67; (report) 168T 
U. of Michigan exchange program, 791 
INTESTINES 

acetylcholine content of, India, 1925 
carcinoid, primary functioning, diagnosis and 
management. [Sauer & others] *139 
diverticulitis, complicated, surgical manage¬ 
ment, [Colcock] 2065—ab 
lielmlnthic Infection, India, 1680 
inflammation, acute necrotizing (pseudomem¬ 
branous) enterocolitis, [Kay] 1708—ab 
inflammation, chronic regional enteritis. 126 
cases, [Jackson] 445—ab 
Inflammation, E. coll enteritis, [Balaban) 3U 
—ab; (In nurslings) [Tslmbler] 342—ab 
Inflammation,-regional enteritis, (clinical as¬ 
pects and diagnosis) [Daffner] (treatnenl) 
[Brown] 2060—ab; (protein absorption) 
2205 

inflammation, staphylococcic enteritis and anti¬ 
biotics, Sweden, 1395 
large, papilloma of, [Goldgraber] 967—ab 
lipodystrophy, systemic involvement; cytologic 
observations, [Sieracki] 2199—ab 
obstruction, gallstone ileus, [Bljken] 953—ab 
obBlruction, hepatodlaphragmatlc ' InUrposl- 
tlon of jejunum. Ileum, cecum and ascending 
colon with, [Aiken] 340—ab 
obstruction, surgical ascarlasls In children, 
.[Fernando] 1407—ab 

protozoa and helminths, acquisition by chil¬ 
dren in Egypt, [Kuntz] 1282—ab 
tumors .causing Intussusception, India, 1393 
INTRINSIC FACTOR , ^ , 

inhibiting substance in serum after orM treat¬ 
ment of pernicious anemia, [Schwartz] 94 -j 
— ab 

treatment plus vitamin Bri In Blermeti dis¬ 
ease, fCroizat] 1580—ab 
INTUSSUSCEPTION , 

tumors of Intestine causing, India, 1393 
INVALIDISM 

Greenland’s, Denmark, 920 
INVENOL (carbutamlde): See SuUonylureas 
IODINE 
acne and, 2333 

132, applications, IVHO report, 1397 
radioactive, for angina pectoris, [Segal] 346— 
ab 

radioactive, test, corticosteroids effects cm, 1734 
radioactive, test, what factors may Influence, 
1731 

IPRONIAZID 
phosphate, N. N. D., 286 
toxicity, 50—B; (reply) [Roble] 1802—C 
toxicity: jaundice, pathological findings, [Pop¬ 
per] *2235 . 1 AX 

treatment of angina pectoris, (Switzerlana| 
1572; [Casellas Bernat] 1946—ab; [JIasterJ 
2324—ab 

biliary excretion before and after intravenous 
Iron In chronic liver disease, [Bertollni] 
840—ab . , . 

deficiency anemia In pregnancy, propbymxis, 
[Kerr] 1939—ab , ^ . 

ferrous succinate for hypochromic anemia, 
India, 1151 

galvanized container, punch in poisonous, 
Calif., T90 ♦ . . 

Idiopathic pulmonary hemosiderosis, ihspi* 
noza] 340—ab 

Intolerance to. United Kingdom, 924 
medullary, in rheumatic fever in children, 
[Bernheim] 1715—ab . -h 

miners, pneumoconiosis In, [Even] 
preparations, cost of. United Kingdom, 1514 
radiologic sign in hemosiderosis, [Shanbroro 
& ZheuUln] *33 ^ 

“scrap Iron” Intoxication, [Gadsden & others] 
*3220 

ISCHimi , ,, 

removal, complication; perineal urethral ni- 
verticuluni, [Comarr & Bors] *2000 

ISOLATION . , 

of patients with staphylococcus Infections, 7io , 
(replies) [Rolf; and original consultant! 
2208 

stress In medical and mental Illness, [Zlskind] 
•1427 

ISONIAZID , , 

mycobacteria from untreated cases of primary^ 
tuberculosis-of lung, sensitivity to, [bpinaj 
1945—ab 

toxicity, pyrldoxlne to prevent, [Ross] 

(reply) [Mld^ebrook] 1685—-C 
treatment, early results in relation to scrum 
Isoniazid level, [Vivien] 325—ab 
treatment of tuberculous meningitis witn 
Neoteben, results, [Gehrt] 1945—ab 
treatment plus PAS and streptomycin m 
urogenital tuberculosis, [Hansson] 
ab 
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MENORRHAGIA 




Prolonged or excessive menstrual flow of functional origin can be treated 
both therapeutically and prophylactically with Enovid. 

The supportive action of two tablets of Enovid on the endometrium 
usually checks abnormal bleeding within six to twelve hours. A daily dosage 
of one or two tablets is then continued through the intermenstrual interval 
until day 25 of the cycle. The patient will menstruate approximately three 
days after discontinuance of therapy. 

She is again treated with similar doses from day 5 to day 25 for two or 
three additional consecutive cycles. 

A similar regimen is employed if the patient is seen during the inter¬ 
menstrual interval. Even though no bleeding is present a dosage of one or 
two tablets daily is administered until day 25. Therapy is resumed from day 

5 to day 25 for two or three successive cycles. 

Each tablet of 10 mg. contains 9.85 mg. of norethynodrel, a new syn¬ 
thetic steroid,'and 0.15 mg. of ethynylestradiol 3-methyI ether. G. D. Searle 

6 Co., Chicago 80, Illinois. 


E!l>TO’V*IID Oral Synthetic Endometropin 

(brand of norethynodrel with ethynylestradiol 3-methyl ether) 




Research in the Service of Medicine 




The wall of leukocytes and fibrin that surrounds every site of inflammation breaks 
down when Parenzyme.is administered syslemically and/or topically. ■ , . 

Parenzyine depolymerizes macromolecules trapped in tlie capillary wall and connective tissue - 
permits access of anti-infective agents, accelerates tissue repair, resolves inflammation and edema 


PARENZYME AQUEOUS 
PARENZYME-B /w. 
PARENZYME OINTMENT 

Parenij-rac Aqueous — sterile multiple-dwe vials containing Ij’ophilized trypsin, 

25 mg. plus 5 ml. of aqueous diluent. ■ P»rcn*yme-Bbuccal t^let contoiniug 
5 mg. tr>*psin. P»ren*ymc Ointment: containing 2 tng/ cry'stalline trypsin, 6 mg, ; • 
crystalline cbymotrj’psin and 2 nig.- S-aminoaeridine hydrochloride in a specially 
prepared water-soluble base, ' ^ 


Products of Original Besearch 



THE NATIONAL DRUG COhfPANY 
Philadelphia 44, Fa. 


» >7es/9» 





Ohohcptazinc Citrate with Acetylsalicylic Acid. Wyeth 


for everyday pain control... 

for your many patients requiring 

potent analgesia but not an injected narcotic 


Proved by exlemivc evaluation^in 1998 patients in diverse 
areas of medicine and surgery, including: 

arthritis, bursitis, early metastatic carcinoma, fibrositis, 
grippe, herpes zoster, ligamental strain, low back pain, 
menstrual pain, myalgia, myositis, neuritis, pleurisy, 
postoperative pain, postpartum pain, sciatica, trauma, 
dental pain 


• exclusive Wyeth non-narcotic analgesic plus 
anti-inflammatory action 

• prompt, potent action—as potent as codeine 
« documented effectiveness and safety'-^-^ 


Supplied: Tablets, bottles of 48. Each tablet contains 75 mg. of 
etholieptazine citrate and 325 mg. (5 grains) of acetylsalicylic acid. 

fhiUilElphla l,Pi. 

1. Cass. L.J., ct.nl.: J66:I829 (April 12) 1958. 2. Batter.nan. 

R.C.. ct al.: Am. J. M. Sc. 23«:413 (Oct.) 1957. 3. Medical Depsitment. 
Wyeth: Final Report on the Clinical Evaluation of Eactirin. 
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I AZll)--Continued 
tre4itmont iilu« HiTcplomydu tn 
mcnlnslUs, ((Jiovjil 

NICOTINIC ACID UYDUAZIDKS: See Ipro- 
iiU7l<l; Isonlnr-ld 
..rvii AliCOlUU. 

- “scr^p Iron** Intoxication, ((indsilen A othcral 
M220 

• h.^OL (IsopropylartcrcnoD 
Intravenously with canllac pacemaker for 
•systole complicating acute myocardial In¬ 
farction. [Solntz iV others! *2124 
JPKS 

Radioactive: See Itailloactlve Isotopes: ami 
under speoltlc elements as Iodine 
I r : See Isoproterenol 

S NG 

of toncue, treatment, 112JI 
signs and symptoms In chronic renal failure, 
IKfrcrsde] 214—ah 
1 *NE. llelglum, 2290 

J 

Jl. A. M. A.: See American Medical Association 
JouHsai. 

JAVAN 

Medical Congress, (Ualph Creer to organize 
and direct International Him exhlhltlon) 
695: (report) 1073 
JArNDlCE 

Epidemic: See Hepatitis, Infectlotis 
. etiology: chlorpromazlne; clinical course, 
hepatic function, palholoirj*, ICehharl] 107 
—ah 

etiology: chlorpromazlne, Israel, 2014 
etiology: Iproniazid, 50—E: (reply) [Uohlel 
/'■ (pathologic findings) IVoppcrl 

hazards of thcrapeullra, tMcHurdy] *1808 
Ictenis gravis neonaturm, colUepsls ns cause 
of. (Viclage) S33—nb 

In newhorn, dlffcrcnilal diagnosis, scrum 
transaminase In, IKove & others] *800 

uws 

tumors, osteogenic sarcoma, IKraghl 2304— 

ah 

uidlateral lemporomandlhulnr joint pain, 
diagnosis and treatment, 472 
lEJUNUM 

inlerposltlon operation, 33 cases, (Thomas d: 
Morendlnol "nss 
JKNKINS-KKOGII HILLS 
A. M. A. annual reports. 1017: JOSO 
A. M. A. resolutions endorsing principles of, 
66 

JEWKLUY 

gems and precious stones, (Leisure Corner] 
1201 
JEWS 

Oriental, hemolytic trait In, Israel, 91 
Sephardic, blood groups In, Israel. 94 
JOINT 

Commission on Accreditation of Hospitals, 
(automatic stop order on dangerous drugs; 
nsirlctlve cffccl of board ccrllflcallon. 
A. M. A. resolutions on) 65; (standards and 
requirements, A. M. A. resolution on) 08; 
(resolution on Section on Obstetrics and 
Gynecology representation on) 898; 
(A. M. A/ report on) 1092 
Commission on Mental Illness and Health, 
annual report on. 1033 
Conimlttee on Health Prohlems In Education, 
annual report on, 1080 
Committee on Medical Education for National 
Defense; See under Education, Medical 
Committee on Mental Health In Industry of 
A. M. A., troubled employee, (Medicine at 
Work) (Colin) 1371; 1377—E 
Conference Committee, A. M. A. and American 
Hospital Association recommend hospitaI^ 
set up, 1233 

Council to Improve Health Care of Aged, 
(A. M. A. resolutions on) 05; 68; (report) 
1102 

National Commission for Improvement of Care 
of Patient, (recommends Individual hospitals 
form committees) 52; (report) .(Medicine at 
.Work] 1894 
JOINTS 

IumV)osacral, transfixing, 2331 
osteoartlcular .lesions in smallpox, India, 
1255 

•ubtalar, extra-articular arthrodesis of, for 
cerebral palsy, [Baker & laodelln] *1005 
tuberculosis activated by local hydrocortlsate', 
(JprgensenJ 713—ab 
JOEUNALS 

A. M. A. magazine relations, annual report, 
1050 

American Medical Writers' Association honor 
awards in medical journalism, 1562 
Armed Forces medical publications. Col. Ben- 
ford named director, 1247 
California GP, article reprinted from, (Mis¬ 
cellany) 931 

Civil Defense Review, publication of, 1072 


JOURNALS—Continued 
Drug Standards, monographs of tests and 
assays for new and noiioffirlnl dnigs pub¬ 
lished In. 41; 185; 1012 
Journal of the A. Al. A.: Sec American 
Medical Association 

medical, advertising in, A. Al. A. resolution 
on, 69 

pharmacology, three new ones. 1245 

Society for InvesPr *- *■* ‘ “ 

cnied l.s.nie to Dr ‘ 

JrUlSPUUDKNCK. . 

Jurisprudence 

K 

KANAMYCIN 

new antibiotic, misuse of, fMaiin) 811 —C 
KANTIIKX; See Kanamycln 
KELOIDS 

irontmont, oral, (Kelly) 2073—ab 
KERATITIS 

hitorstUlnl. nonsyplilllilc, and bilateral deaf¬ 
ness (Cogan'a syndrome) wltli cardiovascu¬ 
lar disease. (Klsensteln) 108—ab 
KERMCTERUS 

In premature Infants associated with low 
bilirubin level In plasma, (Harris) 461—iib 
17-KETOSTKROlDS 

urinary excretion lii leishmaniasis, India, 209 
KIDNEYS 

artificial, in control of accidental poisoning. 
[Cann Sc others) *717 

nrllflolal, KoKT twin coll, (Holmes) 1114—ah 
biopsy, France, 1797 

biopsy specimens from patients with hyper¬ 
tension; histology, (Sommers) 970—ab 
' calculi (calcium), excretion of calcium and 
Inorganic phosphate In, (Hodgklnson) 1820 
—ab 

calculi complicating rehabilitation of res¬ 
pirator patient, (Non) *1610 
cystic disease In infants, (Hooper) 46C—ab 
disease, chronic, in children; correlate clinical 
findings with morphology, (VernierJ 1942— 
ah 

dlsoaso, low-sodium diets in, (Council report) 
(Danowskl) *1886 

disease, nephrectomy In juvenile liypertenslot; 
with, [Welch] 463—ab 

disease, nephrolithiasis In cLUdren, diagnosis, 
[UlllgenskayaJ 341—ab 
disease (nephrosis) in children and adults, 
prolonged Intermittent steroid therapy for, 
(Lange & others) *377 
disease (nephrotic syndrome) compllcntinf 
mercurial dUirellc therapy, (Riddle) 12G— 
ab 

djscase (nephrotic syndrome) In man 38, 
treatment. 1956 

disease (nephrotic syndrome, reversible) witli 
congestive heart failure, (Burack) 2298—ab 
foreign bodies in, needle within calyces, 
(Nnullcau) 344—ab 

function In patients recuperated from severe 
hypertension with treatment, (Caelro) 819 
—ab 

function, preserve during partial nephrectomy, 
rubber band tourniquet for liemostasls, 
(Goodwin & Theleni *179 
function test In leprosy, India, 1797 
function tests abnormal In Coxsacklc B vims 
Infection, [Utz Shelokov] *264 
Goldblalt, nephrogenic hypertension after op¬ 
erative trauma to renal artery, (McDonald) 
151—ab 

Inflammation; See Kcphrltls 
Insufficiency (acute failure) and generalized 
pain, (Diagnostic Problems) (Kushner & 
Szanto) *1778 

insufficiency (acute failure), atypical lieat 
stroke with, (Baxter) 109—ab 
Insufficiency after delivery, prognosis, [Thay- 
sen) 1275—ab 

Insufficiency (chronic failure), signs and 
symptoms, (Efferspe) 214—ab 
nephrogenous polycythemia, (Forsscll) 1821 
—ab 

papillary necrosis, (Hultengren) 961—ab 
papillary necrosis, roentgen diagnosis and 
formation of calculi, (Lagergren) 130—al» 
primary renal hypokalemia vs, primary aldos¬ 
teronism, [Alsted] 1578—ab 
renal hypertension as consequence of In¬ 
creased arterial pressure, study In rats, 
[Alasson] 2076—ab 

rupture, management of severely injured pa- • 
tlenl, ISchuUc) *2094 

surgery, subcapsular nephrectomy, (Klttredgc 
& Fridge] *758 

transplantation between*^? pairs of Identical 
twins, [Murray) 2190—ab 
KLINEFELTER SY'NDROAIE 

chromatln-posltlvc, true; relation to feeble¬ 
mindedness. [Prader] 2193—ab 
KNEE' 

arthrosis of, Sweden, 2294 
compression In arthrodesis, comparative meth¬ 
ods of fusion, (Stewart) 328—ab 


KOVhlK, HENRY (1858-1927) 
centennial exhibit, N. T.. 1911 
KRAUROSIS 

leukoplakia syndrome, vulvar, topical andro¬ 
gens for, (Richardson) 2312—ab 
KRIJSEN, FRANK HAMMOND, A. M. A. Distin¬ 
guished Service award to, 53 
KWASHIORKOR 

dried skimmed milks and, [Pretorlus] 223—ab 
1 cases from I^ulslana, (Henlngton) 1277—nb 
KYASANUR Forest disease, India, 804 

KYNEX; See -- ..... 

Acetyl: See 
KVPHOSrOLK 

L 

LSI): Sec rf-Lyserglc Acid Diethylamide 
LABELS 

of chemical products, draft model Mil to re- 
• quire warning of hazardous ingredients, 
1062 
LABOR 

acute renal Insufficiency originated after, 
prognosis, (Thaysen) 1275—ah 
after previous cesarean section, India, 2042 
cesarean section for cephalopelvlc dispropor¬ 
tion after previous vaginal deliveries, (Da- 
vlla] 2009—nb 

. mldllnc cplslotomy, Brazil, 88 
jircmatiirc, associated with malaria. United 
Kingdom, 1927 

premature, USPHS grant for study of. Pa., 
701 

pronicthiizlnc In, 2)^ year .surrey, [Carroll 
& Molr) *2218 

pulmonary hyaline membrane contamination 
of lungs by fluid of birth canal, studies In 
rabbits, [Snyder] 120—ab 
rupture of normal spleen in infant during, 
(Ilnttlnger] 461—ab 

type of, evaluation of newborn Infant, (Apgav 
A others] *1985 

LABOR (industrial): See Industrial Accidents; 

Industrlul Diseases; etc. 

LACERATIONS 

In boxer.s, relation to rehal Injury, (Klelman) 
•163.3 

LACRIMATION 

tear gas exposure, treatment, 1167 
LACTATION 

deodorants relation to supply of milk, 1297 
precordial murmurs during, [Hurst) 1939—ab 
Vanderbilt study of maternal and Infant nu¬ 
trition. (Council article) [McGanIty & 
others] ♦2138 
LACTIC ACID 

bacilli In cow's milk, source of, 981 
LAL, GOBIND BKHARI A. M. A. distinguished 
service citation to, 53 
J,AMBldASlS: See Giardiasis 
LAPAROSCOPV 

value in asdtlc syndromes presenting diag¬ 
nostic difficulties, [Girard] 2189—-nb 
LAPAROTOMY: Sec Abdomen surgery 
LARGACTIL: Sec Chlorpromazlne 
LARVA .^IIGRANS 

ancylostomiasis brazlllcnsls, [van Zeben) 833 
—ab 

LARYNGITIS ’ 
functional. 1733 
LARYNX 

minor sequelae after endotracheal intubation, 
[Wolf son] 1417—ab 

obstruction, prednisone treatment, India, 707 
stridor In rheumatoid arthritis, [Darke] 123 
—ab 
LATEX 

fixation test, slide, lu diagnosis of rheumatoid 
arthritis, [Singer A liotz] *180 
LAWS AND LEGISLATION 

activitie.s of Woman's Auxiliary, 1048 
A. M. A. Committee annual report. 1016 
draft model bill requiring Identification of 
hazardous Ingredients on chemical labels. 
1062 

federal, A. M. A. statement regarding ap¬ 
propriation for military dejiendcnts before 
Senate committee, 1551 
federal, compliance with Miller Pesticide 
Amendment to FDA Act, 1061 
federal, current legislation on medical care 
to Indigent, annual report, 1106 
fedcr.Tl; legislative developments In veterans' 
affairs, annual report, 1105 
federal, second session, 85th Congress, annual 
report, 1047 

federal, state partieipallon in insurance con¬ 
tribution net, A. M. A. resolution on, 6t 
federal, Y. A. Insurance cases, new action. 
(Council article) 905 

federal, Washington Office annual report, 1018 
federal, Washington Office summ,iry, 780: 
1124 

Forand Bill; Sec Forand Bill 
Jenklns-Keogh Bills; See Jcnklns-Keogh 
Bills 

medical care for Indigent In 1938. (Council 
report) 2151 
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LAWS AKI) Li:(51SLAT10X—Continued 
Soeval Security: Sec Social Security 
slate leKlslative keyman organization, annual 
report, 1048 

LAWYKKS: See Attorneys 
LAXATIVKS: See Catliarties 

polsoniiiK, eilatlnimU calcinni-disoUiuin for. 
[Cann A others] *717 
LECITHIN 

in diet, can one use too mucliy 1108 
LECTURES 

Allniny Medical CoUeRc, annual honorary 
lectureslilp award, 1241 
American College of rreventive Medicine, Oil 
Biddle (Andrew T.). Mich., 71 
Brodel Meinoriul, 702 
Brown (Aaron), X. Y.. 1382 
Brown ((JeorRc EIrIc) Memorial. 420; 012 
Caldwell, 122 

Conner (I^ewis A.) Memorial. 012 
CralR (Charlc.s F.). 1244 
Uaiiforth (Murray S.) Oration, It. L, 1243 
Friedenwald Memorial. Md.. 1381 
OreRR (Alan), first, 201 
HarriiiRton, N, Y., laoU 
Heron (Ivan C.). Calif., 418 
International ColleRe of SurReons’ third 
series, Chicago. 1787 

Jackson Memorial, 702; (ocular toxoplasmo¬ 
sis) [HoRan] 2322'—ah 
.Tames (William) licctures. Mass., 1381 
.Tudd-Plummer Memorial, Minn., 1788 
Memorial Fund Lecture, [Osserman] laSil—ah 
Mueller (J Hnunrd) Memorial, Mass., 2020 
Xew York Academy of Jledieine, lectures for 
laity, 1382 

North Shore Hospllal series on “Emotional 
Forces in the Family,*’ ill., 418; 1130: 2150 
Phemlster (Pallas B.), Ilk, 699 
Phi Delta Epsilon Fraternity, (Cincinnati: 

ClcTcland) 1242; (Ind.) 2156 
Pincoffs (Maurice C.), second lecture in in¬ 
ternal medicine, Md., 166H 
Uelss (Horninn L.) Memorial, N. Y., 793; 1141 
Sacramento County Hospital, Volunteer Med¬ 
ical Staff, second annual lecture lionorliiR, 
Calif., 16or» 

SchoeiiherR Memorial, X. Y,, 1789 
Silrerman (Hilda Freeman). X. Y., 1788 
Squibb Centennial Lectures, (Chlcapo) 1381: 
(first) 2033 

StlegUtz (Eduard Julius) Memorial, flr.st, 
Pa., 1789 

Utrauss (Alfred A.), IVasli.. 20ii 
Truman (Stanley R.). Calif., 417 
Tulane I'. Lectureship In Social Psychiatry. 
2029 

Virchow (Rudolph) centennial, 798 
Wadsworth (AuRU.stus B.), N. Y., 792; 1382 
NVebster (James R.) Memorial, 1563 
Weehsler (Israel S.), X Y., 1911 
Wherry Memorial, 702 

Williams (LInsly R.) Memorial, X. Y.. 1382 
Wyckotr (.Tohn), X. Y., 1241 
Wyeth Lectureship, loGl 
LEDEUBERG, JOSHUA, Xobel prize to, 1915 ;2159 
LEGAL MEDICINE: See Medical Jurisprudence 
LEGISLxVTIOX: See Laws and Legislation 
LEGS: See also Extremities 
chronic ulcers, and tetanus. ilUls] 1700—ah 
l.EIOMYOSARCOMA 
of stomach, (Mason] 2183—ah 
LEISHMAXIA.SIS 
blood proteins in, India, 433 
Lcishmaula donovanl, tissue ciilturc, Canada, 
2201 

.splenectomj for. India, 1798 
urine 17-ketosterold.s In, India, 209 
LEISURE CORNER; See Physicians, avocations 
LENS. CRYSTALLINE 
acrylic lens operation, 1838 
Uctrolental Fibroplasia: See Retrolcntal 
Fibroplasia 

LENTICULAR NUCLEUS 
globus pallldus, experience with chemopal- 
lidectomy, (Paxton & Dow] *755 
hepatolenticular degeneration, biochemical 
disturbances. (Enger] 20G1—ab 
LEPROSY 

kidney function test In, India, 1797 
prevention, BCG vaccine for, Brazil, 1677 
LEPTOCYTOSIS 

familial, and erylhremic myelosis*, [Olshin] 
1281—ah 

LEUTCHE SYNDROME 
aortic thrombosis, [Starer] 214—ab 
Impotence, early diagnostic sign, mechanism; 
endarterectomy for, (O'Conor] 1944—ab 
LERITINE; See Anllerldlno 
LEUKEMIA 

acute, in adult, effect of fi-mercaptopurlne in, 
fKenlsI S4T —ab 

acute. In adults, prednisone and prednisolone 
for, (Granville] 1286—ab 
acute, metacortandracln for, [Picard] 1264 
—ab 

acute, treatment, France, 209 


LEUKEMIA—Continued . 

etiology, toxic agent in, (Scheucr-Karpin] 
1265—ab 

genetic background for, 137 
H-bomb exposure and, United Kingdom, 926 
in children, evolution in course of treatment, 
[Chaptal] 960—ab 

in infant due to radiation in mother during 
pregnancy. United Kingdom, 314 
lymphoid, developed in child after infection, 
[Tudor] 930—C 

radiation-induced, factor in tliymu.s predis¬ 
poses mice to. United Kingdom, 312 
re.scarch grants In, 1561 
treatment, 6-ehloropurlne, [Ellison] 1584—ah 
LEUKOCYTES 

count, leukopenia complicating staphylococcic 
endocarditis treated with ristocetin, [We))er] 
*1346 

morphology, polyniondiomiclear. rellablUty in 
determining genetic sex, [Cooper] 831—ab 
sedimentation rate in lymphosarcoma, retlc- 
ulosarcoma and malignant lymphogranu¬ 
loma, [Bellesla] 2075—ab 
sedimentation rate in tuberculosis and septic 
Infection.^, fLii.svarglii] 2200—^ab 
LEUKOPLAKIA 

kraurosis syndrome, vulvar, topical androgen.s 
for, [Richardson] 2312—ah 
LEYULOSE: Sec Fructose 
LIABILITY: See Malpractice 
LIBEL AND SLANDER: Sec Medicolegal Ab¬ 
stracts at end of letter M 
LIBRARY 

A. M. A. Library, annual report, 1042 
National Library of Medicine, plans for new 
building, 2280 

of Council of Royal Society of iledlclire. 
Rockefeller Foundation grant for. United 
Kingdom, 2296 
LICENSURE 

Annual Congress on: See American Medical 
Association 

annual report of Law Department, 1045 
by reciprocity. (A. M. A. resolution on) 71 ; 
(report) 1088 

central repository of medical credentials, an¬ 
nual report on. 1070 

of American graduates of foreign medical 
.schools, 1324 

of naturopaths, etc., A. M. A. activities in 
case of convicted psyclilatrLst, Dr. Reddick, 
who Issued licenses, 1064 
of paramedical groups, report, 2149 
hlDOCAtNE HYDROCHLORIDE 
as spinal anesthetic, pharmacology, H'eathcr- 
stone] *1327 
LIFE 

expectancy after splenectomy, 1837 
expectancy among radiologists. United King¬ 
dom, 311 

expectancy 20 years longer, 80 
LIGHTING 

fluorescent, effect on vision. (Council report) 
47 

fluorescent tube, proptosls after explosion of, 
1295 

vou LINX±. KARL (1707-1778) 
autobiograpliles, Sweden, 1800 
LIPIDS: See Blood lipids 
LIPODYSTROPHY 

iiite.slinal, Whipple’s disease, systemic in¬ 
volvement ; cytology, [Slerackl] 2199—ab 
LIPOMA 

""1—ab 

(Pyrexal), for in¬ 
flammation of adnexa, fFricke] 1273—ab 
LIPOPROTEINS 

protein moieties, characterization of, U. of 
Florida to study, 790 
LIQUAEMIN: Sec Heparin 
LISTERIOSIS 

In mother and child, [Kraiiendonk] 1275—ah 
LITTLE’S DISEASE: See Paralysis, cerebral 
LIVER 

biopsy (needle), postbiopsy mortality In me¬ 
tastatic neoplasm, [Fisher] 1811—ab 
cirrhosis, ammonia Intoxication In, after 
chlorothiazide, (Magld & others] *35 
cirrhosis (biliary) and ulcerative colitis, 
treatment. 1297 

cirrhosis, coma produced by carbonic anhy- 
drase InhibUora In. [Rlssel] 2301—ab 
cirrhosis, packed erythrocyte transfusions for, 
India, 1150 

cirrhosis, pleural maulfestatlous in, France, 
92 

<’irrhosls (portal), heart disease in patients 
dying of, [Lunseth] 2180—ab 
cirrhosis, pruritus comx»IIcatInR, treatment, 
1297 

cirrhosis, serum proteins In. India, 1151 
cirrhosis with ascites, low-sodium diets In, 
(Council report) [Danowskl] *1886 
coma In surgical patients, diagnosis and 
management, INajarian] 950—ab 
coma, massive doses of cortisone In, [Pressar] 
324—ab 


LIVER—Continued 

dlsea.se and spider ntvi, India, 192.) ■ 

disease, blood ammonia In, [Ll) 15;$~ab 
disease (chronic), biliary excretion of copper 
and Iron before and after intravenous use 
of the metals In, [Bertollnl] 846—ab • 
disease, clinical significance'of .serum cyano- 
cobalamln in, [Rachmllewltz] 106—ab 
disease, diagnostic value of serum-transaml- 
nase.in, [Prj'se-Davles] 443—ab 
disease, hepatosplonomegaly in children, Bra- 
' zll, 1254 

function tests and oral cholecyslosrapUy,. 
correlation, 2082 

function tests in chlorpromazlne Jaundice, 
[Gebbart] 107—ab 
. function tests, India,, 1257 
glycogenesls, effects of corticosteroids upon, 
(Fodden) 969—ab 

bepatodlaphragmatic Interposition of jejunum, 
ileum, cecum and ascending colon with 
Intestinal obstniction, [Aiken] 346—ab 
Hepatolenticular Degeneration*. See Lentlailar 
Nucleus 

Inflammation: See Hci)atUls, Infectious 
insufficiency and coma, eledroencephalo- 
graphlc abnormalities In, [Bogaez] 456—ab 
Insufficiency, ncuropsychlatrlc symptoms In. 
[Harvald] 216—ab 

metastases, differential diagnosis, Austria, 
1707 

necrosis, subacute, and postnecrotic drrhods 
due to anicteric viral hepatitis, (Klatsklnl 
1811—ab 

pathological findings In jaundice after Ipro¬ 
niazid, (Popper) *2235 
I>reclrrhosis, Its clinical entity, [Aron] 1401 

toxic effects of alcohol on, serum transamluaVe'*' 
activity in alcoholism, (Bang & others) 
•150 

l.OBECTOMY'; LOBOTOMY: See Brain surgen’ 
LONGEVITY: See Life expectancy; Old Ape 
LUNGS . . , . 

.■ibscess, postpneumonlc, lobectomy In Iniano . 

and childhood for, [Moore] 2308—ab 
Artlflcial Heart-Lung: See Oxygenator Pump 
cancer and air pollution, Belgium, 2167 
cancer and smoking, public's views on, Lnuw 

Kingdom, 1573 . 

Cancer (Bronchogenic): Sec Bronchus 
cancer, deatli rates In England and vNates 
compared with U. S., (United Klngdoinl 
1395; [Hammond] 2058—ab 
r.iDcer, niefastatic from HiyroW, frealweni, 

cancer, — 839—flk 

cancer, ' 

cancer, us mulUw 

proced .' -‘■ub 

cancer, radioactive phosphorus intravenously, 
intra-arterially and Intrncardlally ‘or* 

l Ariel] 350—ab .. . 

cancer, surgery for, [Churchill] ISlG—ab 
cancer. United Kingdom, 318 , 

cancer without roentgen findings, [Hauseni 
1815—ab . 

collapse, atelectasis In asthma in cnlluren, 
fLulir] 2194—ab , ^ 

collapse, rehabilitation in,respiratory paraij 
sis, [Neu] *1610 - ' ^ ai 

decortication In purulent pleurisy, 
disease, specific, etliereal oils combined wiui 
strej)tomycln for, [Llener] 438 —a>b 
edema, Intractable, emergency coramlssuroi- 
omy In, (Wessel & Webster] *1-14 
Emphysema: See Emphysema 
function tests, India, 1681 ,, 

Hyaline membrane: See Hyaline 
idlop.athlc hemosiderosis, [Espinoza] -Gy a 
, Infection, chronic, aerosol penicillin tor* 
2083 

Inmtratlon and fibrosis, risk of developing 
tuberculosis, [Chase] 2059—ab . 

Involved In cryptococcosis. [Pelaez)*4-i— 
lesions, ihromboemboUc, frequency, Denmar , 

lesions, tolazoUne and lymph node blopsj m. 

lethal complications of Aslan Influenza, 
treatment, [Moeschlln] 1158—ab 
malfunction, oxygcn-15 to study, MHO 
' port, 1396 

metastases and processes with suspeu^ 
metastases, operative treatment, [Ilansenj 

of aged and emphysema,' [Mayer] 1810*--^^ 
pathergic granulomatosis, [Hood] 944 aov 
pathology, perinatal, [Briggs] 460—an 
pulmonary hypertrophic osteoarthropathy at 
sent In tuberculosis, [Skorneck] lOS— 
reserve, reduced, Indications and 

cations for tracheal fenestration, [xiaj 


& others]'*169 ,ji- 

single, anesthesia In .surgery, [Zhorovj i-** 


-rab 


Surgery: See also Tuberculosis of Lung 
surgery, postoperative venous thromb<”** u , 
pulmonary embolism in, [MerloJ 


N-u \\ 
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IiTJKOS—Contlnucd , 

torulosis, [Jticobs] 1019—ob 
--- ,-•tjloKy nnd 


for, side- 

" A * ■; *1208 

Rcnc'rallrcd, lonR-tcrm prednisone In, [Kniicc] 
1812—ab 

' pomphlRUs seborrUolPua, tCharRln] 1108—nb 

■ systemic, nnd precipitation teat, (reply) tnu* 
bolR d: Olliers) 813—C 

systemic, plcurltls In early dlattnoals, [Win¬ 
slow] 940—nb 

systemic, slnmlntlnf: acute surclcal condition 
of abdomen, [I'ollalc] 1704—ab 
systemic, triamcinolone for, (United Kins- 
dom) 1258: (results) [Dubois] 1948—nb 
transplacental pnssnsc of L. E. factor, 
FMljer] 221—nb 

L'Dini 

. protein chanscs In chronic fllnrlnsls, India, 
1798 

LYMPH NODES 

biopsy in luns lesions and cancer of esoplia- 
sus, Dra^ll, 2040 
cervical, palpable, ISasc] *490 
cc* * * * ■ • ntment, [Scbmld] 

■ I aspects) [Heck] 


prescalene .biopsy, [Wilson] 2187—nb 
scalene biopsy, clinical evaluation nnd appli¬ 
cation, [Shnplm] 2300—nb 
tracheobronchial, tuberculous. Involvement In 
maturlts*. [le Melletler] 110—nb 

lymphadenitis 

suppurative, clue to BCCS, [Mnndc] 324—nb 
tuberculous, trypsin for, [Kapoport] 1581—ab 
LYMPHANGIOMA 

■ of Rcnltalla In cblldren, [Gueukdjlan] 1279 
—ab 

LYMPHEDE.^IA 

chronic, of arm, treatment, 1834 
LYJfPHOHLASTO.MA 

follicular, Riant, radioisotopes for, [Law¬ 
rence] 44.3—nb 
LYMPHOGRANULOMA 
mallRnant. leukocyte sedimentation rate In, 
[Bellesla] 2075—ab 
LTMPn05tA 

benlRn. of rectum and anus, [Holtz) 115—ab 
LY.MPHOSARCO.’lFA 

alcohol-induced pain In, [Braun ^ Stmldcr) 
•1882 • 

in childhood, [Rosenberg] 1043—ab 
leukocyte sedimentation rate In, [DcIIeslaJ 
2075—ab . 

d-LYSERGlC ACID DIETHYLAMIDE 
treatment (adjunctive) In alcoholism, [Smith) 
2068—ab - . 

LYTIC DRUGS 

new Soviet druRS for potentiated ancsthesln. 
[Kazansky] 1824—ab 


M 


MEND: See under Education, Medical 
MACROGLOBULINEMIA 
Waldenstrom’s, resembling multiple myeloma, 
[Hampton] 821—ab 
MAGAZINES: See Journals 

suGNEsrmr 

sulfate dresslHRs, rationale of use, (replies) 
-.[Tredlci; and-orlRlnal consultant] 1298 
MALARIA 

. association with prematurity. United Kingdom, 
1927 > 

complications: splenomcRaly, India, 1680 
therapy in Buerger’s disease, [Corelli] 1723 
—ab 

MALPRACTICE: See also Medical Jurisprud¬ 
ence; ' Medicolegal Abstracts at end of 
. letter M - • 

Committee on Medicolegal Problems, annual 
report, 1046 

expert witness and advisory panels, [Sadusk] 

. . *2121 ' . 
hospital liability, annual report on. 1045 
insurance contract, [HassardJ *2117 
' medical liability, annual report on, 1044; 1045 
ton liability of charitable hospitals to patients, 

, [Medicine and the Law] 788 ■ 

MALUCIDIN . . 

yeast antibiotic with therapeutic and prophy- 
, lactic properties, [Parfentjev] 1724—ab 
*'MAN Who Didn’t Walk,” medicolegal film, 
•• [Medicine and the Law] 72 
MANSON, MARTIN L., wanted by P. B. I., 
\ (photo) 2160 

MiARCUMAR: See 3-(1-Phenylpropyl)-4-Hy- 
droiiycoumarln 

MARFAN’S SYNDROME: See Arachnodactyly 
MARRIAGE.. 

, annulment and epilepsy. United Kingdom, 435 
compulsory premarital blood testing, results of 
epidemiologic study, 289—E 
consanguineous, and heredity In second gener¬ 
ation, (replies) [Roderick; and original con- 
‘ suUanl] 363; 364 


MARRIAGE—Contlmicd 
decline In number of, 77 
premarital examination, [Sclioltcn] *1171 
MAUSILII): SCO Iproniazid , 

MASKS 

In operating room, for patients with staphylo¬ 
coccic InfectlonB, 71C; (replies) [Rolf; and 
original consultant] 2208 
MASTITIS : See Breast Inflammation • 
MASTOIDITIS 

complications In antibiotic era, [Morrow] 124 
—ab 

MATCHING PLAN: Sec Interns and Internships 
MATERNITY 

A. M. A. Committee on Maternal Care, annual 
report, 1108 

mortality, (Brazil) 706; (Canada) 1078 
mortality due to pulmonary embolism by am- 

- nlotlc fluid, [Carone] 2314—nb 
mortality, factors In decline of, [Klein Sc 

Clabr] *237 > - 

mortality in ectopic pregnancy, [Malkaslnn & 
others] *985 

Vanderbilt study of maternal nn»l Infant nutri¬ 
tion. (Council article) [McGanlty & others] 
*2138 

MATROMYCIN: See Oleandomycin phosphate . 
MEASLES 

complications, India, 1257 
distemper relationship. [Adams] 354—ab 
modlflcatton, hazards of using parental blood 
for, (replies) [BerryhUl; and original con- . 

- suUant] 1170 
MECAMYLAMINE 

treatment of hypertension, (India) 209; [Luc- 
chclU) 834—ab 

treatment of hypertension, potentiate with 
chlorothiazide, [Rochelle & others] *410' 
MEDIASTINUM 

anterior, tumors of, [O’Gara] 223—ab 
tumors, AZ 3 'gos vein dilatation simulating, 
[Slmford] 971—ftb 

MEDICAL . . . Por most entries sec under noun 
concerned as Economics, Medical 
MEDICAL CARE: See Medical Service 
MEDICAL CAREERS 

film: ’’Helping Hands for Julie,” annual report.. 
1075 

3IED1CAL CENTER: See also Health center 
A. M. A. meets with 10 ’’third parly”, medical 
chiefs, [Medicine at Work] 1366 
Chicago's West Side, new building, 2156 
outpatient pastoral counseling In, [Young A 
Patrick] *24 
MEDICAL DAYS 

A, M. A. support for proposed International 
Medical Year, resolution on, 2150 
Cohen (Samuel E.) Memorial Teaching Day, 
N, Y., 419 

Diabetes Week. NoV. 16-22, 297 
U of Illinois Medical Alumni Seminar Day, 
1139; 1557 

“Visiting Chief Day” at Sinai Hospital, Mich., 
1558 

MEDICAL EDUCATION FOR NATIONAL DE¬ 
FENSE (MEND) : See Education, Medical 
MEDICAL EXAMINERS 
system, annual report, 1046 
MEDICAL JURISPRUDENCE: See also Slal- 
practlce; Medicine and the Law; Medicolegal 
' Abstracts at end of letter M 

A. 31. A, Committee on JledIcolegal Problems, 
annual report, 1046 . 

A. M. A. Law Deportment, annual report, 1043 
damages for widow of physician who died In 
line of duty. United Kingdom, 315 
doctor fined for giving prescriptions for meper¬ 
idine for own use. United Kingdom, 1153- 
cthlcal to discuss case with patient's la^vj’er? 

(Judicial Council opinion On) 1555 
expert witness and advisory panels, [Sadusk] 
•2121 , 
Impartial medical testimony, 50—E 
legal burd' . * . 

ting up 

“3Ian W1 • u 

tMedlci . , ^ 

Medicolegal AbsTiuvcts. annual report, 1045 
medicolegal aspects of occupational derma¬ 
toses, (Council report) 1351 
“Medicolegal Forms with Legal Analysis, an¬ 
nual report on, 1044 ^ . 

National Interprofessional Code for Physicians 
and Attorneys, 1661—E; [Medicine and the 
Law] 1663 

opinions of 10,000 lawyers sought In medico¬ 
legal study, [Rledlclne at Work] 1899 
physicians need not give death certificates. 
United Kingdom, 2045 - 
seminar on personal y®**,, 

U. of Pittsburgh established health law center, 
295 

MEDICAL PREPAREDNESS: See also Civil 
Defense 

[Hays] *254 , . , 

draft status of faculty members. Interns and 
residents, 1534 

extension of draft act, (A. M, A- resolution on) 
71; (report) 1068; (law e^lres; new law 
provides for specialism) 1535 


MEDICAL PREPAREDNESS—Continued 
maneuvers after mock nuclear explosion. 
United Kingdom. 2172 

national defense and medical education,-selec¬ 
tive Service System, 1533 
physical examination of physicians for Armed 
Forces, 1249 

physicians subject to draft call In 1959, (Coun¬ 
cil report) .906 

survey of physicians separated from military 
service, (Council survey) 1904 
JIEDICAL RECORDS - 
central repository of medical credentials, 1070 
diagnosis and reporting occupational diseases. 
[Johnstone] *1844 

industrial, A. M. A. Committee on, annual re¬ 
port, locn 

. librarians, schools for, 1543 
technicians, schools for, 1544 
MEDICAL RESEARCH COUNCIL (England) 
annual report, 312 

antigenic activity of British poliomyelitis vac¬ 
cine, [Perkins] 118—ab 
-MEDICAL SERVICE 

Alabama CJomraunlty Medical Rating survey, 
(Council survey) 1378 

American citizens* basic rights, A. M. A. reso¬ 
lution on, 69 

A. M. A. ad hoc Committee on-Medical Services 
for Construction Projects, new, 1067; (guide 
for) 1901 

A. 31, A. Committee on 3Iedlcal Care for In¬ 
dustrial Workers, a'nnual report, 1109 
A. M. A. Council on, annual report, 1100 
cost of, annual report, 1107 
for Armed Forces Dependents: See Medicare 
for Indigent: See 3Iedlcally Indigent 
. plan of UMWA, relationships between medical 
profession and administrators of, A. M. A. 
resolutions on, 56; 66 - 

planning medical facilities; annual report, 1114 
plans, A. M. A.- Committee on Prepayment 
3Iedlcal and Hospital Service, annual report, 
1115 

plans, Commission report; 56 

plans, free choice of physician in, (A. 31. A. 

resolution on) 64; (President's page) ,416 
plans, guide for judgment of third party plans' 
A. 31. A. resolution on, 70 
plans, major changes made, annual report, 1100 
plans, medicine meets with labor, 289—E; 290 
plans, part 2 of final report of A. 31. A. Com¬ 
mission on, [3Iedlclne at Work] 1367 
plans report, A. M. A. meeting. 2149 
plans, status report of Commission on National 
Emergency Medical Care plan, 58 • 
plans, Suggested Guides for Medical Society 
Sponsored Voluntary Prepayment Plans, ac- 
tlon on, 59; (report) 1116 
plans under collective bargaining, 1663 
plans, voluntary, [3Iedlclne at Work] 1303 
proposed regionalization In Puerto Rico, A. .M. A. 
resolution on, 69 

providing good service,-[Business -Practice] 
180G ' 

query 313 on Ideas of, t3Iedlclne at Work] 1895 
review book on medical care, (Bureau article) 
[Bornet] *2025 

type rendered, 3Iedlcare effect on, [Robinson] 

■ *1630 

-MEDICAL SUPPLIES 

counteract mock alert shortages with substitu¬ 
tions, [Medicine at Work] 773 
for poisoning emergencies, [Bidder Sun¬ 
shine] *514 

MEDICALLY' INDIGENT 
A. M. A. Committee on Indigent Care, (annual 
report) 1105; (study state programs) [3tedl- 
clne at Work] 1893 

A. 31. A. resolution on care for, 64; 70 
care for in 1958, (Council report) 2151 
endorse Vendor payments to physicians for 
services to, annual report,-1106 
health services to, A. M. A. action at‘3IInne- 
apolls, (President's page) 2273 
legislation on medical care for, annual report, 
1106 

physician’s share of public costs for, [31edlclnc 
at Work] 770 

public assistance, annual report, 1107/ 
study medical care in Florida, [31edlclne at 
Work] 1365 
3IEDICARE 

A. M. A. resolutions on. 64; GO 
A. 31. A. statement regarding approjirlaffons 
for. 1551 

annual report on, 1047 

curtailment of, especially regarding free choice 
of physicians, 414—E; (Council article) 
•696 

experience with, [Robinson] *1630 
resolution that A. 31. A. encourage rc-cstab- 
llshment of free choice principle, 2150 
aiEDICiNE 

amphibious and Marine Corps Field, 1541 
as profession, obligations, (President's page) 

' 1020 

Aviation Yfedlclne: See Aviation 
educational matters In fields related to, annual 
report, 1094 
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MEDICINE—Continu(?d 

ftd.'ral medic.il'Iiealth spendliitr for 1955', 1452 
historical note on curriculum. 1461 
hhstor.v, for exhibit, 903 

hypnosis in, iCouni'ii report) 186 
Iniernal: S^ce Internal Medicine 
Leftal: Sec Medical Jurisprudence 
meets with labor, report of conference, 289—E; 
290 

mlllUary. meeliuE on, Belgium, 307 
<lTganl7.ed; See also American Medical Associ¬ 
ation: Societies, Medical; and under names 
of specific sofietics 

organized, liaison witii higiier education, 1480 
Practice; See also General Practice; Special¬ 
ties; and under name of specialties as Pedi¬ 
atrics 

jiMctice. business of, [Business Practice] 1932 
practice, clinical, contributions of doctor of 
pliysical medicine, [Blau] *1217 
practice, cUnicaU related to public liealtli: 
aging, ami long-term Illness, [Underwood] 
*1000 

practice, excerpts from broclnire on business 
side of, (Btislncss Practice) 818; 935; 1155: 
1262; 1401; 1691: 1806; 1932; 2050; 2176 
practice, government-sponsored, A. M. A. reso¬ 
lution on, 70 

practice, group, A. M. A. compiles list of, 1114; 

[Medicine at Work] 1307 
practice, liaison witii medical schools, 1232 
practice, iirivate, abstracts on absence from 
work and its relation to, (Council article) 

’ 1019—E: 1133 

practice, restrictive effect of Board certification 
on, A. M, A. resolution on, 65 
l*rcventive; See Preventive Medicine 
ps.rchologlcaI, in general practice. United King¬ 
dom. 1573 

sensationalism In. United Kingdom. 809 
socialization of. proposed regionalization in 
Puerto Rico, A. .M. A. resolutions on. 69 
socialized, arc we making same mistakes Brit¬ 
ish doctors made y (Miscellany) 931 
Space Medicine: See Aviation 
third parties in. 70; 289—E; 290 ; (President's 
page) 416; (conference with) 1110; [Medi¬ 
cine atlYorkl 1366 
MEDICINE AND THE lAW 
“Man lYho Didn't \Yalk,’’ medicolegal fllin, 72 
National Interprofessional Code for Physicians 
and Attorneys, 1663 

lax deduction of professional enlertalnmenl 
expenses; opinions of .Tudlolal Council, 1555 
tort liability of charitable hospitals to patients, 
788 

MEDICINE AT WORK 

various subjects, 769; 1363; 1891 (annual re¬ 
port) 1039 

MEDICOLEGAL: See Medical Jurisprudence; 
Medicine and the Law; Medicolegal Abstracts 
at end of letter M 

mediterranean fever, famlllaL [Heller] 821 
—ab 

MEDROL: Sec Methylprednisolone 
MEGACOLON; Sec Colon 
MEGAESOPHAGUS; See Esophagus 
MEGAPHEN; See Chlorpromazlne 
MEGIMIDE: See Bpmegride 
MEIGS’ SYNDROME 
JSt.iveml 1938—ah 
MELANCHOLIA 

treatment: iproniazid, toxicity of, 50—E; (re- 
piy> [Uoide] 1802—C 
MELANIN 

pigmentation. Bloch-Sulzberger's disease. 
[Lamy] 1278- ab 
yiKLANOMA (melaiiosareoma) 
malignant, combined surgical and radloUiera- 
peutic approach, [Dickson] 352—ab 
primary mallgn-’nl. of oral cavity, 105 cases, 
[Cliaudhry] 2325—ab 
MfeNIfeRE'S Disea.se; See Vertigo, aural 
MENINGES 

-method of therapy In 
[Shvedova] 1717—ab 
3d premature infants, 

subduMl hematoma in elderb' person, [Stute- 
vlllc* Welch] *1445 
MENINGITIS 
aseptic, [Wilt] 339—ab 

aseptic, epidemic of exanthem with, [Tyrrell] 
1410—ab 

.aseptic, epidemiology of and related nonspecific 
dlsc.ase. 1957, [Dubin] 1291—ab 
aseptic, with ruhelHform rash, isolate ECHO 
virus from, [Sultanlan] 132—ab 
cryptococcal, promising results In, [Rubin] 
1271—ab 

staphylococcal, novobiocin for, CGIiistiJ 337— 
ab 

tuberculous, corticosteroids in, India, 1392; 
(advantages and limitations) tDlecUmann] 
15S0—ab 

tuberculous, hydrocortisone for, [Cranny] 1284 
—ab 

tuberculous, in cblJdren. Intracranial calcifica¬ 
tion aHer, [liOrbcr] 958—ab 


treatment, exclude 
Shvedova] 1717—ab 
N [Gchrt] 1945—ab 

tuberculou.s, treatment, [Glova] 440—ab 
virus, epidemic clue to ECHO 9 virus In New¬ 
foundland. [Davies] 1290—ab 

rtisone and ACTH In, 

ectlon In Infants and 

41—ab 

MENOPAUSE 

icy cold nose and headacUes In healthy woman 
going through, cause, 2084 
myopathy of climacteric, [Kaescr] 1938—ah 
MENSTRUATION 

examine blood for tubercle bacilli In tubercu¬ 
losis sanatorium, [Plckrolh] 2070—ab 
Irregular, and sterility. In primary failure of 
anterior pituitary, cobalt radiation of value f 
1732 

premenstrual herpetic mouth lesion, (reply) 
[Houk] S44 

premenstrual syndrome, France, 309 
secondary amenorrhea and oligohypomenorrhea. 
Incidence of spontaneous cure, [Weslman] 
2313—ab 

MENTAL DEFICIENCY: Sec also Phenylketo¬ 
nuria 

centers for chUdreu, flr.st state-supported day 
care center In U. S., DeL, 1909 
child programs expand, 1913 
cliildren's colony at Conway, Ark., 908 
etiology, 1422 

: ::* s • * *1 -ri*. .'tssoclated with, [Wllll- 

r •• I.* • I Klinefelter’s syndrome 

: ..*1 *; ' •. Prader] 2193—ah 
200 cases reviewed, India, 1256 
MEN'TAL DEPRESSION 

atypical endogenous, vitamin B complex defi¬ 
ciency causing symptoms of, [Keuter] 1938— 
ab 

treatment; IpronLazid, toxicity of, 50—E; (re¬ 
ply) fRobleJ 1802—C 

M ' ‘ Iso Schizophrenic 

“ under Medico- 
Jtter M 

Menially lU ac¬ 
credited. Canada, 2282 

- ’ - - • - •‘rimlnally insane, facts 

• . a, 98 

Hospitals, menial 

how contagious is mental Ulnessl, [Medicine 
at Work] 773 

isolation stress In, [Zlsklud] *1427 

Joint Commission on: See Joint Commission 

.-'search center at Saint 

• -ashlngton, D. C., 2284 

ited Kingdom, 2047 
general hospitals, 
71 

. in phenylketonuria, 

surgical treatment of tuberculosis of lung In 
mentally 111, [Mowlcm] 330—ab 
symptoms in liver insufficiency, [Harvald] 216 
—ab 

treatment: carbutamlde, Sweden, 211 
treatment: meprobamate, India, 2293 
treatment: methylprednisolone, side-elTects in, 
[McMahon & Gordon] *1298 
treatment: perphenazine, Norway, 922 
MENTAL HEALTH 

A. M. A. Council on, annual report, 1052 
In Industry, A. M. A. Joint Committee on, an¬ 
nual report, 1067 
Increase In USPHS grants in, 1671 
Joint Commission on: See Joint Commission 
programs, 29 state commissioners review, 2033 
troubled employee; economic loss, community 
problem, medical challenge, (Medicine at 
Work) [GoHn] I3TI; 1377—E 
workers, grants to aid, 1384 
MEPACRINE: See Quinacrlne 
MEPHENTERMINB 
.rrri yP r!.-:'* fW«’son) 1944—ab 

:r. •;:iersl *1839 
hd.—;-'! . 1 . [Halzllp] 337—ab 
effects on brain damaged patients, [Carter] 
337—ab 

torlcUy, idiosyncrasy, [Charkes] 2323—ab 
treatment In psychiatry, (Finland) 308; (In¬ 
dia) 2293 

MERC APTO PURINE 

effects on acute leukemia in adult, [Renls] 347 
—ab 

MERCHANT MARINE: Sec Seamen 
MERCURY 

absorption and acrodynla relationship, 138 
Diuretics: See Diuretics 
vapor, acute poisoning from inhaling [Matthes] 
2317—ab 
SIESCALINE 

treatment (adjunctive) In alcoholism, [Smith] 
2068—ab 


MESONEPHROMA ' , 

• of ovary; [Kay] 458—ab ^ 

METABOLISM; See also specific food croups or 
elements as Calcium, CariwhydmtM 

antlmetabolites; -- . • 

lal malfovma^ , 

(Council artic . ^ • 

aspects of adrenalectomy in'Cushing’s syn¬ 
drome, [Ma.son] 2308—ab 
changes In normal pregnancy, (Council article)-' 
[Macy] *2265 

effects of prednisone onv in riieumatold arthri¬ 
tis [Ward? 836—ab 

effects of rcwarmlng after hypotliermla. (F|«hi 
er] 839—ab 

Inborn error, hypophosphatasla, 415—E 

' - phenylketonurU, 


*' ■ ' ’ ■ ' ‘rednisone - ' • 

_ ■' ’• ^ Prednisolone 

709 

METHIONINE 

effects on plasma lipids and atherogenesls In 
cholPSt'’roI-f''d cockerels, [Stamlcrl 976—ah ' 
METHOTREXATE: See 4-Am!no-N«nictbyI 
ptCToylglulamlc Add 
METHYL SALICYLATE 

salicylate problem, [Cann] 1577—ah 
METHYL VIOLET: See Methylrosanlllne 
^.^-METHYLETHYLGLUTARIMIDE: See Bern- 
egride 

METHYLPREDNISOLONE 
treatment, side-effeefs noted, [McMahon & 

_ Gordojil *1208 ^^^^ 

(Brazil) 802; 


• ■ ■ "■ See Predniso¬ 

lone 

METICORTEN: See Prednisone 
METOQUIN; See Quinacrlne 
METYCAINE: See Plperocalne 
3IICROCOCCUS; See Staphylococcus 
MICROSCOPY ' 

electron and light, correlate clinical fiadisgj 
with morphology ns seen by, In renal disease, 
[Vernier] 1942—ab 
.MICROWAVES 

medteal considerations of exposure to, [Barron 
& Baraff] *1194 

MIDICEL; See Sulfamethoxypyrldazlnc 
MILIA, treatment, 2333 
MILITARY 

care, estimate costs for, 1C62 , 

medical activities, A. M. A. Committee annual 
report on, 10G8 

medicine, meeting on, Belgium, 307 
physicians, compensation for, annual report on, 


physicians on active duty, A. 3t. A, liaison 
with, annual report, 1069 
Preparedness: See Medical Preparedness 
service, active, physicians separated froaii- 
((iouncll survey) 1904 
veterinary corps, annual report on, 1062 
MILK 

cow’s, source of lactic acid bacilli In, 981 - 

dried and fresh, utilization of calcium frow,- 

drled skimmed, and kwashiorkor, [Pretorlus] 
223—ab , . 

omit In Infants diet for hereditary galactose 
disease, (Council report)' [Guest] *20ia 
radioactivity In, report on, 914 
MILTOWN: See Meprobamate 
MINAMATA DISEASE ^ ... 

caused by eating contaminated flsn, uniteu 

Kingdom, 1C8S 

MINERS , ,v 

— ^Buys] 963—ah 

' 1720—ab 

*• s», ■'.1 ne to A. M, A.» 


i«,s • allty Inventory, 

* ‘aland, 433 

ISSILES or pensions, (Miscellany) [^^rrJ*ioiio 
ISSING PERSONS: See also Federal Bureau 
of Investigation ^ ^ 

wanted by Salt Lake County (Utah) Sherluf 
Office: Richard Nunley, (photo) 1791 
ITRAL VALVE , 

insufficiency, direct vision correction of, 

946—ab 

Insufficiency, pure, clinical and hemodynaioic 
observations, [Ross] 823—ab . - 

stenosis, digital and Instrumental commissure;- 
oroy for, 2000 cases, [Dogllottl] 2309—ab 
stenosis, extreme, operations In patients over 
45, [Soullfe] 1270—ab •: 

stenosis, rheumatic carditis after commissurot¬ 
omy for, [Golubev] 104—ab 
surgery, commissurotomy, clinical observations 
and concepts on, [Huang] 447—ab 
surgery, commissurotomy; 50 cases with no 
mortality, [Sabety] 1267—ab 
surgery, emergency commissurotomy 
table pulmonary edema, [Weasel & WeDsicrj 
•1214 
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. ■ III (ri'sdnnainlno): Soe UniiN\oU\a nor- 
pcnltim 

MOliK: ScoKctus 
MONILTA 

Injwtlon abscess lUic to, fBrlbaenl 8^7—ub 
MONIUASIS 

Ksslrlc, ITlnaJero Ayala] 010—ab 
-TsKlnal, nyslalln for, ICaruso] 05T—ab 
«, NliCLKOSlS. INFKCTIOUH 
, rccurronec, foUowcil or nccompaiilcil hy Infec- 
llnus hepatitis? 21133 
. MONSTKUS 

rare, orlclu of fetal iimUornmtlons, (do (icn- 
namj 2313—ab 
MOUPIIINK 

liberation of from codeine, ira;rrei:unril) 1721 
—ab 

pbarmaeoloKleal activity, Imlla, SOil 
MOTUKUS: See VamlUea; Maternity 
MOTION riCTlTUKS: See Movlnp IMctures 
MOTOR Vr.mCbKS : See Automobiles 
MOUTH 

bitter taste In, ultb fairly large hiatus hernia, 
catise, treatment, 130 

breathing, Imllcatlon for adenoldectomy ? 302 
buccal cancer, cobalt therapy, [Stuhl] 1821— 
ab 

buccal alreptoblnase, clinical and experimental 
observations, [Innerttclil] 124—ab 
carcinomas, multlcentrlr, tMoertcl] 111—ab 
herpetic lesion prior to menslruatton, (replv) 
IHouK] S14 

mycology, (United Kingdom) 2010; (Fox) 2302 
—ab 

oral diagnosis of systemic disease, lUopp] *748 
rollomyelUls Immune globulin (human) for 
herpctlfomi lesions, N* N. D., 183 
surgery during anticoagulant Uiernpy, 2081 
tumors.v primary malignant melanoma, 103 
cases, [Chaudhry] 2323—ab 
MOYKMKNTa 

disorders. Involuntary, globus pallldus and 
thalamic lesions In, [Cooper] 2007—ab 
MOVINO VICTUUES 
A. M. A. annual reports. 1051; 1073 

M. A, film library, annual report on reviews. 

1074 

“Annual I’rUo for Mcdlro*Surglcal Cinema,” 
2280 

OIni on careers In medicine and health fields, 
annual report, 1075 
tllm source llle, annual report. 1075 
first annual Symposium on Clnefluorography, 

N. Y.. 700 

lutrrnaUnnal festivals, sjjcclal comnilftcc to 
determine U. S. policy of participation in, 

1075 

'Man ^Yho Didn't Walk,” medicolegal film, 
1 Medicine and the Law] 72 
medicolegal film project, annual report, 1040 
Italpb Creer to organize and direct an Inter¬ 
national exhibition In Japan, 005 
special ,pn)jects of medicolegal slcnlflcnnce, 
annual report, 104 4 

)VIN(J FICTURES, MEDICAL (REVIEWS) 
i^sslstlve Devices for Paralyzed Upper Extrem¬ 
ity. 938 

Bence-Jones Protein Test, 1935 
Biliary Duct Atresia, 1150 
Breech Delivery, 1402 
Career In Bacteriology, 1402 
Chflloplasty: Correction of Harelip, 2178 
Clinic on Recognition and Management of Res¬ 
piratory Acidosis, 2033 ; (illustrated review) 
iSmurl & others] *2034 
Cystectomy for Ovarian Dermoids, 710 
Eclonln Cordis In a Twin, 1093 
Ergot, the Story of a Parasite Fungus, 938 
Femoral Artery Bvpuss Graft with Crimped 
Teflon. 1935 

For the Love of Life. 710 
From the Heart of Town, 1402 
Helping Hands for Julie, 1693 
Intracranial Aneurysms, 1935 
Life In a Cell, 2178 

Machine Mimics 5Ian: The Artificial Kidney, 
2297 

No Time to Sparc, 938 

Operating Microscope In Otologic Surgery, 1933 
Psychiatric Nursing: Nurse-Patient Relation¬ 
ship. 1150 

Retropubic Prostatovesiculectomy, 2053 
Someone Is Watching, 1093 
The Human Jlachlne, 938 
This is Nursing, 1095 
Urethral Catheters, 938 

You Are There: Discovery of Anestliesln, 1402 
MJJCIN 

PjMstrlc, plasma-clearing effect in healthy and 
atherosclerotic suhjects, [Rossi] 1699—ab 
MUCOPROTElNS In Blood: See Blood 
MUCORMYCOSIS 
cerebral. [Smith] 2200—ab 
MUCOUS MEMBRANES 
oral. In diagnosis of systemic disease, [Hopp] 
•748 

Touralne’s apbthosls, [Thlbault] 943—ab 
MUMPS (epidemic parotitis) 
complication: thrombopcnlc purpura, [Kolars 
A- Spink] *2213 


MUMPS—Contlnuod 

In nduIlH, treatment, 1295 

■*’ ' TortlH<uiu and 

■ b 

MURDER 

by insulin, United Kingdom, Sll 
llrst-degrcc. etlologtc Lictors In, [Duncan & 
others] *1755 
MI’SCliKS 

cramps, cause, treutinent, relatloti to calcium 
Intake, 2200 

dcgeueratlon, electrpinyogrnpliy In diagnosis 
and appraisal of, as related to neurological 
nnd/nr muscular cause. 1733 
electrical activity In Infantile ccrehrospaslb* 
paralysis, India, 92 

eleclromyogram to evaluate neurological com¬ 
plications of spinal nnestheKla. [Marlnaeci 
A CourvUle] ♦1337 

gastrointestinal and striated, itiondmloglc 
study of avitamlnusls E In cystic flhrnsls of 
pancreas, [lUaiicl 2071—nb 
myojmthy of cllmapterlc, [Kacser] 1938—nb 
respiratory, activity, effect of air flow resist¬ 
ance on, [Fink & others] *2245 
tunc, evaluation of newborn Infant, [Apgar A 
others] •1985 

weakness In Infants and aniall children, exam¬ 
ination for, [Johnson) *1300 
MUSEUMS 

Bureau of Kxldhlts umuial report on, 1073 
healtli. scholarships from, Ohio, 1141 
MUSIC: See PUyslclntis, avocations 
MYASTHENIA GRAVIS 
after removal of cystic thymus, electrolytes 
during crisis, [Fongl] 450—ab 
blood clioUncstcruse and, after exposure to In¬ 
secticides, (replies) (Trimble: and original 
consultant] 138 

In children, (Sampay'u) 1282—nb 
MYCIFRADIN ; MYCUiUENT: See Neomycin 
MYCOSIS: See also speelflc mycoses, as Mucor¬ 
mycosis 

of newborn, vaginitis In etiology, I Brel] 458 
—ab 

MYCOSTATIN: See Nystatin 
MYELOMA 

multiple, blood cholesterol-globulin complex In, 
tScblcssj 128—ab 

multiple, natural history before radiological 
evhlcncc, [Ossermnn) 1585—nb 
multiple, proteinic and hematological changes, 
[Prato] 215—ab; 216—ab 
miltlpie, \Yal<icnstrom*s maeroglohttUncmla re¬ 
sembling, (Hampton] 821—ab 
MYELOSIS, crythrcmic: Sec under Anemia 
MYLERAN: See Busulfnn 
MYOCARDITIS 

Coxsncklc Infection In Infants and children, 
[Hosier] 1941—ab 

etiology: sulfonamides, Canada, 1922 
Inter.silllal, primary, epidemic outbreak, 
[Frcuiidllch] 832—ab 
MYOCARDIUM 

consequences <»r coronary arterial occlusion In 
coronary atherosclerotic cardiopathy, [Hlm- 
bert] 439—ab 

electrode to control complete heart block, with 
urtlflclal pacemaker, [Welrlcb] 822—nb 
failure In toxemia of pregnancy, [Slllnii]})]] 
2191—ab; (correction) 2282 
. Imiilnul Internal mammary artery Into, evalu¬ 
ation In animals. [Pntt] 113—ab 
infarction, acute, anticoagulants for, [RJcli- 
nrds] 439—ab; (long-term. United Kingdom) 
924 

Infarction, acute, (261 cases) [Malach] (ex¬ 
perience with anticoagulants) [Rosenberg] 
213—ab 

infarction, asystole in, cardiac pacemaker and 
Intravenous Isoproterenol for, [Solarz & 
others] *212^ 

infarction, diagnostic aids in; [Durant] 322— 
ab 

Infarction, digitalis and nitroglycerin for? 1297 
infarction, effect of competitive industrial ac¬ 
tivity on severely disabled after, [SUpyan] 
•147; 190—E 

infarction, elevated blood cholesterol level aft¬ 
er, treatment, 844 

■ ■ ■ r . after nor- 

123—ab 
‘ . 348—ab 

pulmonary hy¬ 
pertension, arteriosclerosis, pulmonary em¬ 
bolism and, (Diagnostic Probiems} [Kusluter 
& Szanto] *277 

Infarction In fetus, [Schuler] 1412—nb 
infarction, influence of anticoagulants on oc¬ 
currence of cardiac rupture and bemoperl- 
cardlum after, [Aarseth; Lange] 1415—ab 
infarction, men who returned to work after, 
[Weiss & Weiss] *17 

infarction, postoperative, [Ferugllo] 2059—ab 
infarction, rate by occupational group, 
[Blorck] 841—ab 

infarction, SGO-trans.amInase test in, [Chapin] 
939—ab 


MYOCARDIUM—Continued 
lufnrctlon, serum transaminase test in, calori¬ 
metric method, [Clocla] 213—nb 
infarction, .shock in, drugs for, (Council report) 
[Solzer A Rytnnd] *702 
Infarction, Sweden, 2294 
Infarction with ventricular fibrillation, success¬ 
ful resuscitation In, [Rloomfleld] 330—ab 
infarcts, ruptured, Idstologlc patterns, [Free¬ 
man] 318—ab 

revascularization, division of Internal mam¬ 
mary arteries, for, [Glover] 329—ab 
MYOPIA 

in children, dietary treatment, [Gardiner] 340 
—ah 

progressive, thyroid disorder or allergy as 
cause? 1837 
MYOTONIA 

congenita, myxedenm and j)seudomyotonla, 
[Jarcho] 2058—ab 
SIYSOLINE: See Primidone 
MYXEDEMA 
diagnosis, treatment, 983 
pseudomi'olonia and mj’otonla congenita, [Jar- 
cbo] 2058—ab 

psychosis from, [Riillo A Allan] *890 
solitary pleural effusion due to, [Schnelerson 
Katz] *1003 

Medicolegal Abstracts 

INSANITY 

civil; eommitmeiit; affidavits of physicians as 
privileged, 320 

civil; commitment; physician appointed by 
court, 320 

civil; commitment: physician’s liability for, 
320 

LIBEL AND SLANDER 

commitment proceedings; false affidavits; phy¬ 
sician’s llahlUly, 320 

commitment proceedings; privilege of witness, 
320 

MALPRACTICE 

workmen's compensation in relation to, 320 
WORKMEN'S COMPENSATION ACTS 

malpractice by physicians; llabUlty for, 320 


N 


NADISAN (carbutamlde): See Sulfonyliireas 
NAILS (anatomic) 
changes In alopecia universalis, 183i 
splinter hemorrhages, United Kingdom, 315 
sulumgunl hemorrhage In pan washers, [Long] 
•2226 

NAPHTHALENE . , 

“scrap iron” Intoxication, [Gadsden & others] 
•1220 

NARCOTICS 

addiction, .annual report, 1053 
department, report, India, 921 
withdrawal symptoms in newborn Infants. 
[Kunstadter & others] *1008 ^ , 

national (societies) : See also Societies and 
other Organizations at end of letter S 
Committee on Aging of National Social Wel¬ 
fare Assembly, annual report, 1103 
Defense: See Civil Defense; Medical Prepared- 




Emergency Medical Care Plan, Commission 
on, annual report, 1071 
Fund for Medical Education; See Foundations 
Institutes of Health, Nobel Prize winners as¬ 
sociated with research supported by. 1915 
Intern Matching Program, 525; 1092 
Interprofessional Code for Physicians and At- 
torney.s, IfiOl—B; [Medicine and the Law] 
1CG3 

.Tolnt Commission for Improvement of Care of 
Patient, (recommends Individual hospitals 
form committees) 52; (report) [Medicine at 
Work] 1894 

Medical Defense Conference; See Civil De¬ 
fense 

Research Council's postdoctoral fellowships, 
survey, 1478 

Science Fair: See Science 
Science Foundation: See Foundations 
Society for Medical Research, (function of) 
1489 ; (supports animal care meeting) 1002 
national health SERYICE (England) 
American looks at, 317 

are we making same mistakes British doctor.s 
made? British GP thinks so, (Miscellany) 
931 


cost of, 810; (cutting costs) 2174 

faded to eliminate \oIuntary health insurance. 

[Follmann] •1641 
general practice in, 314 
health levy, 139C 
hearing on, 312 
liospltal beds still scarce, 97 
hospital's spending criticized, 927 
merit awards for general practitioners. 98 
"On Call to a Nation,” radio celebrated lOtlj 
anniversary, 2290 
painting depicts, 435 
pay Increase to -physicians refused, 98 
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NATIONAL HEALTH SERVlCE-<-Contlnued 
pharmacists’ remuneration, 927 
politics and, 2047 

proposed restriction on prescribing, 709 
NAVY, tJNITED STATES 

establish course In nuclear nursing, 914 
medical corps retirements, 1247 ; 1671 
physicians from 12 nations attend training 
program, 914 

Reserve, ensign 1915 program, 1537 
Surgeon General Hogan receives Peruvian 
Cross of Merit, 1915 

NAZI camp doctor, action on. United Kingdom, 
97 

NECK 

palpable cervical lymph nodes, [Sage] *496 
NEEDLES 

plastic, for spontaneous pneumothorax, [Knuih 
& others] *177 

used for spinal anesthesia, effects of deter¬ 
gents left as contaminants In, [Joseph & 
Denson] *1330 

whiplash Injuries; neurophysiological basis for 
pain, rehabilitation methods, [Selctz] *1750 
within cai.vcts, foreign body in bldney, 
(Naulleauj 344—ab 
NEEDY: See Medically Indigent 
NEGROES 

homozygous hemoglobin C disease In, [Tanaka] 
438—ab 

Pelizaeus-Merzbacher disease In, [Tyler] 
1270—ab 
NEOMYCIN 

toxicity: deafness caused by intramuscular 
use, [Kortge-Stopplerj 1285—ab 
treatment, Intraperltoncal, In acute bacterial 
peritonitis, [Greene] 1288—ab 
treatment plus sulfadimidin In infant diar¬ 
rhea, India, 1256 

NEOPLASMS: See also Cancer; Sarcoma; 
Tumors; under region or organ affected, 
metastatic, skeletal, activation of patient with, 
[Cummings & Rosenthal] *501 
NEOTEBEN: See Isonlazld 
NEPHRITIS 

acute atypical, clinical observations, [Hansen] 
1415—ab 

acute glomerular, in children, India. 2043 
after polloraj'elUls vaccination related to? 360 
In childhood, Norway, 310 
NEPHROBLASTOMA 
neuroblastomas and, [Norddy] 1818—ab 
NEPHROSIS; NEPHROTIC SYNDROME: See 
Kidneys, disease 
NERVES 

cranial, neurofibrosarcoma of, [Economou] 
951—ab 

damage In whiplash Injuries, [Seletz] *1750 
optic atrophy, hereditary, [Iverson] 345—ab 
optic gliomas, [Dodge] 336—ab 
vagotomy with gastric resection for peptic ul¬ 
cer, long-term results, [Pallette & Harring¬ 
ton] *20 

NERVOUS SYSTEM 

abnormalities m Refsum's syndrome, United 
Kingdom, 927 

central, paragonimiasis, [Slilh] 1713—ab 
complications of pertussis Immunization, 
[Berg] 1280—ab 

complications of spinal anesthesia, electro- 
myogram to evaluate, [MarlnaccI & Cour- 
ville] *1337 

disability, activation of patient with skeletal 
metastatic neoplasia, [Cummings & Rosen¬ 
thal] *501 

disease after Asian Influenza compared to 
1918 influenza epidemic, 2332 
disorder, mlnaniata disease. United Kingdom, 
1683 

disorders after Asian influenza, [Homer] 
118—ah; [McConkey] 954—ab 
disorders in Industry, A. M. A. Committee on, 
first meeting, 1066 

electromyography in diagnosis and appraisal 
of muscular degeneration as related to neu¬ 
rological cause, 1733 

Involvement in cryptococcosis, [Felaez] 
321—ab 

lesions, anatoraocllnical study of fetal deaths, 
[Chosson] 119—ab 

severe manifestations In children receiving 
Compazine, [Jabbour] 1581—ab 
strain, the physician himself, [McArthur] 
•1740 

study of botulism, [Castedo] 2303—ab 
surgery, aspects of hypophyseclomy In severe 
diabetes, [Javid] 1814—ah 
surgery, care of severely Injured patient, 
[Odom] *2087 

surgery, report of American Academy of Neu¬ 
rological Surgery, Canada, 2292 
NERVOUS SYSTEM, SYilPATHETIC 
blocks in orthopedic surgery, [Brennan] *504 
tumors, ganglioneuroma of cervical system, 
[Smyth] 447—ab 
NEURALGIA 

trlgimlnal, aU*ohol gasserian injection for, 
[Ecker] 119—ab 

trigeminal, treatment, [Rnge] 1705—ab 


NEURAMINIC ACID 

in cerebrospinal fluid, deficiency In schizo¬ 
phrenia, •[Bogoch] 1411—ab 
NEURITIS 

of recurrent larj’ugeal nerve, incidence, treat¬ 
ment, 2329 

peripheral, pyrldoxlne to prevent after Iso- 
niazld, [Ross] *273; (reply) [Middlebrook] 
1685—C » 

polyneuritis, after intradermal Aslan Influ¬ 
enza vaccine, (replies) [Stelgman; and orig¬ 
inal consultant] 2086 
NEUROBLASTOMA 

nephroblastomas and, [Nord0y] 1818—ab 
NEURODERMATITIS 

disseminata, long-term prednisone In, [Kanee] 
1812—a b 

NEUROPIRUOMATOSIS 
Brazil, '/30 

NEUROFIBROSARCOMA: See Fibrosarcoma 
NEUROLOGY 

exchange mission to Soviet Union, 2284 
National Neurological Research Foundation 
awards, 1143 
NEUROSIS 

cardiac, patient and physician In symptom 
formation, [Chambers & others] *1617 
internal medicine and, Portugal, 211 
symptoms In liver Insiifflclency, [Harvald] 
216—ab 

traumatic. “Man Who Didn’t Walk,” medico¬ 
legal film, [Medicine and the Law] 72 
NEUROSYPHILIS 

clinical and serological stale , of 416 well 
treated patients, long-term observation, 
[Kalz] 1413—ab 
NEUROTROPISM 

neurotrophic ulcers of feet, [Kelly- &. Coven¬ 
try] *388 

NEUTROPENIA: Sec Granulocytopenia 
NEVUS 

pigmented, multiple. In 12-year-old, treat¬ 
ment, 473 

spider, and liver disease, India, 1925 
NEW ENGLAND 

medical-dental education plan, 1488 
NEW YORK UNIVERSITY 
Bellevue Medical Center, Institute for rheu¬ 
matic fever established at, 2278 
center for rehabilitation services, 295 
Institute for Crippled and Disabled joint re¬ 
habilitation research, 1560 
NEW ZEALAND 

welfare state down under, (Miscellany) 
[Hotchkiss] 933 
NEWSPAPERS: See Press 
NIADRIN: See Isonlazld 
NICKEL 

desensitlzatlou method, 1731 
NICONYL: See Isonlazld 
NICOTINIC ACID 

In hypercholesteremia, N..N. D., 1773 
NICOZIDE: See Isonlazld 
NITROGEN DIOXIDE 

Inhalation causes chronic silo filler's disease, 

CSchell] 963—ab 
NITROGEN MUSTARDS 

treatment of Hodgkin's disease, [Moschldls] 

NITROGLYCERIN: See Glyceryl Trinitrate 
NOISE 

abatement in hospitals. United Kingdom, 312 
la U a health problem? [Glorlg & Summer- 
field] *370 

tractor, effect on auditory sensitivity of op¬ 
erators, [Llerle] 1721—ab 
NOMENCLATURE: See Terminology 
NORADRENALINE; Norepinephrine: See Arter- 
nol 
NOSE 

discharge during eating wfter contrecoup 
brain damage; cause, treatment, 2081 
ley cold. In healthy woman going ^through 
menopause, cause, 2084 
NOVOBIOCIN 

treatment of .staphylococcal meningitis, [Glu- 
stl] 337—ab 

NOVOCAIN: See Procaine 

NUCLEAR ENERGY: See Atomic Energy 

NUCLEUS 

pulposus, herniation of, Denmark, 208 
NUNLEY, RICHARD, missing person wanted by 
Salt Lake County Sheriff's Office, (photo) 1791 
NUPERCAINE: See Dlbucalne 
NURSERY: See Hospitals, nurseries 
NURSES AND NURSING 

American Nursing Home Association—A. M. A. 

Liaison Committee, annual report, 1115 
nasal carriage of Staphylococcus aureus by 
nurses, [Thompson] 969—ab 
Navy course In nuclear nursing established, 
914 

nurse .shortage, Sweden, 1801 
nurses’ working hours, dilemma of hospitals, 
United Kingdom, 808 
nursing homes, annual report. 1103 
- nursing routine challenged. United Kingdom, 
2049 


NUnSES AND NUKSING—CoDlInued 
operatlnc room training of stuaents. AM* 
resolution on, 68 • * - . 

schools, accreditation program for, report on. 

streptomycin dermatitis In nurses, [ivn.onl 
465—ab ' ‘ 

NUTRITION 

A. M. A. Council annual report, 1057 
blood cholesterol level and, [Plcchlo] 131—ab 
blood proteins and, India, 92 
clinical research fellowships, (Council an¬ 
nouncement) 768 

clinical, symposiums on, annual report, 1058 ' 
French Nestle Company’s fellowship, 78 
Infant and maternal. Vanderbilt study; effect 
of reproductive cycle on status and require¬ 
ments, (Council article) [McCanlty Ac 
others] *2138 

' maternal, and fetus, (Council article) [Hen- 
iier] *1774 

resenreb, gr.ints for, 78 
state of mother prior to conceptlou, (Council 
article) [Stearns] *1655 
NYDRAZID: Sec isoniaztd 
NYLON 

alopecia. United Kingdom, 1928 
bifurcation grafts In arteriosclerosis, [Hill] 
2309—ab 

braided, in arterial bypass surgery, compari¬ 
son with homografts, [Hohf] 2305—ab 
brush, [Savlll] 2319—ab 
crimped, peripheral arterial grafts of, [Ed¬ 
wards] 452—ab 

aensltlvUy, doseusitizatlon possible? 1293 
tapes, self-adhering, [Gershman] 930—C 
NYSTATIN 

treatment of vaginal moniliasis, [Caruso] 
957—ab 

0 


See 


OBESITY 

causes of. United Kingdom, 96 
fatty acids and diets for, United Kingdom. 
204G 

In young child, treatment, 1167 
peroneal paralysis, hazard In weight reduc¬ 
tion, fSprofklnJ 826—ab 
role of salt In fall of blood pressure accom¬ 
panying reduction “In, [Dahl] 322—ab 
skin absorption of calories, 1169 
OBITUARIES: See Physicians, death; and Iht 
of Deaths at end of letter D 
OBSTETRICS 

physiological basis for hormone therapy In, 
[de Alvarez & Smith] *489 ♦ „ 

promethazine In, [Carroll & Molr] *2218 
regional anesthesia, reappraisal, [Bonlcaj 
•734 

World Congress of/Canada, 89 
OCCUPATIONAL Dermatoses; Disease.^ Health, 
etc.: See under Industrial 
OCCUPATIONAL THERAPY 
India, 922 
schools of, 1545 

OCEAN , 

swimmer’s Itch and possible schistosomiasis 
from swimming In, (replies) (Schaefer; 
and original consultant] 1838 
ODOR: See also Deodorants . . 

bromhidrosls, etiology, 1592 
OFFICE: See Physicians 
OIDIUM (Candida) albicans Infection: 
Monllla; Moniliasis 

dietary, effect on blle-aeld secretion and 
serum cholesterol, [Lewis] 131—ab 
ethereal, with streptomycin for pulmonary 
diseases, [Llener] 468—ab 
vegetable, substitute for animal f^t to lower 
blood lipids, [Brown & Page] *1989 
OLD AGE ^ ,,, - . 

aging division and senior center 
by Bergen County, New Jersey, 2030 
A. M. A. Committee on Aging, aniuial re¬ 
port, 1101 ...» 

anticoagulant therapy to prevent cerebral 
thrombosis after one attack In? IjOJ • 
Clba Foundation awards for research m 

cllnfcS-instrumental teclmlqiieR and serum 
analysis of presenlle and senile ‘ 

with cardlo-aortlc atherosclerosis, inos- 
selll] 979—ab . . „ , 

coarctation repair with relief of hJ’Pertenalo 
In man 57, [Kittle & others] *2000 ; -— 

conference calls for medical society 
on aging, [Medicine at Work] i69; 

conferences on aging, letter from Dr. Blaslh 
game to U. S. Senate, 695 
congestive heart failure In 46 -year-oM-^ 
an, (Diagnostic Problems) [Kushner a 
S zanto] *277 , ,nQ. 

dissolving corneal opacities In dianetje, i<>Of 
(reply) [Mann] 1838 icio-ab 

emphysema and lungs In, [Mayer] iniu 
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AOK—CotillnUfd 

Iiijurnin'i'. A. M. A. mccltni! rcnorl, 
JUS 

komfs for hcnI, Ktncilom, niiS 

kTi'frlliyroWljm In, trojilmfiil, ISS,' 

Joint Counoll tn Imimivi- the IlcnltU Core nf 
thp As«l. A. M. A. rojoUitlim on volimtnrv 
hcnltti liiMirnnci-, C.S; r,8; (rrpoM) 1102 ' 
•Kproliamnlo niliilotton, tllovil A- oiliprnl 
•1S3!) 

■ortnllly nmniiu rciilriinrlnii!i. I’n.. "01 
Xtlionnl Coninilttce on AkIuk of Nnttonnl 
Soolnl Wplfnre AMpmlily, roport on. 1108 
ocnhr sonoscrnrp, llclpUim, 2200 
opcrnllniit for rylrrmo mlirni nti-nosh In. 

(S'milnil 1270—nil ' 

•ullook of vnnntlnr surKi'ry In, Illltdirorl;! 
1207-—nit 

(irrilc nlnr nflor 00, cllnloni nutorna, ICnl- 
torl 'IIO—tilt 

positive lioallh proernm for, procordlPL-s 
•rsllalilf, (Counoll noiol i.o.’it 
proMoms relntcil tn puWlo lio.iltli, ollnlrnl 
pracllro nml, tluiilorwoml) *1000 
proTltlo vnhinlnry Itonlih Innnrnnpc for ro- 
•iS'l nrtlolr) [I’olnorl 

piiMlc nspcolv of nKliiK popnlntlon, WHO 
report, 02S 

rrUllon hetwron cninllllon of limits nml rn- 
psrlty for work, llenmnrk, 208 
kwlsl Soi-iirlly nrmllis: Hoc fornml lllll 
suMural homntoma In, IStutcvlIlp & Welclil 

korerstpil Culilos for Orcnnirntlon nml Op- 
eratlon of .Xfrtllpal Soolcly Commlttccn on 
Acinc nri'rovwt. fiO 

treatraonl of psycht.nlTlc jiatlcnU with car- 
milamldc. Sweden. 211 

ij'niph-nodc In- 

. .s ' . . " ■ 

phosirhale, X. X. U., iflu 


s. ■ ■ - i «• nmtlon 

\ • ■ • ■ 1 1 ■ Si'c 

I’Ucnylketonurlft 

jy'K t|nUcn acnMtlvUy, Israel. 2014 
ftlruiIiiS See Surjrcry 

w» aKATION : Rcc Surucry: under names of 
orcan and disease 
Ol'HTHALMOlnOdY 

for Kesoarch In. annual report on, 
107.1 

fellowship dinners, 208 
OPTOMETUlfiTS 

romml.sslonlni: hy Armed Forces, annual re¬ 
port on. 1068 

want amendment to Social Security Act. 2 
letters from Tlr. ItlasliiKame to Concress 
rewrdlng, 291 

ORAItETIC; ORANIL (carhutamldc) ; See 
SulfonyUireas 

"JCHESTUA: See Physicians, avocations 
^JCRITIS: Sec Testes Inflammation 
ORF 

4 cases In human beings, United Klncdom, 
813 

OBOAX, modern, jdaylnp, [Leisure Corner] 
(reply) [Shull] 2207-~C 
tiRlF.XT, deccneratlve cardiovascular disease 
--,ln. [Schroedcr] 1C97—ab 
bRlXASE (tolbutamide): See SulfonyUireas 
ttRISUL: See p-Amlno-benzolsulfonnmldo- 

phenyUpyratol 

ORPHEXADRIXE' HYnKOCHLORIDE 
treatment of Parkinsonism, Penmark. 20S 
ORTHOPEDICS 

use of sympathetic blocks In, [Brennan] *504 
OSTEOARTHROPATHY 
hypertrophic pulmonary, absence In tuber¬ 
culosis of lunc, fSkorneck] 108—^ab 
In smallpox, India, 1255 
OSTEOLYSIS 

massive, [Johnson] 971—ab 
OSTEOMYELITIS 

chronic, spiramycin for, [Marclils] 12C ab 
hypovltamlnosls C and. In children, [della 
Casa] 1819—ab 
OSTEOMYELOSCLEROSIS 
[Levi] 110—ab 
OSTEOPATHY 

A. !M. A. disapproved resolution on suveroIgnO’ 
of relationships between medical societies 
and, 2150 
OSTEOPOROSIS 

jsulcerallve colitis and, unusual features. H-o 
bSTEOSARCOJIA , , 

trauma related to cause or npcravatlon or, 
135 

Otalgia * 

with csophBBeal hiatus hernia, (JtalhcrheJ 
952—ab 

OTITIS MEDIA 

In nurallhES after BCG vaccination, Ibaoo 
leva] 464—ab . oni 9 

treatment: antibiotics. United Kink > 


OUTI’A'riKNT IIEI'A11T.MB.\T 
imstnral roiiiiselinc liv niedlral cciitrr, ryniiiiL- 
A- I’nlrlck] •21 
OVAHV 

"'•Mlli^' to aliKly, Jmlln, 

cancer, mcaoiiciihrlc carclnnniiis, [Kay] 158 

caiircr, rntllnactlrc irold for, WIIO rcporl, 
1.19 < 

cjatadcimcatclnoma, and uterine nreunaiiey, 
IChaver.] 2;il,"—ah 
cysts, iiroBcsteronc for, 1291 
exelslon In hreasl cancer, correlate rcsiills 
with cslroitcn iirodiictloii, [Bulhrook] »I7 
—ah 

excision phis ndreimlcctoniy in metastaHlzInj; 
mammary cancer, lUoUHtram] H21>—nb: 

I Davis] 230r>—nb 

function, prcscr\'ed In treatment of early 
enneer of cervl.v uteri In youiiK women, 

I Krebs] 1939—nb 
OVlDrCT.S 

acute .snl)>l»{*ltla. views on proknosls and 
treatment, [HcdbcrK] 11C2—ab 
siiritleal nmnajrement of tubal factor In in¬ 
fertility, [Cnuwot] *991 
tii)»erculou.H nalpUutltl.s, treatment, [Rydcn] 
U6I—ab 

OXAMYCIX: See Cycloserine 
OXYGEN 

dcflcleney, anoxia and hypoxia, new facts 
about the lientt, Ireply) [Hyman] 1154—C 
deflclcncy of abnormal physiologic origin ns 
flnal common pathway ' In gastroduodenal 
ulcer genesis, [Palmer] 103—ab 
15, til study of pulmonary malfimctlnn, WHO 
report, 1390 

hazards of tlicrapy In respiratory disease, 
[Sherman] •1866 

manual and mechanical control of ventilation 
during cyclopropane anesthesia, [Wester & 
others] *2219 

OXYGENATOR PUMP Imcchanlcal heart) 
direct coronary artery perfusion for aortic 
valve surgery, [Kay & others] *1767 
extracorporeal circulation, 44 Interventions 
with opened heart under, [Dubost] 1160 
—ab 

Immediate postoperative period following total 
body perfusion, [Matthews] 1708—ab 
OXYTETUACYCLINE 

treatment (Intrapcrltoneal) In dllfuso bac¬ 
terial peritonitis In childhood, [Soave] 
9C3—ah 

treatment (Intrapcrltoneal) in peritonitis of 
appendical origin, [Adw.in] 332—ab 
va. silver nitrate In newborn eyes, Incidence 
of conjunctivitis after, [Mathlcu] 121—ab 
OXYTOCIN 

hormone which ln.ictlvatcs, Austria, 2040 


PAX’CREAS—Continued 

.H'LT','’'. >"'■ morpholoBv 

(Hla';,ef2071-ib"' 

ah'*’'' fKulcwcklJ 

discaac, rllnlcal cvnUmtioii of starch tolerance 
lest, (AuKent & .Mlllhon) *2260 
hypoKlyccmIe sulfonamides show selective 
troplsm for, France, 808 
nfarcls, [McKay] 2170—ah 

"drcn",-'rs.'ri7ir;:‘i!’’ 

relrnkradc surclcal dralnacc for chronic rc- 

FANCKEAmis"""*"*'’ 
acute, and hyperdlastasurla after partial cas- 
Irectomy. [Wnllenstcn] 1708—ab 

atypical symptom-slcn complex of, 
[Donliauser] 440—ab 
acute, Braall, 2041 

acute, Kcnerallzcd abdominal pain and acute 
renal failure, (Dlacnostlc Froblems) [Knsh- 
ner & Szanto] *1778 

chronic rclapslnc, retrocrade surRlcal draln- 
ace of pancreas for, fFuestowl oi 7 —nh 

i:^^;CVTOPENIA: see 'under Anemia • 

P \P Tetracycline 

sfrongyloliiinsls. 

PAPILLOMA ’■ 

Of larcp 

, ' ' ■ : See Amino- 


PABALYSIS (Slillil I713-ah 

aRltans, cheraopallldectoroy for, 2 years’ or. 

perlcnce, [Paxton A- Dow] •75,’! ^ ^ 

an tans, excessive s.allratlon In, treatment, 138 
“ht* thalamic lesions 
20’67—lb* ■ for. [Cooper] 

aeltans, is It communicable? 1394 
Jo orphenadrine for, Denmark, 208 
acllans, surcery for, symposium on, trenlvl 
[Krusen & Elhvood] 3I9-C ' 

, rthrodesls of sub- 

. Dodelln] *3005 

• prema- 

831—ab 

neurological com- 
I , dhesla, [MarInaccI 


PAS: Sec Aminosalicylic Acid 
PACEMAKER; Sec under Heart 
PAIN 

abdominal, generalized, and acute renal fail¬ 
ure, (Diagnostic Problems) [Kushner & 
Szanto] *1778 

abdominal, upper, esophagitis causes, [Bern- • 
stein & others] *27 

activation of patient with skeletal metastatic 
ova —.— - ’*osenthaI] *501 
disease, [Braun 

chest, ot colon origin, [I’almcr] 1702—ab 

factor In syncope In Iieallliy youni: adults, 
[Dermkslnn & Lamb) *1200 

generalized congenital analgesia, [Lamy] 
404—ab 

In diagnosis of peripheral arterial emboli, 
[Phelan & Young) •1299 

In tongue In rouHIplo sclerosis, treatment, 843 
. jj, In- 

•1864 

nllatcral. dlagno- 

..., years after crush¬ 

ing Injiirj*. treatment, 1956 
palate 

cleft. In second generaDon, prevent defect In 


PAMISYL: See Aminosalicylic aVcId 
PAX washers, subungual hemorrhage In, [Long] 
*1226 

pancreas 

abscess, gas as sign of, [Agnos] 944—ab 
cancer, clinical study, [Blrnbaum] 324—ah 
cancer, diagnosis, (exfoliative cytology, rapid 
method of duodenal Intubation) [Raskinl 
440 —ab; (secretin test) [Wenger] 441—ab 
cancer, radiation therapy In, [BlUlngsleyl 
1725—ab 

cystic fibrosis, Austria, 1797 


‘Clrical activity of 
’’"inf'kc^-a'b'* '■'tlubtlon. [Sprof- 

"iDoll'T'oJhm]'” 19™'“™' 

"•mo'’'^' vvhabllllation [N>uJ 

pabajiyotoma congenita 

[DraBcr] 828—ab 
PARA^p”^s •' 

AcW ■ Sec Aminosalicylic 

PARAPLEGIA 

“'•Tsso’*'"'* [Joseph & Denson] 

PARATHYROID 

ab'° [Hewson] 

ldloTO_tmCb hypoparathyroidism. [Halvoraen] 

’’J'l’O'P’osla of, new entity 
218cJJJib ' ''J'Pen)arathyroldlsm, [Cope] 
Parents : Sec Families 

^‘*7”'''““ &'vo5nB]'’ 
parotid^gland®'”’ 

wraowef 

Imens, 134 

* * 'te, “what is cause 

, . ‘ *161; (reply) 

PATIENTS 

W«k“’‘l89'’l'''” [-'Ivllolne 

Disease, chronic 

etnical to disclose case history to insuran^^ 
company ? (Judicial Council ojlnlon on) 1556 
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pbamiaclsts' remuneration, 927 
politics and, 2047 

proposed restriction on prescribing, 709 
\AVY. UNITED STATES 

establish course in nuclear nursing, 914 
medical corps retirements, 1247 : 1671 
physicians from 12 nations attend tralnlnc 
program, 914 

Reserre, ensign 1915 program, 1537 
Surgeon General Hogan receives Peruvian 
Cross of Merit, 1915 

NAZI camp doctor, action on. United Kingdom, 
97 

NECK 

palpable cervical lymph nodes, [Sage] *496 
NEEDLES 

plastic, for spontaneous pneumothorax, [Knuth 
& others] *177 

used for spinal anesthesia, effects of deter¬ 
gents left as contaminants in, [Joseph & 
Denson] *1330 

whiplash Injuries; neurophysiological basis for 
pain, rehabilitation methods, [Seletz] *1750 
within cai.vcvs, foreign body In kidney, 
[NatiUeauJ 344—ah 
NEEDY: See Medically Indigent 
NEGROES 

homozygous hemoglobin C disease In, [Tanaka] 
438—ab 

Pelizaeus-Merzbacher disease in, [Tyler] 
1270—ab 
NEOMYCIN 

toxicity; deafness caused by intramuscular 
use, [KortK«.-SujpplefJ 1285—ab 
treatment, intraperitoneal, in acute bacterial 
peritonitis, [Greene] 1288—ab 
treatment plus sulfadimldln in infant diar¬ 
rhea, India, 1256 

NEOPLASMS: See also Cancer; Sarcoma; 
Tumors; under region or organ affected, 
metastatic, skeletal, activation of patient with, 
[Cummings & Rosenthal] *501 
NEOTEBEN: See Isonlazld 
NEPHRITIS 

acute atypical, clinical observations, [Hansen] 
1415—ah 

acute glomvruiar, in children, India. 2043 
after poliomyelitis vaccination related to? 3C0 
in childhood, Norway, 310 
NEPHKOBLASI’OMa 
neuroblastomas and. [Nordpy] 1818—ab 
NEPHROSIS: NEPHROTIC SYNDROME: See 
Kidneys, disease 
NERVES 

cranial, neurofibrosarcoma of, [Economou] 
951—ab 

damage in whiplash injuries, [Seletz] *1750 
optic atrophy, hereditary, [Iverson] 345—ab 
optic gliomas, [Dodge] 330—ab 
vagotomy willi gastric resection for peptic ul¬ 
cer, long-term results, [Pallette & Harring¬ 
ton] *20 

NERVOUS SYSTEM 

abnormalitliK in Refsum’s syndrome, United 
Kingdom, 927 

central, paragonimiasis. [Shlh] 1713—ab 
complications of pertussis immunization, 
[Berg] 1280—ab 

complications of spinal anesthesia, electro- 
myogram to evaluate, [Blarinaccl & Cour- 
Tille} *1337 

dIsabillO’, activation of patient with skeletal 
metastatic neoplasia, [rumraings & Rosen¬ 
thal] *501 

disease after Asian Influenza compared to 
1918 Influenza epidemic, 2332 
disorder, minaniata disease. United Kingdom, 
1683 

disorders after Asian Influenza, [Horner] 
118 —ab; [McConkey] 954—ab 
disorders In industry, A. M. A. Committee on, 
first meeting, 1066 

electromyography in diagnosis and appraisal 
of muscular degeneration as related to neu¬ 
rological cause, 1733 

Involvement In cryptococcosis, [Pelaez] 
321—ab 

lesions, anatomocllnlcal study of fetal deaths, 
[Chosson] 119—ab 

severe manifestations in children receiving 
Compazine, [Jabbour] 1581—ab 
strain, the physician himself, [McArthur] 
•1740 

.study of botulism, [Castedo] 2303—ab 
surgery, aspects of hypophyseclomy In severe 
diabetes, [Javld] 1814—ab 
surgery, care of severely Injured patient, 
[Odom] *2087 

surgery, report of American Academy of Neu¬ 
rological Surgery, Canada, 2292 
NERVOUS SYSTEM. SYMPATHETIC 
blocks In orthopedic surgery, [Brenuan] *504 
tumors, ganglioneuroma of cervical system, 
[Smyth] 447—ab 
NEURALGIA 

trigeminal, aU*ohol gasserian Injection for, 
[Ecker] 119—ab 

trigeminal, trc.itment, [Huge] 1705—ab 


NEURA3IIMC ACID 

in cerebrospinal fluid, deficiency In schizo¬ 
phrenia, •IBogoch] 1411—ab 
NEURITIS 

of recurrent laryngeal nerve, incidence, treat¬ 
ment, 2329 

peripheral, pyrldoxlue to prevent after Iso- 
niazid, [Ross] *273; (reply) [Mlddlebrook] 
1685—C i 

polyneuritis, after Intradermal Asian influ¬ 
enza vaccine, (replies) [Steigman; and orig¬ 
inal consultant] 2086 
NEUROBLASTOMA 

nephrobiflstonins and, [Norildy] 1818—ab 
NEURODERMATITIS 

disseminata, long-term prednisone In, [Knncc] 
1812—ab 

NEUROFIBROMATOSIS 
Brazil, i30 

NEUROFIBROSARCOMA: See Fibrosarcoma 
NEUROLOGY 

excltangc mission to Soviet Union, 2284 
National Neurological Research Foundation 
awards, 1143 
NEUROSIS 

cardiac, patient and phj'sician in symptom 
formation, [Chambers & others] *1617 
internal medicine and, Portugal, 211 
•symptoms In liver InsutHclency, [Harvald] 
216—ah 

traumatic, “Man Who Didn't Walk,’* medico¬ 
legal film, [Medicine and the Law] 72 
NEUROSYPHILIS 

clinical and serological state of 416 well 
treated patients, long-term observation. 
[Kalz] 1413—ab 
NEUROTROPISM 

neurotrophic ulcers of feet, [Kelly & Coven¬ 
try] *388 

NEUTROPENIA: See Granulocytopenia 
NEVUS 

pigmented, multiple. In 12 -year-oId, treat¬ 
ment, 473 

spider, and Iher dl.seasc, India. 1925 
NEW ENGLAND 

medical-dental education plan, 1488 
NEW YORK UNIVERSITY 
Bellevue Medical Center. Institute for rheu¬ 
matic, fever established at, 2278 
center for rehabilitation services, 295 
Institute for Crippled and Disabled joint re- 
tiabiUtatlon research, 1560 
NEW ZEALAND 

welfare stale down under, (Miscellany) 
[Hotchkiss] 933 
NEWSPAPERS; See Press 
NIADRIN: See Isonlazld 
NICKEL 

desensltlzatloii method. 1731 
NICONYL: See Isonlazld 
NICOTINIC ACID 

In hypercholesteremia, N, N, D,, 1773 
NICOZIDB; See Isonlazld 
NITROGEN DIOXIDE 

inhalation causes chronic silo filler's disease, 
[Schell] 963—ab 
NITROGEN MUSTARDS 
treatment of Hodgkin's disease, [Moschldls] 
959—ab 

NITROGLYCERIN: See Glyceryl Trinitrate 
NOISE 

abatement in hospitals. United Kingdom, 312 
Ls It a health problem? [Glorlg & Summec- 
field] *370 

tractor, effect on auditory sensitivity of op¬ 
erators, [Llerle] 1721—ab 
NOMENCLATURE: See Terminology 
NORADRENALINE; Norepinephrine: See Arter- 
nol 
NOSE 

discharge during eating wfter contrecoup 
brain damage; cause, treatment. 2081 
Icy cold, in healthy woman going .through 
menopause, cause, 2084 
NOVOBIOCIN 

treatment of staphylococcal meningitis, [GIu- 
sti] 337—ab 

NOVOCAIN: See Procaine 

NUCLEAR ENERGY': Sec Atomic Energy 

NUCLEUS 

pulposus. herulatioQ of, Denmark, 208 
NUNLEY’, RICHARD, missing person wanted by 
Salt Lake County Sheriff's Office, (photo) 1701 
NUPERCAINE: See DIbucalne 
NURSERY: See Hospitals, nurseries 
NURSES AND NURSING 

American Nursing Horae Association—^A. 5r. A. 

Liaison Committee, annual report, 1115 
nasal carriage of Staphylococcus aureus by 
nurses, [Thompson] 969—ab 
Navy course In nuclear nursing established, 
914 

nurse .shortage, Sweden, 1801 
nurses’ working hours, dilemma of hospitals, 
United Kingdom, 808 
nursing homes, annual report, 1103 
nursing routine challenged. United Kingdom, 
2049 


KUnSES AND NUBSINC-Conllnued 
opcrallnK room tralnlnc of stuSents A M ' 
resolution on, 68 • . ■ n. r 

schools, accreditation program for, report on, : 

streptomycin dermatitis In nurses, [Wllsonl-* 
465—ab \ i 

NUTRITION • : 

A. M. A. Council annual report, 1057 
blood cholesterol level and, [Plcchlo] 131 —ab ' 
blood proteins and, India, 92 
clinical research fellowships, (Council an- - 
nouncement) 768 

clinical, s.\mposIun)s on, annual report. 1058 ' 
French Nestle Company's fellowaliip, 78- 
Infant and m.'iternal. Vanderbilt study; effert 
of reproductive cycle on status and require¬ 
ments, (Council article) [McCanlty A 
others] *2138 

' maternal, and fetus, (Council artk-Ie) [Hep- 
ner] *1774 

research, gi.iiUs for, 78 
stale of motiier prior to conception, (roiincll 
article) [Stearns] *1655 
NYDRAZID; Sec Isonlazid 
NYLON 

alopecia. United Kingdom, 1928 
bifurcation grafts In arteriosclerosis, [Hllll 
2309—ab 

braided, In arterial bypass surgery, compari¬ 
son witli homografts, [Hohf] 2305—ab 
brush, [Savill] 2319—ab 
crimped, peripheral arterial grafts of, [Kd- 
wards] 452—ab 

.sensitivity, dcscnsitlzatlon possible? 1293 
tapes, self-adhering, [Gershman] 930—C 
NYSTATIN - 

treatment of vaginal monllla-sts, [Carnso] , 
957—ab . " ' 

0 


OBESITY 

causes of. United Kingdom, 96 
fatty acids and diets for. United Kingdom, 
2046 

In young child, treatment. 1167 
peroneal-paralysis, hazard In weight reduc¬ 
tion, [SprofklnJ 826—ab 
role of salt In fall of blood pressure accom¬ 
panying reduction *ln, [Dahl] 322—ab 
akin absorption of calories, 1169 
OBITUARIES: See Physicians, death; and lid 
of Deaths at end of letter D 
OBSTETRICS 

physiological basis for hormone therapy in, 
[de Alvarez & Smith] *489 
promethazine In, [Carroll & Molr] *2218 
regional anesthesia, reappraisal, [Bomcaj 
*734 

World Congress of, Canada, 89 
OCCUrATJONAL Dermatoses; Diseases, Health. 

etc.: See under Industrial 
OCCUFATIONAL THERAPY' ’ 

India, 922 
school.s of, 1545 

OCEAN , .. 

swimmer's Itch and possible schistosoHilasis 
from swimming In, (replies) [Schaerer, 
and original consultant] 1838 
ODOR: See also Deodorants 
bromhidrosls, etiology, 1592 
OFFICE: See Physicians 
OIDIUM (Candida) albicans Infection: Sec 
Moniiia; Moniliasis 

dietary, effect on blle-acid secretion and 
serum cholesterol, [Lewis] 131—ab 
ethereal, with streptomycin for pulmonary 
diseases, [Llener] 468—ab 
vegetable, substitute for animal fat to tower 
blood lipids, [Brown & Page] •19»9 
OLD AGE . 

aging division and senior center 
by Bergen County, New Jersey, 2030 
A. M. A. Committee on Aging, annual re¬ 
port, 1101 . 

anticoagulant therapy to prevent cercora 

thrombosis after one attack in? layo 
CIba Foundation awards for rc.search m 

cllnlcb^lnstrumental techniques and serum 
analysis of presenlle and senile ’ 

with cardio-aortlc atherosclerosis, [iios 

coarctation repair with relief of 
in man 57. [Kittle & others] *2006 
conference calls for medical .society ^act 
on aging, [Jtedlclne at Work] <69, 

conferences on aging, letter from Dr, Blaslu- 
game to U. S. Senate, 695 
eonge.stlve heart failure In ‘iC-ywr-oId-' 
an, (Diagnostic Problems) [Kusnner 
Szanto] *277 ‘ . -.no. 

dissolving corneal opacities In diabetic, » 
(reply) [Mann] 1838 ,oia—. nP 

emphysema and lungs In, [Mayer] I 8 IO 
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OLD AOE—Conllnucd 

fees, Insiirftuce, A. M. A. mcollnc report, 
2US 

homos for nRod, KliiRilom, 131C» 

hypcrlhyroltUsm In, trcRlmont, isnri 
Joint Council to Improve the HonUh Cnro of 
the Aped, A. M. A. resolution on voluntary 
health insurnnee, fio; fiS; (report) 1102 
meprohamate nddlcUon, [Doyd A olhcrn] 


mortnlUy nmonp ecntennrinns. Da., 701 
National Committee on Aplnp of National 
Social ^Yelfa^c Aaacmhly, report on, llOfl 
ocular senescence, Itelplum, 22P0 
operations for extreme mitral atunoats In. 
(SoulUM 12i0~nb 

outlook of vascular surpery In, [Hltcljcockl 
1267—ah 

peptic ulcer after GO, clinical patterns, [Cut¬ 
ler] IIP—ah 

imltlvc health propram for, proceedlnps 
available, (Council note) ir»r»4 
im>blems related to public health, cllnleal 
practice and, [Underwood] •1000 
provide voluntary health Insurance for re- ' 
tired persons, (lUircau article) [Polner] 
•IPl 

public aspects of nplup population, WHO 
report, 02S 

relation bclueen condition of Itmba and ca¬ 
pacity for work. Denmark. 208 
Social Security Iteneflls: Sec Fornnd Hill 
subdural hematoma In, [SlutcvUle & >Velehl 
•144.' 

^URKCs*ied VAAdes lor ^TpaYj^xaArm nuA Op- 
eratlou of Medical Society Committees on 
Aclnc approvefl. 50 

(treatment of psychiatric patients with car- 
butamlde, Sweden, 211 
luhereulous trachcobninchlal lymph-node In¬ 
volvement In. [Ic Melletler] 110—nb 
OLKANDOMYCIN 
phosphate, N. N. 1)., 1011 
Trlacetyl—: See Trinrctylolcandomycln 
OLinonYrOMENORRllEA: Sec Monatniatlon 
OLinOPHllKNIA. I’HENYLrYRUVIC: See 
rhenylkelonurla 

OLIVE pollen sensitivity, Israel, 2014 
OPKRATINC ROOM: Sec Surcery 
OPERATION: See Surirery: under names of 
specific orcan and disease 
OPHTHALMOLOGY 

Association for Research In. annual report on, 
1073 

fellowship winners, 208 
OPTOMETRISTS 

commissioning by Armed Forces, annual re¬ 
port on, 10G8 

want amendment to Social Security Act. 2 
letters from Dr. Blaslncame to CouKresa 
retrardlng, 291 

OKABETIC; ORANIL (carbutamldc) : See 
SulfonyUircas 

ORCHESTRA: See Physlclnna, avocations 
ORCHITIS: See Testes Inflammation 
ORF 

4 cases In human bclnss. United Klncdom, 
313 

ORGAN, modern, playing:, [Leisure ' Comer] 
815; (reply) [Shulll 2297—C 
ORIENT; dcReneratlve cardiovascular disease 
In, [Schroedcr] 1C97—ab 
OhlNASE (tolbutamide) : See Sulfonylurens 
ORISUL: Sec p-Amlno-benzoIsulfonnmldo- 

phenyl-pyrazol 

ORPHENADRINE ‘ HYDROCHLORIDE 
treatment of Parkinsonism, Denmark, 208 
ORTHOPEDICS 

use of sympathetic blocks in, [Brennan] *504 
OSTEOARTHROPATHY 
hypertrophic pulmonary, absence In tuber¬ 
culosis of lung, [Skorneck] 108—ab 
in smallpox, India, 1255 
OSTEOLYSIS 

massive, (Johnson] 971—ab 
OSTEOMYELITIS 

chronic, spiramycin for, [Mnrchls] 12G—ab 
hypovltamlnosls C and. In children, [della 
Casa] 1819—ab 
OSTEOMYELOSCLEROSIS 
[Levi] 110—ab 
OSTEOPATHY 


A. JI. A. disapproved resolution on sovereignty 
of relationships between medical societies 
and, 2150 
OSTEOPOROSIS 

< ulcerative eoUtls and, unusual features, 1426 
bSTEOSARCOMA 


trauma related to cause or aggravation of, 
135 

OTALGIA 


with esophageal hiatus hernia, [Malherbe] 
952—ab 
OTITIS MEDIA 

in nurslings after BCG vaccination, [Sobo¬ 
leva] 464—ab 

treatment: antibiotics. United Kingdom, 2049 


OUTPATIENT DEPARTMENT 
pastoral counseling In' medical center, [Young 
& Patrick] ♦21 
OVARY 

activity, vaginal cytology to study, India, 
2011 

cancer, mesonephric carcinomas, [Kay] 458 
—ah 

cancer, radioactive Kold for, WHO report, 
1397 

cysladonocarcinoma. Anti uterine pregnancy, 
(ChAvez] 2313—ah 
cysts, progesterone for, 1291 
excision In hreast cancer, correlate results 
ullh estrogen prodttcllon, [Dtilbrook] 917 
—ah 

excision plus adrenalectomy In metastasizing 
mammary cancer* [llcllslrom] 829—ab; 
[Davlsl 2306—ab 

function, preserved In treatment of e/irly 
cancer of cervix uteri In young women, 
[Krehs] 1939—ah 
OVIDLXTS 

acute salpingitis, views on prognosis am! 

treatment, [tledbevg] 11G2—ab 
surgical management of tubal factor In In¬ 
fertility, [Cauwetj *^111 . , 

tuberculous salpingitis, treatment, [Ryden] 
11(51—nb 

OXAMYCIN: See Cycloserine 
OXYGEN 

deflclencv. anoxia and hypoxia, nvw facts 
about the heart, (reply) [Hyman) 1151—C 
dencleiicv of almormal physiologic origin as 
commou ’ Vw 

ulcer genesis, [A*nlmcrJ 103—ab 
15, In study of pulmonary malfunction, WHO 
report, 1396 

hazards of therapy In respiratory disease, 
[Sherman] *1866 .. . 

manual and mechanb'Al control of vonlllnllon 
during cyclopropane anesthesia, [NYcster & 
olhcrsl *2219 

OXYGENATOR PUMP (mechanical heart) 
direct coronary artery perfusion for aortic 
valve surgery, (Kay ^ others] ‘I'ih 
extracorporeal clrculAllon, 44 Interventions 
with opened heart under. [Dubost] IICO 
—-^at) 

Immediate postoperative period following total 
body perfusion, [Matthews] 1708—ah 
OXYTETRACYCLINE . ‘ . 

treatment (Intrapcrltoneal) In diffuse bac¬ 
terial peritonitis In childhood, [Soave] 
965—ah 

treatment (Inlrnperltoneal) In peritonitis of 
appendical origin, [Adwan] 332—ab 
vs. silver nitrate In newborn eyes. Incidence 
of conjunctivitis after, [Mathleu] 121—nb 
OXYTOCIN 

hormone which Inactivates, Austria, 2040 
P 


PAS: Sec Aminosalicylic Acid 
PACEMAKER: See under Heart 
PAIN 

abdominal, generalized, and acute renal fail¬ 
ure, (Diagnostic Problems) [Kuslmer & 
Sznnto] *1778 

abdominal, upper, esophagitis causes, [Bern- * 
stein & others] *27 

activation of patient with skeletal metastatic 
neoplasia, [Cummings & Rosenthal] *501 
alcohol-induced. In Hodgkin’s disease. [Braun 
& Slmlder] *1882 

chest, of colon origin, [Palmer] 1702—ab 
factor In syncope In healthy young adults, 
(Dermkslan & Lamb] *1200 
generalized congenital analgesia, [Lamy] 
464—ab 

In diagnosis of peripheral arterial emboli, 
[Phelan & Young) •1299 
in tongue In multiple sclerosis, treatment. 843 
neurophysiological basis for, in whiplash In¬ 
juries, [Seletzl •J750 
problem back, [KlrKpatvIck] *1864 
temporomandibular johit, unilateral, diagno¬ 
sis and treatment, 472 

testicular, during coitus, 15 years after crush¬ 
ing Injur}', treatment, 195C 
PALATE 

cleft. In second generation, prevent defect In 
third generation, 1957 

PALFIUM: See 2. 2-Dlnhenyl-3-methyl-4-mor- 

phollno-butyryl-pyrrolldlne 

PAMISYL: See Amtnosallcyllc Acid 
PAN washers, subungual hemorrhage In, [Longl 
•1226 

PANCREAS 

abscess, gas as sign [Agnos] 944—ab 
cancer, clinical study* [Blrnbaum] 324—ab 
cancer, diagnosis, (exfoliative cytology, rapid 
method of duodenal Intubation) [Raskin] 
440—ab; (secretin test) [Wenger] 441—ab 
cancer, radiation therapy in, [Billingsley], 
1725—ab 

cystic fibrosis, Austria, 1797 


PANCREAS—Continued 
cystic fibrosis, avitaminosis E in; morphology 
of gastrointestinal and striated muscle, 
[Blanc] 2071—ab 

cystic fibrosis, long-term study of 105 cases, 
[Shwachman] 832—ab 

cystic fibrosis, rectal prolapse In. [Kulczyckl] 
1699—ab 

disease, clinical evnlunllon of starch tolerance 
test, [Nugent & Mlllhon] *2260 
hypoglycemic sulfonamides show selective 
tropism for, France, 803 
infarcts, [McKay] 2179—ab 
Insulln-produclng capacity of diabetic chil¬ 
dren, [Klelnl 1718—Jib 
pseudocyst, clinical and surgical aspects, 58 
eases, [Waugh i 451—ab 


acute, and hypcrdiastasurla after partial gas¬ 
trectomy, IWallcnsten] 1708—ab 
acute, atypical symptom-sign complex of, 
[Donlmuserj 446—ab 
acute, Brazil, 2041 

acute, generalized abdominal pain and acute 
renal failure, (Diagnostic Problems) (Kusli- 
ner & Szanto] *1778 

chronic relapsing, retrograde surgical drain¬ 
age of pancreas for, [Puestow] 217—nb 
PANCYTOPENIA: Sec under Anemia 
PANEL 

advisory, and expert witness, [Sadusk] *2121 
PANEMAX: See Papain 
V ANMVCINTeUaevtUwo. 

PAPAIN 

Panemax In treatment of strongyloidiasis, 
(Brazil) 802 ; [Asfora] 1703—ab 
PAPILLOMA 

of large Intestine, [Goldgraber] 967—ab 
PARA-AMINOSALICYLIC ACID: See Amino¬ 
salicylic Add 
PARAGONIMIASIS 

of central nervous system, [Sblh] 1713—ab 
PARALYSIS 

ngltans, chemopallldectomy for, 2 years’ ex¬ 
perience, [Paxton & Dow] *755 
ngltans. excessive salivation in, treatment, 138 
ngltans, globus pallldus and thalamic lesions 
in, basal ganglia surgery for, [Cooper] 
2067--ab 

ngltans. Is It communicable? 1504 
ngltans, orphenadrine for, Denmark, 208 
ngltans, surgery for, symposium on, (reply) 
(Krusen A* EUv\ood] 319—C 
cerebral, cxtra-nrtlcular arthrodesis of sub¬ 
talar joint In, [Baker & Dodelln] *1005 
cerebral, Little's disease, relation to prema¬ 
ture birth, [Churchill] 831—ab 
electromyogram to evaluate neurological com¬ 
plications of spinal anesthesia, [Marlnaccl 
A CourvIHe] *1337 
In PoHomyehlls: See Poliomyelitis 
Infantile cerebrospastlc, electrical activity of 
muscles In, India, 92 

peroneal, hazard of weight reduction, [Sprof- 
kln] 82C—ab 

respiratory, acute intermittent porphyria with, 
[Doll & others] *1973 

respiratory, long-term, rehabilitation In, [Neu] 
•1610 

PARAMYOTONIA CONGENITA 
[Dragcrl 828—ab 

PARANOIA: See Psychosis, paranoia 
PARA-PAS; PARASAL: See Aminosalicylic 
Acid 

PARAPLEGIA 

after spinal anesthesia, [Joseph & Denson] 
•1330 

PARATHYROID 

crisis, cause of sudden death, [Hewson] 
1157—ab 


Idiopathic hypoimrathyroldism, [Halvorsen] 
1157—ab 

primary chief-cell hyperplasia of, new entltv 
surgery of hypen>arathyroIdism, [Copel 
2186—ab 

PARENTS: Sec Families 
PARENZYME; See Trypsin 
PARESTHESIA 

diagnosis of peripheral arterial emboli. 
[Phelan & Young] *1299 
PARKINSONISM: See Paralysis ngltans 
PAROTID GLAND 

swelling. Intermittent, due to ill-fitting den¬ 
tures. [Furstenberg] 1579—ab 
PAROTITIS, EPIDEMIC: See Mumns 
PASTORS; See Religion 
PATHOGENS In tobacco, 363 
PATHOLOGY 

handling tuberculous specimens, 134 

pathologist’s death certificate, “what is causp 
of death?" [Erhardt] *161; (reS 
[Ziegler] 1260—C ’ 

PATIENTS 

care, 5 health groups aim: Improve. fMedlrlnp 
at Work] 1894 i^icuicme 

Chronically Ill: See Disease, chronic 

ethical to disclose case history to insurance 
company? (Judicial Council opinion on) 155G 


222/34 


SUBJECT INDEX 


UM.K, 


PATIENTS—Continued 

ethical to have another doctor perform surgery 
without knowledge and consent of? (Judi¬ 
cial Council opinion on) 1550 
In cardiac sj’mptom formation, [Chambers & 
others] *1G17 

National Joint Commission recommends for¬ 
mation in indiridual hospitals of commit¬ 
tees on care of, 52 
parking and, Canada, 1679 
tort liability of charitable hospitals to, [Medi¬ 
cine and the Law] 788 
PEDIATRICS 

fellowships In, 911; 912; 1244 
in transition, training, [’Wheatley] *856; 
(reply) [DeBacker] 1929—C 
PELIZAEUS-MERZBACHER DISEASE : See un¬ 
der Brain 
PELVIS 

cancer, metastatic, from rectum, treatment, 
472 

PEMPHIGUS 

sehorrheicus. Senear-Usher syndrome, [Char- 
ginl 1163—ab 
PEMPIDINE 

nen- hypotensire agent. United Kingdom, 318 
pharmacologj' and clinical use In hyperten¬ 
sion, [Harington] 141C—ab 
PENICILLIN 

Benzathine G: See Benzathine Penicillin G 
oral, United Kingdom, 2171 
PJieno.vynicthyl: Sn* Phenoxymethyl Penicillin 
procaine G parenterally, and oral phenoxy¬ 
methyl penicillin compared, [Mintz] 
1277—ab 

prophylaxis in tetanus? 1169 
resistant staphylococci, Denmark, 919 
toxicity fatal, follow-up study, (reply) 
[Cooper] 319—C 

toxicity, hazards, [Herrell] *1875 
toxicity, penicillinase for reactions, [Becker] 
346—ab 

toxicity: sensitivity in poliomyelitis vaccine. 
United Kingdom, 2046 

toxicity: sensitivity to penicillin cream. United 
Kingdom, 811 

treatment, aerosol, In chronic lung infection? 
2083 

treatment of streptococcal infections, 3 oral 
and one parenteral form compared, [Breese] 
1283—ab 

tre^atment plus dihydrostreptomycin, Sweden, 

V: See Phenoxymethyl Penicillin 
PENICILLINASE 
to.vlclty, allergy, 2207 

treatment of penicillin reactions, [Becker] 
34G—ab 
PENIS 

cancer, (Sweden) 211; [Ekstrdm] 343—ab 
induration of corpora cavernosa, Peyronie’s 
disease, treatment 1955 
possible role of smegma In carcinoma of 
cervix, [Heins] 2312—ab 
PENSIONS or missiles, (Miscellany) [Orr] 
*1686 

1:2 :2 :G :G-PENTAMETHYLPIPERIDINE: See 
Pempldine 

PENTOLINIUM TARTRATE 

toxicity; dv'sith from. United Kingdom, 926 
PENTOTHAL: See Thiopental 
PEN-YEE: See Phenoxymethyl Penicillin 
PEPTIC ULCER 

after 60, clinical patterns, [Cutler] 449—ab 
bleeding duodenal, bio-flavonolds and diet for, 
[Weiss] 216—ab 

blewling duodenal, emergency surgical treat¬ 
ment, [W'estlandl 334—ab 
bleeding, 5-year follow-up, with and without 
surgery, [Donaldson] 1266—ab 
cause of. United Kingdom, 312 
etiology; biliary tract disease? 2080 
etiology; triamcinolone, [Brown] 2072—ab 
higher than average, significant occurrence 
of tuberculosis in. United Kingdom, 313 
hypoxia of abnormal physiologic origin as 
final common pathway In, [Palmer] 105—ab 
in children, [Hatfield] 2192—ab 
of esophagus, and peptic esophagitis, [Wolf] 
128—ab 

perforating. In infants, [Grasveld] 218—ab 
protein therapy effects on serum proteins in, 
fDupuy] 140C—ab 

pulmonary tuberculosis and, [Walngortln] 
823—ab 

serum protein picture In gastroduodenal ulcer, 
[Dupuy] 1406—ab 

surgical treatment, cancer of stomach after 
• resection for, [Cote] 1160—ab 
surgical treatment, exclusion gastrectomy re¬ 
moving imicous membrane of pylorus effec¬ 
tive In preventing disease or recurrence? 227 
surgical treatment, long-term results In, 
[Pallette & Harrington] *20 
surgical treatment of duodenal ulcer', [Smith- 
wick] 1139—ab 

surgical treatment, results of gastrectomy, 
[Bonnlot] (resection according to Polya) 
[Noring] 449—ab . - 


PEPTIC ULCER—Continued 
surgical treatment, stump carcinoma after, 
[DeBray] 825—ab 
PERICARDITIS 

benign acute, associated with Coxsackle vi¬ 
ruses, [Movltt] lOG—ab 
benign acute. In childhood, [Bono] 833—ab 
PERICARDIUM: See Hemoperlcardlum 
PERINEinsi 

urethral diverticulum, complication of ischium 
r.*moval. IComarr Ac Bors] *2000 
PERIODICALS: See Journals 
PERITONEUM 

cavity, soft drink bottle in, [Hoge & 
Thedieck] *40 

effusions, malignant, prednisone^ In, [Franco . 
& others] *1645 

Intraperltoneal adhesions, experimental study, 
[Jackson] 2065—ab 
PERITONITIS 

appendical origin, treatment with and without 
intraperltoneal terramycln, [Adwan] 332— 
ab 

bacterial acute, Intraperltoneal neomycin for, 
[Greene] 1288—ab 

bacterial diffuse. In chlldliood, Intraperltoneal 
oxytetracycllne and tetracycline for, [Soave] 
965'—ab 

PERMAPEN: Sec Benzathine Penicillin G 
PERPHENAZINE 

treatment In psychiatry, Norway, 922 
PERSONALITY 

Minnesota Multlphastc Inventory, medical 
students and. New Zealand. 433 
speech relationship, U. of Cincinnati study, 
1560 

PERTUSSIS: See mooping Cough 
PESTICIDES 

A. 51. A. Committee on, annual report, 1060 
health hazards to humans and wildlife from 
government sponsored mass control pro¬ 
grams, 1061 

PEYRONIE’S Disease: See Penis 
PHARMACISTS 

case of druggist and disappearing rental, 
[Medicine at Work] 1896 
remuneration. United Kingdom, 927 
PHARMACOLOGY 

new journals: Biochemical Pharmacologyt Tox¬ 
icology and Applied Pharmacology^ and 
Journal of Afeatcmal and Pharmaceutical 
Chemistry, 1245 

new neuropharmacology researcli center, 
Wasiilngton, D. C., 2284 ' 

PHARYNX 

hypopharynx, cancer, Brazil, 802 
PHENACETIN: See Acetophenetldln 
PHENANTHROLINEQUINONE 
derivatives, treatment of amebiasis, India, 803 
PHENERGAN; See Promethazine 
N' - 3 - PHENETHYL - FORMAMIDINYLIMINO - 
UREA HYDROCHLORIDE: See Phenyl- 
ethyidlguanlde 
PHENOBARBITAL 

primidone biotransforroatlon to, intoxication 
from, [Plaa & others] *1769 ' 

PHENOXYBENZAMINE HYDROCHLORIDE 
treatment (combined), antihypertensive agent, 
[Roberts] 1946—ab 
PHENOXY.METHYX PENICILLIN 

In prophylaxis of recurrent rheumatic fever, 
[Kaplan] 1941-—ab 

oral, vs. parenteral procaine penicilllD G, 
[Mintz] 1277—ab 

potassium V and, antibacterial activity of' 
serum after, [Kunln] 2071—ab 
PHENPROCOUMON: See 3-(l-PhenylpropyI)-4- 
Hydroxycoumarln 
PHENYLALANINE 

diet low In. for phenylketonuria in children, 
[Berry] 462—ab 

diet low In, for psychometabollc changes In 
phenylketonuria, [Meyer] 219—ab 
PHENYLETHYLDIGUANIDE 
nonsulfonylurea oral hypoglycemic agent, 
clinical trials, [KrallJ 833—ab 
treatment of diabetes. (United Kingdom) 316; 
[Hall] 1286—ab 
PHENYLKETONURIA 

chemical and clinical observations during 
treatment, [Berry] 462—ab 
psychometabollc changes In, low-phenylala- 
nine diet for, [Meyer] 219—ab 
3- (l-PHENYLPROPYL) - 4 - HYDROXYCOU - 
MARIN 

agent for short-term anticoagulant therapy, 
[Priest] 821—ab ^ 

PHENYLPYBUVIC OLIGOPHRENIA; See 
Phenylketonuria 
PHEOCHROMOCYT03IA 
diabetes and glycosuria, [Freedman] 1703 
—ab 

In etiology of recurrent night sweats, 2208 
recurrent, case Jn previously treated child, 
[Cane] 464—ab 

treatment, current status, (Council report) 
[Tiiom & others] *2130 


PHLEBITIS 

peripheral, spontaneous acute, acenocoumarol 
for, [Rullo & others] *743 
PHONOCARDIOGRAM: See Heart 
PHOSPHATASE 
h>i>ophosphatasIa, 415—E 
PHOSPHORUS 

dietary, and aluminum hydroxide (renlv) 
[Farrar] 1838 ‘ ^ ■ 

inorganic phosphate, urinary excretion in pa¬ 
tients with renal calcium stone, (Uodclkin- 
son] 1820—ab 

organic pliosphate poisoning,' histodiemlcal 
proof of, [Petty] 2199—ab 
radioactive colloidal chromic, destruction of 
hypophysis in prostate cancer, [Jolmsonj 
1814—ab 

radioactive, for liemorrhagic tlirombocythemla, 
[Fountain] 1582—ab 

radioactive, intravenously. Intra-arterially and 
Intracardially, for lung cancer, [Ariel] 
350—ab 

PHOTOGRAPHY 
medical, exhibit wins award, 903 
old photographs of autos wanted, 111., 1909 
PHYSICAL EXAMINATION 
for muscle weakness in Infants and small 
children, (Johnson] *1306 
for physicians for Armed Forces, 1249 
for school children, tuberculin test In. (re¬ 
plies) [Faber; and original consultant] 9Sl 
' importance of routine cancer cheeks in cancer 
survival, [Archibald] 1930—C 
periodic, for physician himself, [McArthur] 
•1740 

premarital, [Scholten] *1171 
20-year study of physiological measurements 
In senior airline pilots, [Kidera] *1188 \ 
PHYSICAL FITNESS ' ^ ' 

annual report'of Bureau of Health Educa- , 
tlon, 1078 

of American youth, annual .report, 10*6 
programs, longitudinal research in, [McCam* 
mon & Sexton] *1440 

PHYSICAL IMPAIRMENT: See Abnorraallllcs; 

Disability; Handicapped 
PHYSICAL MEDICINE - 

therapeutic contributions of doctor of, iBlaul 
•1217 

PHYSICAL THERAPY 
mobile unit. United Kingdom, 807. 
schools of, 1546 ^ 

sympathetic blocks with, In orthopedic sur¬ 
gery, [Brennan] *504 

PHYSICIANS: See also General Practitioner*; 
Specialties; under name of specific special¬ 
ists, as Surgeons , 

advisor to Industrial management, [EeeBej 
*1851 

aid for, In South Carolina, [Smith] 1684^0 
are we making same mistakes British doctor* 

made? (Miscellany) 931 _ 

avocations, gems and precious stones, [Wi- 
sure Corner] 1261 ■ 

avocations, motoring, [Lelsure^Corner] 104 
avocations, orchestras for, N. Y.. 2158 
avocations, painting depicting Health Service, 
United Kingdom, 435 • , 

avocations, playing the modem organ, [Le** 
sure Corner] 815; (reply) [Shull] 2-97 G 
avocations, subpostmaster, United' Kingdom, 
2049 -- -t 

avocations, wood carving, [Leisure Corner] 
1930 ,-00 

biographical records, annual report, iwi**' 
central repository of medical credentials, an¬ 
nual report on,’ 1070 

certification of absence from work by, 1019—L 
compensations in occupational medicine, [Bel- 
' knap]' *1847 , 

daniagcs for widow of doctor who oieu i 
line of duty. United Kingdom, 315 
Deaths; See also list of Deaths at end or 
letter D 

death of Warren W. Furey, 1793 
direct or VENDOR system of paj'ments to, 
from public funds. Council reports on, 

1106 , 

discharged from Armed Forces, annual repor 
on, 1069 , 

doctor fined for giving Prescriptions lor 

meperidine for own use. United Klngoo » 
3153 , ' , 

ethical to discuss ease with patient’s laivyer* 
(Judicial Council opinion on) 1555 
foreign, American urology’s obligation .to, 
[Barnes] *750 ;— 

foreign. Educational Council for, annual re¬ 
port on, 1089; 1090 
foreign. In V. A., 1532 

forelt-n. licensed by State Boards. 167.6... 
May 31, 1958; (correction) 168:2161, Dec. 

20 1958 

foreign, "Present and Future Status of 
elgn Medical School Credentials In b. &•» 
annual report on, 3089 
foreign, training In U. S. hospitals, 
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fHYSlClA.NS—Cnntlmu'd 
foroJpii, V2 nlli’iHl Siwy IrfllnlDi: pro¬ 

gram, on 

■*{m’ rhoUV nml nthi-r llniUnllon-^ uiulcr 
ModU'.nrr, lU -K; (Coutuil nrUoli*) *000 
fn'O choice of in moillcnl service plans. (A. 
M. A, resolutions on) Ul; TO; (PresUlenl's 
pstte) 410 

hospltnl, and ccneral practitioner chniute 
places, Denmark, TOO 

Iatrogenic adrenal insufllciency, treatment, 
(ConneU report) [Thorn A others) •1*130 
iatrogenic disease and anesthesia, [DtindeeJ 
0T4—ah 

Iatrogenic diseases In children. S05—K 
In cardiac symptom formation. [Chanihera A: 
othcr.sj 

in federal service, participation in local medi¬ 
cal society nlTnlra hy, reports on, r»S; 1000 
military, A. M. A. liaison wltli, annual report 
on, 1000 

military, compensation for, annual report on, 

lor.s 

National Interprofessional Code for Attorneys 
and. ICOl—>1; I Medicine and the Law) 1003 
Nar.i camp doctor, action on, ITnlted Kinedom, 
DT 

neetl not Rive death certltlcates. ITnlled King¬ 
dom, 2013 

nominated for foothall honor, 22SI 
oldlcatlons In medicine as a profession, (Pres¬ 
ident’s page) 1020 

oftlcc, case of drupglst and disappearing 
rental, [Medicine at lYorlc) ISPO 
oOlce, exiH*rpts from hrnchnre on Duslness 
Side of Medical Praetlce, [Itulness Vrac- 
lice) S18; l»33; 1133; 1202; 1401; 1091; 
1806; 1932; 20.'i0; 2170 
offleo, permissible to hold open hotise? (Judi¬ 
cial Council opinion on) 1555 
on school hoards. W. Va,, 911 
pay increase refused. I’nlted Kingdom, 98 
pay, Japan; 800 

Physical niwllcinc. therapeutic eontrilmtlnns 
of, tlllau) ‘lull 

physician himself, [McArthur) *1710 
place in putdlc rtOrnlrs. (.MisceHany) (Jtjdd) 
•99 


placement, annual reports on. 1009 ; 1112 
placement, profession as "matohmaher,** 
[Medicine at Work) 777 
placement, survey, Al.ahamn, (Medicine at 
^York) 777 

practicing, as your practice grows, [Duslncss 
Practice) 2170 

practicing, experience with Community llcaltli 
Council questionnaire, [liabow A- others) 
•20R 

practicing, private, relation to those not in 
private practice, 1112 

relation to administrators of medical care 
plan of irMlVA, A. Jf. A. resolutions on, 00 
relation to hospitals, A. M. A. rosnlullon 
on, r>8 

relation to patient, assay of antlanginal 
agents; “rapport period,** [Cole A others) 
•275 

relationships: problems related to puhllc 
health, clinical practice, aging, and long¬ 
term illness, [Cnderwoodl •lOflO 
schools and, national conference on, annual 
report on, 1079 

separated from active military service, (Coun¬ 
cil survey) 1904 

share of puhllc costs for indigent care, [Medi¬ 
cine at ^Yo^k] 770 

•Social Security for; See .Social Security 
Southeast, information service for, 79 
subject to draft call In 1939, (Council report) 
906 

supply and placement, Alai)ama Community 
Medical Hating survey, (Council survey) 
1378 

’<upply, distribution, United Kingdom. 2047 
supply, import, Sweden, 807 
•supply, shortage of radiologists, Norway, 1572 
supply, shortage, Sweden, 1801 
V. A., A. M. A. membership for, annual re¬ 
port, 1117 

\\hat insurance should a doctor carry? fBusl- 
ness Practice] 1691 

women. Dr. Sabin honored in National Statu¬ 
ary Hall, Colo.. 1787 

women, Dr. Snow,'state “General Practitioner 
of Year,” Mass., 1910 
PHYSICS, MEDICAL 


A. M. A. Council on, annual report, 1059 
of atmosphere and space. International sym¬ 
posium on. 797; [Medicine at Work] 1369 
PHYSIOLOGY 


- measurements in 100 senior airline pilots, 20- 
year study, [Kidera] *1188 
PICK’S DISEASE: See Polyserositis 
PIGMENTATION : See also Melanin pigmentation 
liypoplgmenlatlon following planing, how can 
one get an even suntan? 361 
incontinentia pigmenti, [Lamy] 1278—ab 
multiple pigmented ncvl in 12-year-old, treat¬ 
ment, 473 


PIGMENTATION—Continued 
of gums. dlagno.Hls, 1296 
progressive pigmentary dermatoslM, treatment, 
(replies) [Heneduk: ami original consiil- 
lantl 1591 
PIGS 

Cuxsncktc virus pneuinoiila possibly trans-* 
milted to human suhjeels |jy, IVcrllnde’ 
1825—ni) 

PII.ONIDAL SINUS 

cysts, carcinomatous degeneration, [Matt) 
2311—ah 

PIPKUOCAINK HYDllOCIILOItlDE 
ns spinal aneslhetle. pharmacology, [Feather- 
stone) *1327 
PITOCIN: See Oxytocin 
ITTUITAHY 

anterior, primary failure, culmlt radiation of 
value? 1732 

destruction by radioactive colloidal chrondc 
phosphate In prostate cancer, (Johnsoni 
1814—ah 

destruction hy radioactive seedH, WHO re¬ 
port, 1397 

destruction, liypophyseelomy witli yttrium*"’ 
implant, [Gleadhlll) 2307—ah 
destruction, implant yitrlum-90 for nictastaiie 
mammary cancer. United Kingdom, 31.5 
dwarfism, diagnosis and treatment, [Martin] 
957—al» 

excision, cfTects on Intelllgeiiee, [Echonl 
2310—ah 

exclsl(tn for l)roaHt cancer, (United Kingdom) 
316; (Daron) 949—ub 
excision In breast cancer, correlate clinical 
rcs\dta with estrogen production, [Hul- 
brook) 948—ah 

excision, in severe diabetes, neurosurgical as- 
pect^*, (Javld) 1814—nb 
extract to Increase growth In boy witli von 
Gierke's disease? 1591 

Hormones: '' ...‘-''pin 

Interstitial ndlc.s- 

tlons, tec , . 1289 

—ab 

transection of stalk for metastatic mammary 
carcinoma, (Dugger) 2181—ab 
tumors. ACTH-produclng. [Nelson] 1158—al) 
tumors, atlcnonms and craniopharyngiomas, 
surgical treatment with adrenocortical hor¬ 
mone therapy, IDecourt] 451—nh 
PITYIMASIS 
rosea, etiology, 1958 
versicolor, treatment. 1956 
PLACKDO 

In evaluating meprobamate addiction, [Boyd 
& others) *1839 
PLACEMENT: See Physicians 

placenta 

passage of L. E. factor, tMljer) 221—nb 
previa, fetal blood loss with, 1168 

PLANING 

. ............ 


1 * » • • • *. N : See Blood Transfu¬ 

sion 

PLASMIN: Nee Flhrlnolysln 
PLASMOCYTOMA 
.unusual types, Austria, 2010 
PLASTIC 

needle for spontaneous pneumothorax, [Knuth 
& others] *177 

PLATELlvTE: See Blood platelets 
PLEURA , „ 

biopsy In diagnosis of effusions, [Hill] 946 


effusion, solitary, due to myxedema, [Schnel- 
erson A, Katz] *1003 

elYusiona, malignant, prednisone for, [Franco 
A others] *1645 

manife.stallons In cirrhosis, France, 92 
pleurltls In systemic lupus erythematosus. 
Importance In early diagnosis, [Winslow] 
940—ab 


PLEURISY 


luirulcnt, pulmonary decortication in, France, 
91 

seroflbrlnous. In pulmonary tuberculosis in 
children, Incidence of morbidity and dis¬ 
orders secondary to, before and after anti¬ 
biotic era, (Batlnl) 2317—ab 
with effusion, India, 1393 
PNEUMOCHOLECYSTITIS: See Gallbladder, 
Inflammation 


PNEUMONIA 

complications; lung abscess in Infancy and 
childhood, lobectomy for, [Moore] 2308—ab 

complications: pseudo air cysts In children, 
[Schlager] 1817—^ab 

Coxsackle, possibility of Infection by pigs, 
[Verllnde] 1825—^ab 

plasma-cell. In infants, etiology, [Moser] 
1413—ab 

plasma-cell. Interstitial, adenoviruses cause? 
[Vlvell] 1412—ab 

post-lnfluenzal, fulminating, [Buechner] 105 
—ab 


PNEUMONIA—Continued 

.staphyloropcic, in Infancy and childhood, 
[Ilendren & Haggerty) *6; (cortisone for) 
[Blilder] 222—ah 

Staphylococcus aureus Importance In 1957 
Intlucnzn epidemic, [Robertson] 1583—ab 
with absccs.s formation in Infants, therapy, 
(Buclia) 222-nb 
]’NKUMONOCONIOSIR 
diagnosis of .silicosis, Sweden, 1394 
from bagasse, cement and agave, [Baader] 
1721—al) 

in iron miners, [Even] 1720—ab 
information on iiagassosls due to sugar cane 
sensitivity, 131 

meeting, Geneva, i^witzerland, 2282 
PNEUMOPERITONEUM, ARTIFICIAL 
how frequent Is spontaneous pne\iniothorax 
found in? 2083 

in tuberculosis of lung, India, 434 
PNEUMOTHORAX. ARTIFICIAL 

for pulmonary tuberculosis, [Rogue] 2300—ab 
PNEUMOTHORAX. SPONTANEOUS 
cljronlc recurring, due to endometriosis of 
diaphragm, (Maurer & others] *2013 
complications of routine laparotomies or ther¬ 
apeutic pneumoperitoneum, 2083 
in Asian Influenza, [Welsh] 1698—ab 
.surgical treatment using plastic needle. 
[Knuth A otiiers] *177 
POISON CONTROL CENTERS 
American Association of, formed. 21.59 
in Denver, first in Colo., 1665 
plea for. Sweden, 2294 
POISONING 

accidental, control; progre.ss report, [Cann A 
oiijers] •717 

acute, from inlmllng mercury vapor, [Matthes] 
2317—ab 

A. M. A. Committee on Toxicology, annual 
report, 1062 

l>arblturlc acid, acute, treatment, 10 years’ 
experience, [Louw] 457—ab 
carlion tetrachloride, in hairdressers, [War- 
hiiaw) 710—C 

cii.scara, United Kingdom, 316 
citrate, United Kingdom, 926 
economic, A. M. A. report discussing mor¬ 
bidity and mortality to be published. 1060 
emergencies, efficient handling of, [Bidder A 
Sunshine) *514 
Food: See Food poisoning 
In Cldldren: See Children 
Industrial: See Industrial Dermatoses; In¬ 
dustrial Diseases 

phosphate, organic, hlstochemical proof of, 
[Petty] 2199—ab 

radium, where are cases of? [Clark] *761; 
779—B; (reply: teeth changes as signs of) 
[Dalitsch; Clark] 1929—C 
“scrap iron” Intoxication, [Gadsden A others) 
•1220 

suicidal, [Norbury] 1712—ab 
POLIOMYELITIS 

acute and convalescent, abnormalities in cen¬ 
tral respiratory regulation, [Plum] 2067 
—nb 

antibodies before and after Salk vaccination 
In Infants and children, [Buser] 220—ab 
antibodies, persistence of, Canada, 91; 
[Muller] 341—ab 

center, grant from National Foundation, Ga., 
908 

encephalomyelitis rayalgica epldemica resem¬ 
bles, [Gsell] 117—ab 

epidemiology, in Switzerland, [Schar] 219 
—ah; 220—ab 

foreign virologists visit U. S., 1562 
In etiology of muscular dystropiiy in mental 
deficient boy of 8. 1422 
morbidity trends, 1913 

multiple cases in one famllv, [Scarabicchi] 
827—ab 

National Foundation: See Foundations 
paralytic. Increase In, plea for continuing 
vaccination program, 51—E 
paralytic, prevention of urinary calculi after. 
[Plum]'*1302 

paralytic, respiratory, rehabilitation in, [Neu] 
*1610 

Portugal, 310 

prevalence, new cases, N. Y., 910 
prevalence. U. S., 80; 199; 297 ; 423; 702 ; 

1385; 1564; 1669; 1790; 1913; 2032 
statistics on, 1143 

vaccination, A. M. A. action, (annual report) 
1051: 2150 

vaccination, death after. United Kingdom, 709 
vaccination, first results, [Berger] 220—ab 
vaccination (mass) with live attenuated virus, 
in Belgian Congo and Ruanda-Unmdl, 
[Courtols] 1589—^ab 
vaccination, nephritis related to? 360 
vaccination, (Norway) 96; (United Kingdom) 
313; 925 

vaccination, reminding patients to obtain, 1038 
vaccine attenuated virus, theoretic foundation 
and sekctlon^of i^alns; use of Sahln vac- 
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POUOMYELITIS—Continued 

VAccine, British, antigenic actlTlty, [Perkins] 
IIS—ab 

racrine, Intradermal and oral administration, 
United Kingdom, 709 

vaccine, response of pregnant women and 
their Infants to, [Martins da Silva & 
others] *1 

vaccine (Salk type), potency and safety, 
[Sunada] 1291—ah 

vaccine, sensitivity to penicillin In, United 
Kingdom, 204G 

vaccine, serological response of Infants to, 
Crerkliis] IK)!—ab 

vaccine, 3 years' experience In Ontario, 
[Brown] 1825—ab 

virus in children under five, United Kingdom, 
229(5 

vims Isolations in Hawaii, first, [Yuen] 
1411—ab 

POLIOMYELITIS IMMUNE GLOBULIN (Hu¬ 
man) 

for oral lierpetiform lesions, N. N. D.. 183 
J’OLITICS 

in National Health Service, United Kingdom, 
2047 

younglng of electorates, annual report on, 
1081 

V()LLENS 

factors In drug evaluation in hay fever, (re¬ 
ply) [Eugelsher] 1685—C 
filters, most effective type, 1593 
olive, sensitivity to, Israel, 2044 
sampling stations established, N. Y.. 910 
rOLYCYCLIXE; See Tetracycline 
POLYCYTHEMIA 

erythremlc myelosis and familial Ihalasscmla, 
[Olshin] 1281—ab 
nephrogenous, [Forssell] 1821—ab 
vera, bnsulfaii for, [Loulsl *1880 
vera, host factors in, [Damon] 438—ab 
Vera, pyrimethamine for. [Frost] 2323—ab 
POLYTIYURAMNIOS 

aid to early diagnosis of congenital obstruction 
of alimentary tract, [Lloyd] 402—ab 
POLYNEURITIS: See Neuritis 
POLYPS 

colon, and mallgnaucy, Brazil, 430 
lymphoid, of rectum and anus, [Holtz] 115 -ab 
polyiiosls of colon. Brazil, 2168 
POLYSACCHARIDES 

llpo-, highly purified bacterial, for Inflamma¬ 
tion of adnexa, [Frlcke] 1273—ab 
POLYSEROSITIS 

edema, anasarca and, anomalous case of. 
fRownlreo & others] *411 
PONTOCAINE: See Tetracaine 
POPULATION 

state, ratio of first-year students to, 1310 
PORPHOBILINOGEN in Urine; See Urine 

porphyria 

acute intermittent, with respiratory pawlysls, 
[Doll & others! *1973 

cutanea tarda, vesicular and bullous disease. 
9S2 

urinary delta-amlnolevulic acid and porphobi¬ 
linogen In different types of. [Haeger] 2181— 
ab 

PORTACAVAL SHUNT 
emergency, [MIkkelsen] 949—ab 
esophageal varices before and after, [Evans] 
129—ab 
PORTAL VEIN 

cirrhosis, heart disease in patients dying with. 
[Liinseth] 2180—ab 

hypertension, shunting procedures, [Parting¬ 
ton] 452—ab 

pressure, determine by catheterization of he¬ 
patic vein and by direct puncture during 
operation, [Blicherl] 452—ab 
splenoportography, advantages and disadvant¬ 
ages, [Flgley] 973—ab 
venography in children, India, 921 
POST OFFICE, doctor as subpostmnster, United 
Kingdom, 2049 
POSTAGE STAMPS 

Noah W’ebster 4-ccnt bicentennial stamp, 
(Miscellany) [Thoms] 1804 
POSTOPERATIVE; See Surgery 
POSTURE 

change, factor In syncope in healthy young 
adults. [Dermkslan & Lamb] *1200 
exercises for asthmatic children, [Scherr A 
Frankel] *1996 

sleeping position of children, 1592 
POTASSIUM 

citrate, open heart surgery with elective car¬ 
diac arrest by, [SonesJ 2063—ab 
In Blood: See Blood 

Intoxication, fulminating. In atypical heat 
stroke, [Baxter] 109—ab 
rOUDRAGE 

In surgery for endocardial fibroelastosis or 
anomalous left coronary artery, [Paul] 
112—ab 

PRECEPTORSHIPS 

at U. ot VTlsconsln, 30-year experiment, 1466 


PREDNISOLONE 

acetate, N. N. D., 183 
Methyl—: See Methylprednlsolone 
treatment, massive doses in acute leukemia In 
adults, [Granville] 1286—ab 
PREDNISONE 

amidopyrine and: Pyracorllne, India, 2043 
treatment In tuberculosis, (India) 1681; (Por¬ 
tugal) 2170 

treatment (long-term) In lupus erythematosus, 
scleroderma and neurodermatltis dissemina¬ 
ta, [Kanee] 1812—ab 

treatment of acute leukemia, (Prance) 209; 
[Picard] 1264—ab; (massive doses In 
adults) [Granville] 1286—ab 
treatment of diphtheritic laryngeal obstruc¬ 
tion, India, 707 

treatment of malignant effusions, [Franco & 
others] *1645 

treatment of rheumatoid arthritis, metabolic 
and clinical effects, [Ward] 836—ab 
treatment plus diamthazol for non-lnflamma- 
tory scalp ringworm. [Kanof] 2318—ab* 
PREECLAMPSIA: See Eclampsia 
PREGNANCY 
after mastectomy, 1955 

after pneumonectomy for tuberculosis, 74 
pregnancies, [Latos] 2312—ab 
age of, probabilities at 38, 362 
anemia in. United Kingdom. 923; (iron-de¬ 
ficiency, prophylaxis) [Kerr] 2939—ab 
at high altitudes, study, 299 
blood cholesterol during, (reply) [Wetstone] 
844 

complications: ear eczema, hormones Influ¬ 
ence t 227 

oorapUcatlons: edema, acetazolamlde for, 
[Morrai 2070—ab 

complications: edema, chlorothiazide for, 
[Chesley] 2071—ab 

complications: lieart disease, current status, 
[Kaufman] 338—ab 

complications: kyphoscoliosis, [Marchand] 
2314—ab 

complications : narcotic addiction, withdrawal 
symptoms in newborn Infants, [Kunstadter 
& others] *1008 

complications: precordial murmurs during. 
[Hurst] 1939—ab 

complications: regional Ileitis, 2332 
contraindicated after surgery for breast carci¬ 
noma? 2334 

' tlons of ecto- 
motber with a 

haptene? 2207 
diabetes ir 

in bable • * 

diagnosis, 
bleeding 
duration, 

ectopic, at . , ■* .• 

otliers] *985 

ectopic, cervical, [Mayberger] 120—ab 
hormone which Inactivates oxytocin, Austria, 
2040 

hydramnlos In diagnosis of congenital obstruc¬ 
tion of alimentary tract, maternal and fetal 
factors, [Lloyd] 462—ab 
“Multiple Birth Roster” establlslied In New 
York City, 1666 

normal, metabolic and biochemical changes 
in. (Council article) [Macy] *2265 
nutrition In, and fetus, (Council article) 
[Hepner] *1774 

nutrition In, Vanderbilt study of maternal and 
Infant nutrition. (Council article) [McGan- 
Ity A' otliersl *2138 

nutritional state prior to conception, (Council 
article) [Stearns] *1655 
ophthalmoscopic examination during, Brazil, 
706 

previous, can Rh factor change without? 1833 
produce experimental congenital malforma¬ 
tions by dietary measures, (Council article) 
[Warkany] *2020 

prognosis after hypoflbrlnogenemia, 2085 
radiation during, leukemia in Infant due to. 
United Kingdom, 314 

response of women and their infants to polio¬ 
myelitis vaccine. [Martins da Silva & oth¬ 
ers] *1 

Toxemia; See also Eclampsia 
toxemia, factors In decline of maternal mor¬ 
tality, [Klein & Clahr] *237 
toxemia, influence of chlorothiazide on water 
and electrolyte excretion in, [de Alvarez & 
O’Lane] *2226 

toxemia, late. Intravenous Apresollne - in, 
[Johnson] 459 —ab 

toxemia, low-sodlum diets In. (Council re¬ 
port [DanowskI] *1886 
toxemia, myocardial failure in, [Siliqulnl] 
2191—ab; (correction) 2282 
uterine, cystadenocarclnoma of ovary and, 
[Chfivez] 2315—ab 
vibration effects on, 474 
wastage, and diabetes, A. M. A. Subcommittee 
on, annual report, 1060 • 

PREOPERATIVE: See Surgery 


PREPUCE 

herpes progeuUalla, treatment. 473 
PRESCRIPTIONS 

doctor fined for prescribing meperidine for 
his own use. United Kingdom.-1153 
prescribing and dispensing dnigs by pliysl- 
clans, (Judicial Council opinion on) ir»5fi 
proposed restriction on. United Kingdom 709 
PRESS 

A. Ncics, hl-weekly, 58; (report on) 

Chronic JHness Kcivsleiter, annual report, HO.] 
Los Ayigcles Times, article reprinted from. 

(Miscellany) [Hotchkiss] 933 
relations of A. M. A., annual report, 1050 
sensationalism In medicine. United Kingdom, 
809 

PREVENTIVE MEDICINE 
■ 2146—E 

In private practice, [Vaslliie] *1185 
PRIMIDONE 

toxicity, due to blotransformallon to pheim- 
barbltal, [Plaa A others] *1769 
PRISCOLINE: See Tolazoline 
PRIVILEGED COMMUNICATIONS 
annual report of Law Department, 1015 
.PRIZE FIGHTING: See Boxing 
PRIZES AND HONORS 

Academy of Psychosomatic Medicine, award 
of merit, 299, 

Air Force Commendation Medal, (N. C.) 1560; 
•2284 

Albany Medical College annual lectureddp 
, award, 1241 

Allstate Safety Crusade Certificate of Com¬ 
mendation In traffic safety, Va., 76 
Alvarenga Prize, Texas, 421 
American Cancer Society's “Medallion anil 
Citation,” S. C., 1243 

American College of Cliest Physicians essay 
contest, 298 

American College of Surgeons, Dlsllngulshcil 
Service Award, W. Va., 2031 
American Heart , Association, cardiovascular 
research award, Ohio, 1242 
A. M. A. award to CBS for broadcasts of Sail 
Francisco meeting, (photo) 193 
A. M. A. awards, annual reports, 1031; 1051: 
1073 

A. M. A. awards at San Francisco, 53: (for 
Scientific Exhibits) 900; (Section Awards) 
901 

A. ” . . t r' - > Award, submit 

A. *• *. ' award, (noml-" 

d to Dr. Ii. A. 

u 

American Medical Writers’ Association, uK- 
tlngulshed service awards, 1140; 15C2 
American Society of Maxillofacial Surgeou^. 
essay contest, 1245 

American Writers* Association honor award, 
Minn., 1141 

“.Annual Prize for Medico-Surgical Cinema, 
2280 

Arkansas Conference of Tuberculosis lYorkw. 

first annual award, 2155 
BllUnga medals, 901 

Blackwell (Elizabeth) award of Hobart ami 
William Smith Colleges, 2160 
Borden award, 423; 1559 
Bronze Medal of Canadian and Americnii 
Medical Association, aud first prize of -New 
York State Medical Association. N. H., 
Burdick (Ward) award of American Society 
of Clinical Pathologists.-Minn., 215< 
Caldwell medal, Callf., 1239 
Clba Foundation awards for aging re.searclj. 

Commander of the Order of Jferlt of the 
Republic of Italy, Chicago, 418 
Dearborn Chamber of Commerce ^ Bbstin- 
gulshed Citizen's Award,” ABch., 2278 
Flske (Caleb) Prize of Rhode Island .Medical 
Society, essay contest open, 77 
FrJnger (Alma A.) memorial award from JUJ- 
nois Tuberculosis Association, 293 
Gairdner Foundation international 
arthritis and heart disease, first, 2x81 
“General Practitioner of the Year, Mass., 

Gerontological Research Foundation award, 
1145 

Goldberger a^s•a^d, 53; 1058 
Hektoen medals, 901 

Howe (William A,) Honor Award of American 
School Health Association to, Dr. Bauer, 

Huddllston (Roselle W.) Jledal, Jfalne, 1909 - 
Illinois State Medical Society, ”Oufstand/ng 
General Practitioner for 1959, *.156 

Institute of Medicine of Chicago o^rs annua 
prize in medicine, 198; (George H. Coleman 

medal) 908 __ 

International Award ACQUf TERME of 
Rheumatology, 1246 
International Memorial Award 

Research announced by Baylor Unlvei^uy, 
421 
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AND 110N0UJ>—Continued 
JonM IT- IHickelt) Memnrlnl Awnrd, IfifiO 
KlmMc MelhodoioKy Uc'entch Awnrd, Mnns., 
1T8S 

Kmuhen (\V. nwnrt! for "most ontMnm!- 
Inj:*' rontrllmllons to Industrlnt medicine, 
Cnllf., ll'T 

UMipor (Ann) Cnncor Hesearch roundatlon. 
22S0 

Unsker (Albert) nwanl. nnminl, 701 
Le<lcTle Laborntorlea fncnlty awards, 70 
LovelRco Fonndntlon nwnnl, Ural nnimnl, l*n., 
2031 

Mental llosidtals Achievement Awnrd of 
American raycblntrlc Association, Neb., 
2278 

MIcblKnn Society of Neurology and I'-sychlalry 
researi’b awartl, 1010 

Mississippi Valley Medical Soclety'a Honor 
Awanl, IjR., 1*87 

National Mwllcal Association, dlstlnculslied 
service awanl told medal. CblcaRo, 118 
Ncuben: Mesial awanl In Itlocbemlatry, N. Y. 
1300 

New York C. Medial. 010 
Nobel rrl7.o winners. 1013; 2130: (United 
Kingdom) 2200 

Northwestern IT. Medical School, Vounders 
Day Awants, 2020 

offered by doctors to foster scholarship amoni; 

teenapers, IMwllclnc at ^York^ 1801 
Officer In National Order of Merit and Honor 
of tlic Ilepnldie of Haiti. N. Y., 1780 
“Orepon Doctor of the Year,” 1141 
Osborne and Mendel awanl of American In- 
stUulc of Nutrition. 1030 
Osier (NVilllam) Medal of'American Associa¬ 
tion for History of Medicine open, 200 
‘ ”oul5landlnp protector of public henUb,” U. 
of HuITalo, 1339 

I’enivian Cross of Merit to Surpeon Ccneral 
Hopnn, Ifil.'i 

rid Lambda Kappa Medical Vratornlly awnrd 
for nonphysicians' contrlhutlon to medicine, 
Md.. 1140 

Presldenl's Committee on Employment of 
rhyslcally Ifandlcappctt. special citation, 
N. Y.. 1007 

Bndloloplcat Society of North America Cold 
Modal, Calif., 202,8 
Kced (Waller) Medal, 1211; 1913 
SetlKWlck Memorial Medal, 794 : 1239 
Sheard-Sanfonl prize for meritorious research 
by medical student.^, 1143 
Sheridan Rotary Club, ”OutstamUnp Citizen” 
awnrd. Ind., 1538 

Sodete Internationale do dilmrplc, President’s 
Prize of, N. Y., 2138 

Society of Rloloplcal Psychiatry award, 200 
Rpeldcl (Edwin and Hanna) Award of Inter¬ 
national Collccc of Surpeons, N. Y.. 700 
Sunderman nwart for “Clinical Scientist of 
Year,” Puerto Rico, 293 
U, of Minnesota's oulslandlnp achievement 
.award, N. Y.. 2030 

r, of North Dakota Alumni Association Dls- 
tlnpulshed Service Citation and Modem 
Medicine Dlstlnpulshed Achievement award, 
73 

U. of Rochester Medical Alumni Association, 
Gold Medal, lOGG 

Van Meter Award. 1302; (New Zealand) 1370 
Wellcome Prize, Hawaii, 2277 
Wisconsin Anil-Tuberculosis Association, 
“award for dlstlnpulshcd sendee,” 791 
PROCAINE 

nlisorpUon of local anesthetic, [Campbell Sc 
Adrlanl] *873 

as spinal anesthetic, jdiarmacolopy, [Feather- 
stone! *1327 
PROCHLORPERAZINE 

toxicity: severe ncuroloplcal manifestations In 
children, [Jabbour] 1581—ah 
PROCTOCAINE 

treatment with surgery in hemorrhoids, India, 
433 

PRODOX: See Hydroxyprogesterone Acetate 
PROFESSIONAL SECRECY; See Privileged 
Communications 
PROFESSIONS 

medicine as, obligations of physicians, (Presi¬ 
dent’s page) 1020 
PROGESTERONE 

Induced withdrawal bleeding as test for preg¬ 
nancy, [Hayden] 1272—ab 
treatment of ovarian cysts, 1294 
PROMAZINE HYDROCHLORIDE 
' toxicity; arterial thrombosis with gangrene, 
[Oplnsky & others] *1224 
PROMETHAZINE HYDROCHLORIDE, N. F. 
treatment In obstetrics, 2% year survey, [Car- 
roll & Molr] *2218 

treatment of tetanus, [Miller & Stoeltlng] *393 
PROPASA: See Aminosalicylic Acid 
PROPRIETARIES 

advertising of, (A. M. A. resolution on)' 68; 
(report) 1052 

PROPTOSIS; See Eyes, proptosls 


2.5 <U - PU01*YLOXY-3,fi.DlETHYLENlMIN0- 
HKNZOQIHNONK 

treatment of advanced malignant neoplasms, 
(Dnmschwig] 961—ah 
PROSTATE 

cancer, cytmllagnosls, [Frank] 4fi0~-nb 
cancer, "depot” estrogens for, [Snlsnno] 
1287—ah 

cancer, destroy liypophyals wUli rndlnncllvo 
cnllnldal chromic phosphate In, [Johnson] 
1814-ah 

cancer, diagnostic meaning of calcium metab¬ 
olism changes after aox steroids In, [Mol- 
Inattl] 1947—ab 

cancer, dlethylstllbestrol treatment cause 
night sweats and dizziness? 983 
cancer, serum imicoprotclns In. [Arcadl] 
1943—ab 

cancer, 200 cases treated conservatively, [Sal- 
tor] 2321—ab 

Vesiculoprostatitis, chronic; a reorientation, 
[Lender] *993 
PROTEIN 

absorption and regional enteritis, 2205 
changes In multiple myeloma, IPrato] 215— 
ab; 216—ab 

dietary, effects on rbolosterolemln and nthcro- 
gcncsls In cockerels on high-fat, Idgh- 
cholcstcrnl mash. fSlamlerl 976—ah 
dietary, cfTccts on plasma lipids and atlicro- 
genesls In cholesterol-fed cockerels, [Rtam- 
Icr] 970—ah 

in Illood: Nee Blood proteln.s 
In Lymph: See Lymph 

inolellcs, characterization of lipoproteins, 
grant to U. of Florida for study of, 790 
therapy, Influence' on serum proteins In ulcer, 
[Dupuy] HOC—ab 

PROTHUOMADIN: See Warfarin Sodium 
PROTIIUOMRIN ; See Blood prothrombin 
PUOTOVEUATUINE 

treatment (combined), antlhyportenslvc agent, 
[Roberts] 191C—ab 
PROTOZOA 

Intestinal. ncaulsRIon by children In Egypt, 
[Kuntz] 1282—ah 

uveitis caused by. [fvcsselj .345—ab 
PRURITUS 

complicating cirrhosis treatment, 1297 
trlmcprazlne orally for. fWUllamsl 2318—ab 
PSEUDOIlEUMArnUODlTISM: See Hermaphro¬ 
ditism 

PSEUDOMONAS 

aeruginosa, endocarditis due to, prognosis, 
. (reply) IGottscgen] 1929—C 
VSEUDOMYOTONIA: See Myotonia 
PSORIASIS 

fat an<l cnlcUim metabolism relationship, 710 
Kaposi’s sarcoma superimposed on erythro¬ 
derma psorlntlcum, [Segal] 465—ab 
research. International Memorial Award in, 
Baylor University announces, 421 
PSYCHIATRY 

child, traineeships In, Mass., 1140 
grant support for training in, 1249 
meprobamate In, Finland, 308 
perphenazine In, Norway, 922 
problems and preferences for Instruction, ap¬ 
praisal of reports by general practitioners, 
[Wltlson ^ others] *1747 
PSYCHOLOGY 

psychological medicine In general practice. 
United Kingdom, 1573 
PSYCHOSIS 

advanced, rcscrplnc for, [Norman] 955—ab 
after Aslan Influenza, Israel, 2044 
alcoholic. Sweden, 2294 

etiology: amphetamine. United Kingdom, 204G 
etiology: myxedema, [Rullo & Allan] *890 
paranoia. Isolation stress in. [Zlsktnd] *1427 
PSYCHOTHERAPY 

for emotional problems after organic brain 
disease, 136; (replies) [Paley; and original 
consultant] 2086 
PTYALISM, treatment, 2204 
PUBERTY: See also Adolescence 
precocious, and hormone excretlo'n in girls, 
[Bulbrook] 1819—ab 
PUBLIC 

affairs, doctor's place In, (Miscellany) [Judd] 
*99 

Health: Sec Health, public 
opinion on cancer. United Kingdom. 1573 
relations, A. M. A. annual report on. 1049 
relations and economics, Canada, 90 
relations, successful adventure using televi¬ 
sion : Rochester, N. Y. Health Forum, 
[Townsend & Stelnliausen] *1983 
rUERPERIUM 

Intracranial venous thrombosis In. [dalle Ore] 
956—ab 

postpuerperal cerebral thrombophlebitis, 
France, 803 
PUERTO RICO 

proposed regionalization, A. M. A. resolution 
on. 69 

PULMONARY VALVE 
stenosis, surgery for, [Pliego] 1710—ab 
PULSE 

pulseless disease, [dl Bello] 1698—ab 


PUMP: See Oxygenator Pump 
PUNCH in galvanized container poisonous, 
Calif., 790 
PURINE 

antagonists for choriocarcinoma and related 
trophohlaallc tumors, [LI] 141G—ab 
G-PURINETHIOL; Purlncthol: Seo Mercaplo- 
purlnc 
PURPURA 

etiology: chlorothiazide, [Jaffe & Klerlnnd] 
•2204 

thrombocytopenic, Idlopallilc, treatment, 
[Watson-Wllllams] 1822—ab 
thrombocytopenic, neonatal, India, 1798 
thrombocytopenic, treatment. United Kingdom, 
811 

thrombopenlc, as complication of mumps, 
[Kolars & Spink] *2213 
thrombopenlc, radioactive phosphorus for, 
[Fountain] 1582—ab 
PYELONEPHRITIS 

ascending, role of ureter in pathogenesis, 
[Talbot] *1595 

chronic, hyperchloremic acidosis In, [Lathem] 
215—ah 

clinical and histologic spectrum of, [Schrein¬ 
er] 820—ab 
Norway. 310 
PYODERMA 
In runners, Sweden, 211 
PYRACORTINE 

for rheumatic diseases. India, 2043 
PYRAMIDOaV; See Amlnopyrlne 
PYRAZINAMIDE 

new antUuberculosls drug, [Zorlnl] 834—ab 
treatment (topical) In tuberculous empyema, 
[Costa] 2324—ab 

PYREXAL; See Llpopolysaccharldes 
PYRIDOXINE (vitamin Bs) 
to prevent Isonlazld toxicity, [Ross] *273; 

(reply) [Mlddlebrook] 1085—C 
treatment plus hydrocortisone in multiple 
sclerosis, [Reyes Ollverosl 220—ab 
PYRIMETHAMINE 

treatment of polycythemia vern, [Frost] 
2323—ab 

‘PVRfZrDJN: Seo Isonlazld 

a 


q FEVER 

United Kingdom, 2047 
QUACKERY 

A. M. A. Bureau of Investigation annual re¬ 
port, 1063 

case of convicted psychiatrist. Dr. Reddick, 
who Issued licenses to naturopaths, etc.i 
1004 

QUINACRINB 

nntlmalarlal drug for arthritis, Denmark, 208; 
[ErlcndssonJ 004—ab 
QUININE 

resin, tubeless gastric analysis using, India, 
210 

QUINOLINE: See Chloroqulne 
QUINONES 

2,5 dl-propyloxy-3,c-dlethylenlmlnobenzoq«i- 
nonc for advanced malignant neoplasms, 
[Bnmschwig] 004—ab 

tetrahydroxyqulnone, oral treatment of kel¬ 
oids, [Kelly] 2073—ab 

R 

Rf VIRUSES: Sec Adenovirus 
BABIES 

• In coyote, Mich., 909 
in Latin America, Dr. Ilabel consults on, 
D. C., 2028 

In Oswego County, N. Y., 294 
vaccine (duck embryo), N. N. D., 1771 
RACES: See also Negroes 
colored Immigrants, United Kingdom, 2170 
RADAR 

medical considerations of exposure to, [Bar¬ 
ron & Baraff] *1194 
RADIATION 

cystitis, [Pool] *854 

effects of relatively low amounts on bodily 
function, U. of Tennessee study. 1561 
hazard, A. M. A. resolution on, 70 
hazards. United Kingdom, 2049 
in mother during pregnancy, leukemia in In¬ 
fant due to. United Kingdom, 314 
Ionizing, A. M. A. ad hoc Committee on, 60; 

1059; [Medicine at Work] 1370 
leukemia from, factor in thymus predisposes 
mice to, United Kingdom; 312 
neoplasms after. United Kingdom, 2295 
Nuclear: See Atomic Energy 
report on. United Kingdom, 920 
therapy center. Conn., 1CG5 
therapy for cancer of cervix, .397 cases. 
[Prick] 2313—ab 

therapy in carcinoma of pancreas, TBil- 
llngsley] 1725—ab 

therapy, value in Inoperable bronchogenic 
carcinoma, [Slcher] 353—ab 
therapy with surgery In malignant melanoma, 
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UADIO 

A. M. A. ucUvltles, nnimal reports, 1050; 
1077 

A. M. A. award to CBS for broadcasts of San 
Francisco meeting, (photo) 193 
“On Call to a Nation," celebrated 10th anni¬ 
versary of National Healtli Service, United 
Kingdom, 2290 

stations, hlph'power, health hazard from, 
United KingdoDj, 2174 

RADIOACTIVE: See also Atomic Energy; and 
under individual chemical elements as 
Iodine 

fall-out, Norway, 922 

fall-out protection, (Medicine at IVork] 769; 
779—E 

heparin, syntliesis and metabolism of, [Elber] 
llSO—ab 

Interstitial Implantation for primary broncho¬ 
genic carcinoma, (Henschke] 351—ab 
Isotopes for giant follicular lymphoblastoma, 
[LawTence] 443—ab 
radioactivity in milk, 914 
seeds, pituitary ablation by means of, WHO 
report, 1397 

water, Atomic Energy Commission to lease or 
sell, 301 

water, heavy, excretion, 362 
RADIOLOGISTS 

life expectancy among, United Kingdom, 311 
shortage of, Norway, 1572 
RADIOLOGY 

fellowships in radiological physics, 1563 
rcs^nrch grants and fellowships, 79; 1245 
RADIUM 

piircnterally and orally administered, 779—E 
poisoning, where are cases of, (Clark] *761; 
779—E; (reply: teeth changes as signs of) 
[Dalitsch; Clark] 1929—0 
ttierapy for cervical carcinoma, pseudoneo¬ 
plastic changes of vesical mucosa after, 
[Natale] 349—ab 

RAUDIXIN; Rauloydin: Rauplna; Raurine; 
Rauserpa; RauwIIoid: See Rauwolfla ser¬ 
pentina 

BATJWOLFIA SERPENTINA (alseroxylon; rau- 
wolfia; rescrplne) 

effects of rescrplne on alimentary tract, New 
Zealand, 432 

toxicity: gynecomastia, explanation of, 136 
treatment (combined), antUiypertenslve agent, 
[Roberts] 1946—ab 

treatment of advanced psychoses, [Norman] 
955—ab 

treatment of hj’pertension, potentiate with 
chlorothiazide, [Rochelle & others] *410 
von RECKLINGHAUSEN’S DISEASE: See Neu¬ 
rofibromatosis 
RECTUM 

biopsy In diagnosis of amebic colitis, [Juni¬ 
per] 127—ab 

cancer, metastases in pelvis, treatment, 472 
cancer of rectosigmoid and, anterior resection 
for, 5-year sunTval, [Mayo] 114—ab 
opening, failure of migration as cause of 
Imperforate anus, [BUI] 116—ab 
prolapse, occurrence In cystic flbrosis of pan¬ 
creas, (Kulczyckl] 1699—ab " 
surgery, transverse incision In abdominal sur¬ 
gery of, [Trlmpl] 2307—ab 
tumors, lymphoid polyps, [Holtz] 115—ab 
REDDICK. ROBERT H., psychiatrist convicted 
for licensing naturopaths, etc., 1064 
REFLEX 

irritability, evaluation of newborn Infant, 
[Apgar & others] *1985 
stretch, factor In syncope in healthy young 
adults, [Dermksian & Lamb] *1200 
REFSUM’S SYNDROME: See Ataxia, hereditary 
REHABILITATION 

A. M. A. Committee on, annual report, 1064 
cardiac; cardiologists' opinions, [Williams] 
962—ab 

community services more practical than a 
center, [Medicine at Work] 1368 
consultation service, recommend A. M, A. 

approve project and urge implementation, 56 
in long-term respiratory paralysis, [Neu] 
•1610 

Institute. Kenny Foundation moved In-patient 
facilities to, Mich., 2157 
methods used in whiplash Injuries, [Seletz] 
•1750 

New York U. created center for services, 295 
plan for national action, Canada, 1922 
research, joint efforts of New York U. and 
Institute for Crippled and Disabled, 1560 
service, factors to be considered In planning, 
[Wallace & Kottke] •2253 
■ training grant to Creighton U., 419 

units, expansion sought in state societies, 
[Medicine at Work] 1368 
vocational office, contributions to medical edu¬ 
cation and teseirch, 1530 
Washington, D. C. study links medicine with 
other-croups, [Medicine at Work] 1368 


RELIGION 

healing by clergymen, United Kingdom, 2171 
outpatient pastoral counseling in medical cen¬ 
ter, [Young Sc Patrick] *24 
unforgivable sin, what Is U? (replies) [Lle- 
feld; and original consultant] 228 
REPOSITORY, central, of medical credentials, 
1070 

REPRODUCTION: See Pregnancy; Sterility 
RESCINNAMINE: See Rauivolda serpentina 
RESEARCH 

A. M. A. Committee on, annual report, 1060 
basic and medical, activities of National Sci¬ 
ence Foundation. 1529 

contributions of Office of Vocational Reliabill- 
tatlon to, 1530 

grants by Research Corporation, 2033 
grants from Rockefeller Foundation, India, 
1681 

grants to U. of Mississippi School of Medi¬ 
cine, 1240 

Idghllghl of Education Congress, (Medicine 
at Work] 1899 

longitudinal. Implications In fitness programs, 
CMcCammon & Sexton] *1440 
medical, advancement through Department of 
Health, Education, and Welfare, 1483 
medical, Donner fellowship winners, 78 
medical, established by National Fund for 
Medical Education, 200 
medical. National Society for, functions of, 
1489 

Navy program, 1541 

on human factors of aerial warfare, [Stapp] 
•1744 

USPHS grants, (awarded In July and August) 
1248; (educational values) 1,725; (in meta¬ 
bolic disease) 1915 

RESERPINE; RESERPOID: See Rauwolfla ser¬ 
pentina 

RESIDENTS AND RESIDENCIES 
Air Force training program, 1542 
A. M. A, annual report on, 1093 
Army program, 1537 

compensation of residents In V. A., 1533 
Council report op approved residencies, 58 
draft status of residents. 1534 
llraUatlon of exemption for residents, from 
payment of dues', A. M. A, resolution on, 66 
Naval training programs, 1540 
new programs at U. of Washington, 296 
number* approved residencies, annual report 
and directory* Oct. 4* 561; 695-—E 
pediatric fellowships, 1244 
residency aspects of medical education, 1476 
Residency* Review and Conference Committees, 
526 

revision of essentials of residency training, 
annual report, 1093 

stipends (maximum) In Selective Service, 1533 
U. of Michigan exchange program, 701 
urology training, essentials for, annual re¬ 
port, 1099 
RESINS 

cation exchange, azure A, In tubeless gastric 
analysis. [Kosenthal & Buscaglla] •lUO 
RESPIRATION 

artificial, for rescue work, expired air metjiod, 
A. M. A. resolution on, 67 
artificial, for respiratory Insufficiency, France, 
432 

artuicin), mouth-to-moiiUi ' method, annual 
Council report, 1059 

basic techniquts, conditioning program'for 
asthmatic children, [Scherr & Frankel] 
•1996 

breatii tests, legal validity, Canada, 2290 
effect of air flow resistance on ventilation and 
r sTdratory muscle activity, (Fink & others] 
•2245 

cTa.u..uon of newborn Infant, [Apgar Sc 
others] *1985 

factor in syncope In healthy young adults, 
IVermksiRn & Lamb] *1200 
IiyperventUalion syndrome, (Calvo Melendro] 
1266—ab 

maneuvers without syncope, cardiac arrhyth¬ 
mias In, [Dermksian & Lamb] *1623 
manual and medianical control of ventilation 
during cyclopropane anesthesia, [Wester & 
other.s] *2249 

mouth breathing fndicatfon for adenoldec- 
tomyJ .362 

regulation, abnormalities In poliomyelitis, 
[Plum] 2067—ab 
RESPIRATORS 

for acute Intermittent porphyria with respira¬ 
tory paralysis. [Doll & others] *1973 
patients in, prevent urinary calculi after 
paralytic poliomyelitis, [Plum] *1302 
RESPIRATORY TRACT 

acidosis, clinic on recognition and manage¬ 
ment of, (Illustrated film review) [Smart 
Sc Others] *2054 

disease, acute, ip Royal Air Force, 1693 
disease, fellowships for study In, 912 
disease in children, epidemic; effect of Influ¬ 
enza Immtinizatlon on, [Glazier] 460—ab 


BESPIRATOEY TRACT—Continued 
Ulaeasc, therapy, liazards, [Sherman) •iSM 
cITect of air flow resistance on yenlllatton and 
respiratory muscle activity, [Pint; & otliersl 
*2245 ' . 


granuloma, giant-cell, fWalton] 1401—ab 
house-dust allergy, major clinical entity in 
pediatrics, [Mande] 1720—ab 
Infection, acute, treatment in Infants, rNls- 
bet] 2317—a b 

infection, repeated bronchoscopy for? 2083 
insufficiency, artificial respiration for, France, 
432 


insufficiency, • postoperative, tracheotomy for, 
[Wassner] 1407—ab 

lower, acute virus infections in children and 
Stevens-Johnson syndrome, [Hblscher] 959 
—ab 

paralysis, acute Intermittent porphyria with, 
[Doll & others] *1973 
paralysis, long-term, rehabilitation In, [Neu] 
•1610 

RESTENIL : See Meprobamate 
RESUSCITATION: See also Respiration, artifl- 
ctal 

successful, in acute myocardial Infarction 
with ventricular fibrillation, [Bloomfield] 
330—ab 

RETICULOSARCOMA 

leukocyte sedimentation rate In, [Bellcsla] 
2075—ab 
RETINA 

angiomatosis (HlppePs disease), 11 years 
after diathermy coagulation, [Vail] 2322 
—ab 

cancer, metastatic, [Kennedy] 1283—ab 
chorioretinal burns produced by atomic flash, 
-(guest editorial) [Byrnes] 788—E 
detachment, report on, Belgium, 919 
hemorrhage, relation to sulfonylureas In dia¬ 


betes, 2208 
RETINITIS 

..—Ref sum's syndrome. 


studies on patients 
-ab 


American plan, A. M. A. action on, 36 
experiments to provide voluntary health In¬ 
surance after, (Bureau article) [Polner] 
*194 

Jenklns-Keogh Bills: See Jenklns-Keogh Bills 
pre-retirement financing or "paid-up" bcaltn 
Insurance, annual report, 1116 

BETROLENTAL FIBROPLASIA . , 

association with mental defect, [Bllliarasj 
2074—sb 

RETROPERITONEUM. 
fibrosis, idiopathic; Involving ureters, aorta; 
and inferior vena cava, [Hacketl] 1707—ab 
nil FACTOR: See also Hemolytic Disease of 
Fetus and Newborn 

cliange wltliout previous blood transfusion or 
previous pregnancy? 1833 
desensitize Rli-negatlve mother with a 
haptene? 2207 

Incompatibility, fetal salvage, [Bowman] 
339—ab 

» ztnrwi \ 

in crowing skeleton, 


See Heart disease 
Inflammation - 
between, France, 91 

medullary iron in, 


focus in, [Pomelj] 

institute for, at Bellevue Medical Center, 
2278 

prevent by treating streptococcal infections, 
factors responsible for failures, [Catanzaroj 
' 940—ab ^ 

prevent recurrences. United Kingdom, 4Jo 
recurrent, prophylaxis with oral phenoxj- 
methyl penicillin, [Kaplan] 1941—ab 
treatment, manifestations following cessation 
of, [Flschel] 1696—ab 
RHEUMATISM 

exhibit on, award for, 903 ^ . t.i .. 

International Award AQUI TBB5IE of Rheu¬ 
matology. J246 

primary, traumatism in pathogensis oi, 
[Schiavetti] 2576—ab ' , 

specific pathogen of, [Zalessky] 96i—an 
treatment: cortisone, Sweden, 1394 
treatment: Pyracortlne, India, 2043 
RHINITIS \ 

allergic: See Hay Fever 
RHUS 

prophylaxis of, 979 
RIMfFON: See Isonlazld 
RINGWORM 

experimentally induced In guinea pigs, grIs«o- 
fulvln for, United Kingdom, 816 • 

scalp, non-lnfiaramntory, effect of oral sterota 
for, [Kanof] 2318—ab 
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RI{<T0('KTIN 
N. N. 1)., m 

tovlHly, homutolOKtc, rotntlon to dose, 
(tinnizitrosnl ir»82—nb 

troatnu’nt of Ktatdjylococclc cndoonrdltla. 

rwvbiTi •laifi 

Rm*Hi:STKll, N. Y. Uoaltb Vortim, tmbUc 
n'bitlons uMnu tclevlsbm, (Townsond »\: 
Slolidiaiiacnl *\\m 

KOOKY MOVNTAIN SOOTTKI) KKVKU 
i cnsos, Ark., 880 
ROKNTttKN KAYS 

Dost x*ray»; See Thorux, obosl x-raya 
laiuMMitlonal modtcal tllma diirlnc nuclear 
warfare, (N’llkal 180—ub 
criteria for tu dltTcrcnttnl dlau’nnsla of tubers 
ndnmas, [Oliva] 178^—ab 
dlftcnosls of b.asllar artery lusuniolency, 
[Crawford A- nthora] *.'00 
diagnosis of traumatic aneurysm of thoracic. 

aorta, [Stelnbcrul 078—ab 
first nnnu.al Symposium on Clnellunrotirnpby, 
N*. Y.. 700 

“flat film" of abdomen, what does It mean? 

(reply) [bamm] 1151—C 
.•*lcn In hemosiderosis, [Shanbrom A- Zheut- 
llnl *88 

technicians, schools for. 15-10 
KOMICII.: See Oleandomycin 
noXIXIL; nOXIXOIO: See Uauwolna Rcrpen- 
tliia 
ROYAL 

Air Force, acute respiratory disease In, 1888 
Society of Medicine, Council, Uoekofeller 
srant to, 8280 

HClinEU llAXll tournlquol for hemostasis lu 
prescrvlnR renal function durlnc partial 
nephrectomv, [(toodwin A Thclen] *170 
RURELLA 

noutrnllr.lup antibody in jramma plobulln, rc- 
evaluation of nihclla problem, fUruRmanl 
12S1—ab 

nibclllform rash. Isolate ECHO virus In 
aseptic mcnlnRllls with, [Sultanlan] 182 
—nh 

RiniEOLA: See Measles 
RUNNING 

pyodcrmla In runners, Sweden. 211 
RVUAL COMMUNITIES 
annual report of Council on Rural Health, 
1054 

coronary disease In. United Klncdom, 813 
health advisors, oxpandltiK challcncc told by, 
[Medicine at Work) 778 
RUSSIA 

American medical cxchaiiRc procram. 201 
neuroloclsts* exrhance mission to, 2284 . 
new drufis for potentiated anesthesia, [Ka- 
zaiiskyj 1824—ah 

Russian vaccine for multiple sclerosis. United 
Klncdom, 811 

S 

ST. Lotns UNIVERSITY 
research prant In nilcrohlolocy and vlroloRy. 
1240 

SAINT'S TRIAD 

cholelithiasis, hiatus hernia, and dlvertlculosls 
coll, [Foster & Knutson] *257 
SAL.\MU)E; See Salleylamldc 
SALICYLAMIDE 

toxicity and aiillpyretle activity of acelyl- 
sallcyllc acid compared, (replies) [Wood¬ 
bury] 1259—C; [Bass] 1684—C 
SALICYLATES 
problems, [Cann] 1577-—nh 
SALIVA 

excjsslvo, In Parkinsonism, treatment, 188 
ptyallsm, treatment, 2204 
SALIVARY GLANDS 
tumor, treatment, 2333 
SALK VACCINE: See Poliomyelitis 
SALMONELLOSIS 

In premature nursery unaccompanied by 
diarrhea, [Watt] 2316—ab 
outbreak in hospital, Denmark. 707 
samonclla carrier, treatment, 133 
unusual Salmonella. [Balows] 1827—ab 
SALPINGITIS 

acute, propnosls and treatment, [Hedberg] 
1162—ab 

tuberculous, treatment, [Rydln] 1161—ab 
SALT; See also Sodium chloride 
Free diet: See Sodium restricted diet 
role In fall of blood pressure accompanying 
reduction in obesity, [Dahl] 322—ab 
SANATORIUM: See Tuberculosis of Lung 
'vXNDRlL: See Ramvolfla serpentina 
vNGER, F., Nobel Prize winner for Chemistry, 
United Kingdom, 2296 
SANITATION 
engineering, India, 1258 
environmental, India, 707 
SARCOIDOSIS 

Bo(ck’s, tuberculosis antibodies In, [SIQUer] 
1288—ab 

of spinal cord, remission after cortlsont 
therapy, fMoIdover] 2182—ab 


SARCOMA 

Ewing's relutlnnshlp of tmtinm to cause or 
aggravutlon of. 185 
gastric. Brazil, 1150 

Kaposi’s, Httperlmposcd on erythroderma jjsorl- 
ntlmmi, [Segnll 46.5—nh 
mnmnmry, [Unthami 711—nb: (Brazil) 802 
ostengouU*. of Jaws and fnchil bones, [Knigh] 
2801—ah 
SCALP 

ringworm, non-lnUammatury, oral steroid for, 
elToet of, [Kanof] 2818—nb 
S(T!1LL1NG TEST: See Anemia, PeriiUdous 
SCHISTOSOMIASIS 
Brazil. 2167 

possible, from swimming In ocean, (replies) 
(Selutefor: and original eonsultnnt] 1888 
swimmers* Itch, trentniont. 868 

r(’hizopiiri:ni(' reactions 

cerebrospinal lltild noiiramltile acid deficiency 
in. rRogoch] Mil—nb 
S(*IIOLAHS1IIPS 

allergy, by Allergy Foumbitlun of America, 
29H 

bealtb museum. Ohio, 1141 
iicurnnuisculnr, from Kenny Fouiulntlon, 1561 
"tterformance" awards, 1519 
utilization of, 19.57-1958. 1518 
SCHOOLS 

hoards, physlelatia on, W. Vn.. 911 
day, epidemic of tuberculosis of lung in. 
United Kingdom, 810 

driver education In • motor vehicle accident 
prevention, [Ncyhart] *2209 
for medical record librarians, 1543 
for m dual reto-.U t hnlcbins, 1544 
for medical technologists. 1544 
for occupational therapists. 1545 
for physical therapists, 1546 
for x-rny t chide nns. 1546 
ncalth Award to Dr. Bauer, 1668 
high, atomic energy demonstration program, 
707 

of basic sciences, approved In U. S., 1490 
of basic sciences, functions and structure of, 
recommend adoption, reports on, 1089 ; 1096: 
1470 

of ^nursing, accreditation program, report on; 

personnel, chest x-rays for. 2080 
physicians and. national conference on, an¬ 
nual report, 1079 

tuberculosis epidemics In, [Mnndc] 1715—ab 
SCHOOLS, MEDICAL: See also specific schools 
amuatlon. Internships hy, 528; .521; 558 
Alumni: Sec Graduates 
contributions to, annual reports, 1110; 1120 
essentials of acceptable school repiaced by . 
functions and stnictures, annual report, 
1089 

faculty awards, nominations for, 79 
faculty positions iinflllcd In U. 5]., 1404 ; 1493; 
1548—E 

medical pr.actlcc Raison. 1282 
new, first graduates; Colombia, 1891 
new, potential slte.s, annual report, 1090 
proposed, agreement on. Ariz., 1139 
purpose of. 1548—B 

statistics on. education number, Nov. 15, 
1459; 1489 

studies and accreditation, annual report. 1089 
* U. S.. Chilean visits, 2280 
SCIENCE 

fair exhibits, awards for. 903; (annual re¬ 
ports) 1051; 1073 

writing workshops, annual report on, 1052 
SCISSORS, bandage, new, [Burnham] *760 
SCLERODERMA 

functioning carcinoid syndrome associated 
with. [Znrafonetls] 940—ab 
gen' rallzed, long-term prc<ln!sonc lit, [Kanee] 
1812—ab 

Werner’s syndrome, autopsled case, [PerloIT] 
325—ab 
SCLEROSIS 

hereditary, spinal form, ACTH or corticos¬ 
teroids for? 1957 
SCLEROSIS. MULTIPLE 
alopecia of beard with, 1423 
Is it a spirochetosis? [Simons] 955—nb 
negative bacterlologlc and serologic results on 
reexamination of problem of mycobacterial 
etiology, [Bauer] 1410—ab < 

pain in tongue In. treatment. 843 
Russian vaccine for. United Kingdom, 311 
16 patients, India, 1150 

treatment: hydrocortisone anR vitamin Ba. 
[Reyes Ollveros] 220—ab 
SCOLIOSIS: See Spine curvature 
"SCRAP IRON" intoxication, [Gadsden &: oth¬ 
ers] *1220 
SCROTUJI 

fliarlasis of, India, 1682 
SCURVY 

statistics on, India. 1570 
SEAMEN 

blood transfusions in Merchant Marine. Neth¬ 
erlands, 2045 


SEBORRHEA 

pemphigus sehorrhelciis, [Chnrgln] 1163—ab 
SEDATIVES AND HYPNOTICS 
aiilleridtiic hydrochloride as, [Therlen 
others] *2098 

from Vinca rosea, hypotensive, India, 1799 
promethazine In obstetrics, [(jarroll & Molr] 
♦2218 

treatment of tetanus, [Miller & Stoeltlng] 
•303 
SEMEN 

bloody, usually found in nonspecific epididy¬ 
mitis? 1833 
coloring of. cause, 2207 
SEMINAL VESICLES 

chronic vesiculoprostatitis: reorientation, 
[Leader] *995 

SENEAR-USHEU SYNDROME: Sec Pemphigus 
SENSATION 

hypcrexcltahllUy of pulmonary endings in 
asthma, [TllTcneau] 1588—ah 
SEPTICEMIA 

of newborn, [Nyhan] 1716—ab 
Staphylococcus alhus, in mice and men, 
[Smith] 2179—ah 
SERENDIPITY 

there’s that word again, [Medicine at Work] 
1899 

SEROMYCIN: Sec Cycloserine 
.serotonin (5-hydroxytryptaniine) 
secreting, functioning carcinoid, diagnosis and 
clinical management of, [Sauer & others] 
•139 

SEUPASIL; SerplloUI; Scrplna : See Rauwolfln 
serpentina 

SERUM: See also subheads under Blood 
Hepatitis: Sec Hepatitis, Infectious 
horse, desensltlzation against, 843 
stored, laboratory tests with, 1734 
SEWELL, MRS. CHARLES \\\. A. M. A. distin¬ 
guished service citation to, 53; 1054 
SEWER GAS exposure over a period of 2 years, 
pathologic effects of, 710 
SEX 

chromatin In cell nucleus after hormones for 
- mammary carcinoma, [Ehlers] 1161—ab 
determination, chromatic mass In nuclei of 
somatic'cells, India, 1924 
determination, chromosomal, theoretical and 
practical questions, [ZdanskyJ 1719—ab 
distribution of students and gradimtc.s in 
U. S. and Canada, 1506 
genetic, determination, reliability of poly¬ 
morphonuclear leukocyte morphology, 
[Cooper] 831—ah 

Hormones; See Androgens; Estrogens; Hor¬ 
mones 

Intorsexuality: See Hermaphroditism 
medical students and sexology, United King¬ 
dom, 2048 

Precocity; See Puberty 

problems In chronic vesiculoprostatitis, a re¬ 
orientation, [Leader] •SOS 
Society for Scientific Study of Sex, first an¬ 
nual conference, N. Y., 1241 
SHELLFISH 

allergy to hard-shelled clams, 982 
injury due to venomous marine snails of 
genus Conus, [KohnJ 1702—ab 
poisoning, epidemic, (Canada) 431; [Bond] 
975—ab 
SHIGELLA 

drug resistance In, Israel, 95 
sonnel dysentery epidemic In general hospital. 
[Ehrenkranz] 1726—ab 
SHIPS 

' venereal disease treatment at sea, Sweden, 

i8or 

SHOCK 

care of patient with multiple injuries, [Au- 
franc] ♦2091 

in myocardial infarction, drugs for, (Council 
report) [Selzer & Rytand] *762 
septic, nature anil treatment, [Altemeler] 
2198—ab 

traumatic, physlopathology, [Laborlt] 840—ab 
SIBLINGS: See Families 

SICKLEMIA; SICKLING: See Anemia, sickle 
cell 

SIGMAMYCIN: See SIgnemycin 
SIGNEMY'CIN 

in pediatrics, [Felder] 2318—ab 
SILICA exposure after tuberculosis, 2330 
SILK^OSIS: See Pneumonoconlosls 
SILICOTUBERCULOSIS 

results of medical and medical-surgical ther¬ 
apy, [ilorrow] 2298—ab 
"SILO-FILLER’S DISEASE" 
chronic, [Schell] 963—ab 
SILVER 

nitrate vs. oxytetracycline In newborn eyes. 
Incidence of conjunctivitis after, [Mathleu] 
121 —ab 

SIN, unforgivable, what is It? (replies) [Lle- 
feld; and original consultant] 228 
SINTROM: See Acenocoumarol 
SINUSITIS. Brazil, 1677 
SITOSTEROLS 

^ blood cholesterol and dlfficuB** 
decholesterolizlng ^ 
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SKELETON': See Bones 
SKIN 

absorption of calories, 1169 
changes as result of electric current, [Winer] 
2073—ab 

coverage In children, lower extremity, [W’ynn] 
•154 

Disease (Industrial) : See Industrial Derma¬ 
toses 

disease. National Toundation for Research 
In Cutaneous Medicine established, 1144 
disease, progressive pigmentary, treatment, 
(replies) [Benedek; and original con¬ 
sultant] 1594 

grafts for third degree bums, remove granu¬ 
lations to Arm yellow base? 134 
hypopigmentatlon following planing, how can 
one get an even suntan? 361 
In arthroplsstj', use of, Finland, 308 
Inflammation: See Neuroderraatltls 
Planing: See Planing 

reactions to sulfamethoxypyrldazlne, [Lind¬ 
say] 2073—ab 

symposium on human integument, proceedings 
to be published, 1062 

vesicular and bullous disease, treatment, 982 
SKULL: Bee Cranium 
SLEEP 

position In Infant, flattening of one side of 
head, treatment, 135 

position of children, especially lying on 
stomach, 3592 
SMALLPOX 

antlvacclnal gamma globulin. United Kingdom, 
2048 

in Pakistan, 1386 

osteoartlcular lesions In, India, 1255 
revacclnatlon contraindicated after generalized 
vaccinia, 979 

vaccination, eczema vaccinatum, [Reynolds] 
1716—ab 

vaccination, "Tmmune" or ""no take" reaction 
In. 1900—E 

vaccination. Immunology, mechanism of. 2334 
vaccination, Sweden, 1801 
SMEGMA, possible role In carclnonua of cervix. 

[Heins] 2312—ab 
SMELL 

loss of. after head Injury, 1423 
SMITH, AUSTIN, Journal editor, resigns, 
resolution commending him, 2150 
SMOKERS; SMOKING: See Tobacco 
SNAILS 


cone shell stings, [Kohn] 1702—ab 
SNAKEBITE 

coral snakes, treatment. 1425 
treatment, 980 
SOCIAL CONDITIONS 

biological false-positive serologic tests for 
syphilis In low socioeconomic group. 
(Waring & others] *2004 
pediatrics in transition due to, [Wheatley] 
*856 

SOCIAL SECURITY 

Act, optometrists want amendment to, 2 letters 
from Dr. Blaslngame to Congress regarding, 
291. 292 

Administration's disability evaluation, 2284 
A. M. A. resolution on disability program. 07 
bargain or bust, [Marin] 1803—C 
coverage for physicians, (A. M. A. resolution 
on) 65; 66; (report) 1051 
for physicians, Ohio poll to be sent to 
A. M. A., resolution on. 2150 
Forand BUI: See Forand Bill 
missiles or pensions, (Miscellany) [Orr] *1686 
state participation In federal insurance con¬ 
tribution act, A. M. A. resolution on, 64 
SOCIALISM 

health services reviewed, Ne^Y Zealand, 1570 
welfare state down under, (Miscellany) 
[Hotchkiss] 933 

SOCIETIES, MEDICAL: See . also list of 
Societies at end of letter S 
American Association of Poison Control 
Centers formed, 2159 

American Hospital Association dedicated new 
headquarters, 298 

American Psychiatric Association dedicates 
office building, 2160 

Bockus International Society of Gastroen¬ 
terology organized by graduate alumni of 
U. of Pennsylvania, 1560 
Boston Psychoanalytic Society and Institute, 
25th anniversary, 2157 
conference calls for action In aging, [Medicine 
at Work] 769; 779—E 
constituent, resolution on listing by A. M. A., 


71 


county, civil defense conference, (program) 
906; (annual report on) 1071; (highlights) 
[Medicine at Work] 1897 
Dane County Medical Society co-sponsors 
symposium on bone, (Program) 520 
establish sovereignty of relationships with 
osteopaths, dlsappprove resolution on, 2150 
loc-b—mrtlclpatlon In by physicians In 
6tner croups. t:«e. 58; 1069 


SOCIETIES, MEDICAL—Continued 
. local, planning for indigent care la obllga- 
‘ tion, [Medicine at Work] 1893 
Medical Society of New York moved offices, 
419 

national associations and A. M, A., joint 
meetings, resolution on, 68 
offer prizes to teenagers for high scholarship, 
[Medicine at Work] 1891 
Oregon Trudeau Society organized, 2159 
responslblUty In veterans medical care, annual 
report, 1103 

Society for Scientific Study of Sex, first 
annual conference. N, Y., 1241 
Southern Medical Association opens new head¬ 
quarters, (plioto) 1668 

state committees on industrial health, joint 
conference with, annual report on, 1066 
state, Conference of Mental Health Repre¬ 
sentatives, (how contagious Is mental Ill¬ 
ness?) [Medicine at Work] 773; (annual 
report) 1053 

state, expansion of rehabilitation units sought 
In, (Medicine at Work] 1368 
state, traffic safety committees, objectives for, 
[Rodger] *2215 

state, use of official stamp by A. M. A,, 
resolution on. 71 

suggested guides for committees on aging 
approved, 59; 1102 

suggested guides for voluntary prepayment 
plans sponsored by, action on, 59; 1116 
2 in Minnesota aim at home care for 
chronlcallj' ill, [Medicine at Work] 1894 
SOCIETY for Relief of Families of Deceased, 
Disabled and Indigent ilembers of Medical 
Profession of South Carolina created, 
[Smith] 1684—C 

SOCIOLOGY of Medical Education, Introductorj’ 
studies in, 1467 
SODIUM 

Chloride: See also Salt 
chloride plombage to prevent complaints after 
lumbar puncture, [Harrer] 1712—ab 
dietary, role In essential hj’pcftension. [Dahl] 
323—ab 

plvosphate, trlbaslc, contaminant In needles 
and syringes used for spinal anesthesia, 
(Joseph & Denson] *1330 
restricted diet, booklets, annual report, 1059 
restricted diets, physiological adaptation and 
clinical usefulness, (Council report) [Da- 
nowskl] *1886 
SOLUSEPTASINE 
effect on blood sugar, India, 1257 
SOUTHERN Regional Education Board and 
medical education, 1487 
SOVIET UNION: See Russia 
SPACE 

address on conquest of. Pa., 199 
Medicine: See Aviation 
notional program, annual report of Council 
on National Defense, 1071 
SPASM 

training center for spastlcs. United Kingdom, 
2175 

SPEAKERS bureau, Chicago Medical School 
organizes, 294 
SPECIALTIES 

American boards, requirements for certifica¬ 
tion, annual report, 658 
approved residencies and fellowships accord¬ 
ing to, 527; 561; 694—E 
highlight of Education Congress, (Medicine at 
Work) 1899 

new "doctor-draft" legislation provides for, 
1535 
SPEECH 

changes In intoxication, (Committee report) 
[Bogen] 48 

personality characteristics relationship, U. of 
Cincinnati study, 1560 
SPERMATOZOA 

cytometer chamber spermatocldal test. Im¬ 
proved technique. [Berberlan & Slighter] 
•2257 

human, succinic dehydrogenase In, India, 94 
SPHINCTER MUSCLES 
gastroesoptiageal, jejunal interposition opera¬ 
tion, [Thomas & Merendlno] *1759 
SPINAL CORD 

Injuries, neurosurgical care of severely In¬ 
jured patient, [Odom] *2087 
sarcoidosis: cortisone for, (3Ioldover) 2182— 
ab 

SPINAL FLUID; See Cerebrospinal Fluid 
SPINAL PUNCTURE 

headache, technique to avoid, [Brocker] *361; 
(correction) 913 

lumbar, sodium chloride plombage to prevent 
complaints after, [Harrer] 1712—ab 
SPINE 

arthritis, treatment, 843 
cervical, rheumatoid arthritis In adult, 
[Sharp] 2303—ab 

curvature, kyphoscoliosis and pregnancy, 
[Marchand] 2314—ab 

curvature, Milwaukee brace In operative treat¬ 
ment of scoliosis, [Blount] 327—ab 


SPINE—Continued 

, alsiTb ‘ ' 

p&thogenetlc Importance of thoracic portion 
[Kamlcth] 1586--^ab * 

SPIRAMYCIN i 

of chronic osteomyelitis, [Maichls] 

treatment of experimental toxoplasmosis.' 
[GarlnJ 835—ab 
SPIROCHETOSIS 

13 multiple sclerosis? [Simons] 955—ab 
SPLEEN 

primary splenic pancytopenia, elTect of sple¬ 
nectomy on, [Taple] 2188—ab 
radiologic sign in hemosiderosis, fShanbrom 
& Zheutlin] *33 

role of, and effect of splenectomy In sickis 
cell disease, [Sprague] 224—ab 
rupture In Infant during delivery, hematologic 
study during convalescence, IHoltlnger] 
461—ab 

splenoportography, advantages and disad¬ 
vantages. [Fjgley] 973—ab 
SPLENECTOMY: See also under Spleen 
for leishmaniasis, India, 1798 
life span after, 1837 
SPLENOMEGALY 

hepatosplenomegaly in children, Brazil. 1254 
postmalarlal, India, 1680 
SPONGE 

gauze smear technique In esophageal cytologj*, 
[Hershenson & others] *1871 
.SPONTIN: See Ristocetin 
SPORTS: See Athletics; and under specific 
sports, as Boxing 
SPUTUM 

viscosity, reduction by desoxyrlbonuclease 
and chymotrypsin. United Kingdom, 2173 
STALVEY, RICHARD, leaves A. M. A. to be - 
Assistant Executive Director of Los Angeles 
County Medical Association, 693 
STAMPS: Sec Postage Stamps 
STANFORD UNIVERSITY SCHOOL OF MKDl- 
CJNE 

first Bloomfield Professor of Medicine, 2155 
new genetics department at, 197 
STAPHYLOCOCCUS 

albus septicemia in mice and men, [Smltul 
2179—ab 

antibiotic resistant familial Infections caused 
by exposure of babies In liospital nurseries, 
[Hurst] 1826—ab , 

antibiotic-resistant, outbreaks in medical and 
surgical ward, [Barber] 945—ab 
aureus, importance In pnetjmonia In influenza 
epidemic, [Robertson] 1585—ab 
au< '‘S. uasai carriage by nurses, [Thompson] 
969—ab ; 

aureus, jjulmonary, eventually lethal after 
Asian Influenza, treatment, [Moescmln] 
2]58-nb 

disease, regional conference on control, Colo.i 
1557- 

empyema, [Magovern & Blades] *36 j; (iu 
children) [S)a] 1412—ab , ^ , 

endocarditis treated wUli ristocetin, [Weberj ■ 
•1.346 

enteritis and antibiotics, Sweden, 2395 
furunculosis, chronic,, recurrent, 842 
infection, raatemai breast abscesses and an¬ 
tecedent neonatal sepsis, [Monro] 1275 —ab 
infections, bacteriophage treatment, 1423 
infections In nursery, prevention of, 2204_^ 
infections, isolation of patients with, 'IC, 
(replies) [Rolf; and original consultant] 

. 2208 . 
meningitis, novobiocin for, [GlustI] 33 j— an 
pcnlcllUn-resistant, Denmark, 919 
pneumonia In infancy and childhood, (**» 
cases) [Hendren & Haggerty] *6; (cortisone 
for) [Buhler] 222—ab 

STARCH tolerance test, clinical evaluation, 
[Nugent & Millhon] *2260 
STATES . 

activities and gifts of American Medical 
Education Foundation, 1119, 1120 
financing of medical care for indigent In 
1958, (Council report) 2151 
governments, council of, annual report on, 
1103 


internships by, 523; 524 
legislative keyman organization, annual re¬ 
port, 1048 . 

licensing boards, foreign physicians 

by, 167:622, Jfay 31. 1958; (correctlonJ 
166:2161, Dec. 20, 3058 
participation In Federal Insurance ConlriuU* 
tlon Act, A. M, A. resolution on, 04 . 
populations, ratio of first-year students to. 


state operated diagnostic center, Canada, 431 
STATISTICS: See also Vital Statistics 
postdoctoral study In at U. of Chicago, -9? 
STEIN-LEVENTHAL SYNDROJIK 

curable form of slerVUly, [Stein] ITH a 
STERANE: See Prednisolone acetate 
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STKRII.ITV, HKXVAti 

curRblc form; ytotii-Li'Vi'ntlml wyndronKj, 
istotnl iru—ab 
enmu’crvicltla ami. lUazU. 802 
In inaU’. rotn>Rr.nlo ojatMilallnu as caiiMo of, 
(Solu'lU'iil 15*8—ab 

In jtrlnmry fnlltin* of antorlor pUtiUary, 
robnll raiUMlon of Vftlm'y 17112 
Infertility ami, medical ^lev\f^. ICohenl ♦lOOH 
serum ebolesterol level ami. 080 
suriTlenl management of tubal factor, tCauwetl 
•001 

STKUIUZATIDN, IIACTHUIAI. 
boat, of local anestbetlcH a ncceaalty? 

(Urldenbauuh A- Moorel *111:11 
of electric clippers and barber’s tools, 1102 
STKUILIZATION. SKXrAl. 
tbcrapetitlc, ami testOHlenuie propionate for 
bre.ist cancer, INocucsl 7i:i—ab 
STKUOIHS: See Corticosteroid Hormones: and 
speclllc stcmlds as Corllsime 
STKUOSAX: Sec Cbb>niulnaldol 
.^TKVKNS—JOHNSON SyNDUOMH: Sec Kr.v- 
tbema inultlforme 

STlMtKSTHOb; See DlelbyNtllbesjrol 
STIMAHUTH 

fetal salvage In HU Ineoinp.atabUlty where 
previous stillbirths have (usairred, 
man] —ab 
STH'KNDS; Sec Waires 
STOKKS-Adams Syndrome: Sec Heart block 
STOMACH 

analysis, tubeless. (India) 210; lUnsenthnl Sc 
llusc.-j/jUa) •40P 

cancer after reseethui for tdecr, llU'llrnyl 
82r»—ab; [Cole] 1100—nb 
cftnecr In Hiroshima, [Murphyl 100—ab 
i’ cancer, prognosis, [llLMtck) HOS—ab 
cancer, study, N. Y., 2108 
cancer, treatment, end-results. (McNeerl 
a;ii—ab 

cardlomycctomy; surgery of cardiospasm ac- 
curtllnc to Heller, tSchmUUl 418—ab 
exfoliative cytology, Hrar.ll, 1251 
gaatroosophageal mechanism, experimental 
studies, (Mclas) 1200—ab 
granulomatous illscase, nonsj>ccll\c, (Oold- 
nrnberl 8l9-~-nb 

Intlammallou, severe chronic, surgical treat¬ 
ment, [Judd] 111—ab 

lower esophageal ring, pathology, (Mac- 
Mahon] nt»8—ab 

moniliasis, [Tlnajero Ayala) 910—nl» 
perforation, Idlopalble, In newborn, (('asllc- 
ton] ill—ah 

sleeping positions of children. ir»92 
Surgery: See also Peptic Vlccr; and other 
auhhead.s under Stomach 
surgery, anemia after suhtotal gastrectomy. 

Ivan Oeortruydenl 217—-ah 
surgery, dumping syndrome after, 1229—K 
surgery, gastrectomy, drafnnge after, 710 
surgery, Palflum after, Sweden, 708 
surgery, partial gastrectomy: hyi»erdlnstastirhi 
and acute pancreatitis after, [\Vallcn‘<tcnl 
1708—ab 

surgery, resection and pulmonary tubercu¬ 
losis, [Neubert] 230G—ab 
surgery, total gastrectomy tcchnhiue. Portu¬ 
gal, 310 

, tumors, bemangloemlotbcllomu of. fAmlreas- 
sen] 825—ab 

tumors, leiomyosarcoma of, [Mason] 2183—ab 
tumors, sarcoma, Itrazll, il50 
Ulcer; See Peptic Ulcer 
STONES, precious, [Leisure Corner] 1201 
STORAGE 

of liquid plasma, safely after, [Snyman & 
others] *1735; 1784—K 
STREPTOCOCCUS 

infection, penicillin for, compare oral and 
parenteral forms. [Breese] 1283—ah 
Infectlpns. epidemic, mass prophylaxis with 
!)enralhlne iicnlcUlln G, [Schrelcr] 331— 
ab; [McFarland] 714—ab 
Infections, treatment to prevent rheumatic 
fever, factors responsible for failure, fCat- 
anzaro] 940—ah 
STREPTOKINASE 

buccally, clinical and experimental observa¬ 
tions, [Innerflcld] 124—ab 

streptomycin 

Dlhydru—: Sec Dlhydrostrcptomyclu 
sensitivity of mycobacteria Isolated from un¬ 
treated ijrlmary tuberculosis of lung to, 
[Spina] 1945—ab 

toxicity: dermatitis In nurses, [Wilson] 403-^ 
ab 

toxicity, hazards, [Herrell] *1875 
treatment alone or plus Isonlazld In tuber¬ 
culous meningitis, [Glova] 440—ab 
treatment plus ethereal oils In specific pul¬ 
monary diseases, [Llener] 408—ab 
treatment plus PAS and Isonlazld In uro¬ 
genital tuberculosis, [Hansson] 1720—ab 
STREPTOVARlCIN 

In tuberculous guinea pig, [Stem] 837—ab 
STRESS 

. Isolation, In medical and mental illness, 
[Zlsklnd] *1427 


STlUHvES: Sec under Brain 
STUONGYLOHHASIK 
overwholmlng, [lirnwii Sc Pcriin] *1048 
treatment. llruzU, 802 
treatment; new drugs, [Asfora] 1703—ab 
STUY(’HNINE 

' phannarologtcnl activity, India, 800 
STUDENTS, MEDICAL 
allergy awards to, 298 
education numli r, Nov. 1.5, p. 1159; 1303 
medicolegal program, animal report nn, 1014 
Minnesota MuUlplinslc Personality Inventory 
and, New Zealnml, 433 
senior, as clinical clerks to replace flr.st year 
Interns, (A. M. A. resolutions on) «5; (re¬ 
port) 1088 

sexology ainl. rnlted Kingdom, 2018 
Sbenrd-Sanford prizes for research by, 1143 
Student A. M. A. award exhibits, 903; 1073 
USPHS program; t'ommlsstoiicd Ofllccr Stu¬ 
dent Training and Extern Program, 42.5 
SlMlDUUAL Heinatonia: Sec Meninges 
sr(5.\U: See also Blood sugar: Glycosuria 
<'ane sensitivity. Information on loignssosls 
due to, 134 
SUICIDE 

poisoning. (Norbnryj 1712—ab 
prevention, iproniazid for depression and 
melnnefiulia, toxicity of, .30—K; (reply) 
(Uoblel 1802—C 

SULFADIMHlIN: See Siilfamcthnzlnc 
SULFAMETHAZINE 

treatment idiis neuniyelii In Infant diarrhea. 
India. 12.30 

SULFAMETHOXYPItlDAZINE 

A<*elyl: See Acetyl SuUamcthoxyprydlazlne 
long-acting, India, 1799 
.V. N. D.. 1771 

toxicity: cutaneous reactions. [I,imlsayl 
2073—ah 
SUIiFONAMIDES 

Anlldlabcltc; Hypoglycemic.: See also SiiI- 
fonylnreas 

effect of Soluseplaslnc on Mood .stigar, India. 

hypoglycemic, show selective troplsm for 
pancreas, France, 803 

long-acting; Orlsul, clinical experiences with, 
(i'sscKlff] 1722—ah 

long-acting: suUamclhoxyprldazlnc, India, 

1799 

toxicity: myocarditis, Uatmda. 1922 
SUEFONVLUKEAS (earhuMmlde; chlorpropa¬ 
mide : (olhufamido) 

carbutainide treatment of psychiatric pa¬ 
tients, Sweden, 211 

treatment of diabetes, (Finland) 308; (chlor- 
proimmhle, United Kingdom) 1574; (Mur¬ 
ray] 2074—ab; [Hof.stcttor] 1722—ab: 
[Ikkala] 2196—ub; (retliml hemorrhage re¬ 
lation to) 2208 
.SU/.ri’RfG AHD 

tanks, arsine poisoning from cleaning of. 
United Kingdom, 311 
SUNTAN 

how can one get an even one after idnnlng 
with residual hypoplgmentatlon? 3C1 
vltandii D. and calcium absorption, 19.53 
SUPRARKNALS: See Adrenals 
SURGEONS 

American, visit Oslo, Norway, 310 
•fee. when visiting surgeon docs the surgery. 
Cnmidn, 431 

spinal anesthesia from standpoint of, [Scar- 
horuugh] *1324 

thoracic team lours South America, Sweden. 

1800 

SURGERY 

cardiac arrest in, problem of, [McCarthy] 
•2101 

diagnosis and inaiiugement of hepatic coma 
In surgical p.itlcnts, [Najarlau] 950—ab 
etldcal to have another perform without pa¬ 
tient’s knowledge and consent? (Judicial 
Council opinion on) 1556 
hemorrhage, control with odrcnochromo inono- 
8eniIcarh.a7.one, (CainnnJ 1160—nb 
Infections, control, [Hitchcock] 20GC—ah 
major, cortisone as cover for, in advanced 
• pulmonary tuberculosis, [Edge] 2185—al» 
miniature ll-wave cardiac monitor to detect 
cardiac, arrest during. [Vellng] *753 
operating room mortality, develop classlflcn- 
tloii and terminology for, A. M. A. resolu¬ 
tion on, 67 

operating room training of student nurses. 

A. M. A. resolution on, 68 
operating time, Germany, 1679 
oral bouillon feedings, [Benjamin] 2311—ab 
Postoperative: See also under specific organs, 
regions or operations 
postoperative hiccup, Belgium, 2290 
postoperative myocardial Infarction, [Ferug- 
llo] 2059—ab 

postoperative period (Immediate) following 
total body perfusion. [Matthews] 1708—ab 
postoperative respiratory Insufficiency, trache¬ 
otomy for, [Wassner] 1407—ab 
Preoperativ'e: See also under specific organs, 
regions or operations 


SURGERY—Continued 

pnoperatlvi* ami postoperative use of anllcrl- 
dlne bydroohlnrldc as analgesic and seda¬ 
tive, [Tbcrien & others] *2098 
principles In management of mass casvialtlcs, 
[Zlperman] 45:i—ah 

thoracic and thoracoabdominal, hypothermia 
In poor risk patients, [Brewer] 1588—ah 
tissue committee, uses and abuses, [Henley 
iV others] *2243 

wound Infection, United Kingdom, 92.5 
SWEAT 

Ijromhldro.sls, etiology, 1.592 
excessive vinderarm, treatment, (replies) 
fllcrberlan; and original consultant] 363 
recurrent night, cause, treatment, 843 (re¬ 
plies) [Robinson; Weinberg] 2208 
SWEETKNKUE 

artificial, prolonged use harmful? 1.59:: 
FWIMMING 

swimmers’ Itch and possible sclilslosomlasls 
from ocean, (replies) [Schaefer; and origi¬ 
nal consultant] 1838 
swimmers’ Itch, treatment, 363 
SYDENSTHICKBK, VIRGIL 1\. Goldberger award 
to, 53 

SYMPATHECTOMY 

lumbar, effective level determined by electrical 
stimulation at operation, [Randall] 444—a!» 
SYMPOSIUJl 

on competitive athletics In children, [Maksim] 
*1431; [Hein] *1434 ; [Hoxie] *1439 : 
[McCnmmon & Sexton] *1440 
f»ri drug therapj*, sponsorship, annual rejmrt 
on, 1057 

on formation and diseases of hone, (program) 
(Council article) 520 

tni imtrltton in pregnancy, (Council articles) 
[Stearns] *1655; [Hepner] *1774 ; [War- 
kany] *2020: [McOanlty & others] *2i:i8: 
IMacy] *2265 

on occupational medicine for private practi¬ 
tioner, [Johnstone] *1844; [Belknap] *1847 ; 
[KccneJ *1851; [Felton] *1854 ; [Kirk¬ 
patrick] *1804 

panel discussion on use and abuse of adrcual 
steroids, program, (A. M. A. symposium) 
41 

SYNCOPE 

congenital deaf-mutism with prolonged Qi 
Interval and, sudden death in, [Levine] 
1818—ab 

e.xj>crimental, cardiac urrythmias in, 
[Dermk.slan & Lamb] *1623 
In healthy young adults; Incidence, mecha¬ 
nisms, significance, [Dermkslan & Lamb] 
•1200 

SYPHILIS: See also NeurosyphlUs 
early, long-term results of treatment, 
[Chiirgln] 1103—ab 

<erndlagnoal», compulsory premarital testing, 
epidemiologic study, 289—B 
‘-ernloglc testa, biological false-positive re¬ 
sults in low socioeconomic population group, 
[Waring & others] *2004 
•tertiary, and yaws, method of differentiating, 
2205 

training In, plea for, [Thomas] 812—C 
.SYRINGE ^ ^ 

used for spinal anesthesia, effects of deter¬ 
gents left ns contaminants in, [Joseph A* 
Den.son] *1330 

SOCIETIES AND OTHER ORGANIZATIONS 


AcatZ.—Acfldcui!/ 
Am.—American 
A.—Association 
CoU.—College 
Cominti.^Commission 
Cotntn.—Committee 
Conf.^Conference 
Cong.—Congress 
Dist.-^District 
Dio.—Division 
Found.—Foundation 
Hasp.—Hospital 


hidust.—Industrial 
Inst.—Institute 
lutcnmt.—International 
M.—Medical 
Med.—Medicine 
Nat.—National 
Pharm.—Pharmaceutical 
Plujs.—Physicians 
Soc.—Society 
Surg.—Surgery 
Surgs.—Surgeons 
S.—Surgical » 


Note :—^For JtemA* on soeJetJes not found Jn the 
Medical News Section, see alphabetical listing 
In Index. 


Alierdeen Area M., Dental and Pharmacy Officers 
A., 2157 

Acad, of Psychoanalysis, 1562, 1914 
of Psychosomatic Med., 299, 2282 
Alabama Acad, of General Practice, 1605 
M. Alumni A. of, 1605 
Alleghany County Health Department, 215G 
Allergy Found, of America, 298 
Allstate Safety Crusade, 7C 
Am. Acad, of Dermatology and Syphllology, 
1563 

Acad, of General Practice, 74, 77, 297. 419, 
420. 699, 792, 79|, 912, 1139, 1142, 2032 
Acad, of General Practice, on Edu¬ 

cation of, 418. 2156 
.Vead. of Genera^ ■*”' 
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Societies and Other Organizations—Continued 
Am.—Con t Inu ed 

Acad, of General Practice* Montana Chapter. 
1559 

Acad, of General Practice, Nevada Chapter. 
1559 

Acad, of Gezieral Practice, North Dakota 

Chapter, 1249 

Acad, of General Practice, South Carolina 

Chapter, 1243 

Acad, of General Practice, Soutii Dakota 

Chapter, 199 

Acad, of General I'ractice, Virginia Chapter. 
299 

Acad, of General Practice, AYest Virginia 

Chapter. 297, 1912 
Acad, of Neurology, 1142 
Acad, of Opthaimology and Otolaryngology. 

702. 1669 

Acad, of Orthopaedic Surgs., 2280 
Acad, of Pediatrics, 422. 911. 912, 1244, 2282 
Acad, of Physical Med. and Kehabliltatlon, 
1244 

A. for the Advancement of Science, 1557 
A. for Blood Banks. 1561 
A. for the History of Med.. 200 
A. of Hosp. Accountants, 298 
A. of M. Clinics, 1383 
A. of M. Record Librarians. 298 
A, of Poison Control Centers, 2159 
A. of Puhllc Health Phys.. 1142 
A. for tlie Study of Neopla.stic Disease.^. 1563 
A. for the Surg. of Trauma, 422. 2159 
A. of University \S'oinen, 1668 
Board of AnestUealology, 1383 
Board of Internal Med.. 201. 293, 417, 913 
Board of Pediatrics, 911 
Boanl of Psychiatry and Neurology, 1142. 
1787 

Board of Radiology, 2279 
Board of Surg., 2031 
Cancer Soc.. 19.S. 1140. 1243 
Cancer Soc,, Florida DIv. of, 1385 
Cancer Soc., 5ras.sachusetts Dir.. 1240 
Cancer Soc,, Milwaukee Chapter, 1789 
Coll, of Allergists. 1139 
Coll, of Cardiology, 1385 
Coil, of Chest Phys., 200. 298. 1143. 1241. 1790 
CoU. of Gastroenterology, 1563 
Coll, of Hosp. Administrators. 298 
Coll, of Phys,, 293, 419, 1381 
Coll, of Phys., Arizona Region, 790 
Coll, of Phys., Arknnsas-Oklahoraa Region, 
795 

Coll, of Phys., Idflho-Ulah Region, 2D3 
Coll, of Phys., Kentucky-Tennes.see Region. 
793 

CoU. of Phys., Midwest Region, 300 
CoU. of Pliys., Xew England States, <l«ebec, 
and Atlantic Prorlnce.s, 1244 
CoU. of Phys., New Jersey, 1240 
CoU. of Phys,. New Mexico, 700 
CoU. of Phys., Ohio Region, 1911 
Cell, of Pliy.s,, Puerto Rico Region, 2031 
CoU. of Phys,, Southeastern Region, 422 
CoU. of Phys., West Virginia Region, 290 
CoU. of Preventlre Med., 911, 106.8 
CoU. of Radiology, 2028, 2282 
CoU. of Surgs.. 295, 703, 2031, 2281, 22S2 
CoU. of Surgs., West Virginia Chapter, 297 
Cyauamld Company, Lcderle Laboratories 
Div., 79 

idahetes A., 793 
i>Jal>cte.s A., Council of, 297 
niotetic A.. 793 

Kicctroencephalographic Soc., 78 
Ftderatlon for Clinical Research, 2279 
Found, for Tropical 5fed., 1241 
Fracture A., 77 
Friends Service Comm., 201 
Gastroenterological A., 299, 1300 
Goiter A., 1562 

Heart A.. 298. 420. 912, 1242. 1382, 1557, 
17S8 

Hosp. A., 298, 1538 

Hung.arlaii M. A.. 1241 

lust, of Electrical Engineers, 201 

Inst, of Physics, 1383 

Inst, of Ultrasonics In Med., 2282 

Laryngological A., 78 

M. A.. 75. 201, 418. 702, 701, 909. 1141. 1143, 
1144. 1558. 1G67, 1069. 1910, 2029. 2032, 
20.3.3 

M. A., Comm, on M. Aspects of Automobile 
lujuries and Deaths, 76 
M. A., Coimcil of Indust. Health, 197 
M- A., Council on Mental Healtli, 293 
M. A.. House of Delegates, 1382 
M. Writers* A.. 78, 1140. 1141. 1562. 1669 
M. Writers’ A., Delaware Valley Chapter, 
1561 

Medicine's "Fcsllval of Faith”. 417 

Medico-Psychological A., 2160 

Nat. Red Cross, 1144 

Neurological A., 1142 

Pediatric Soc.. 201, 1911 

Pijy5l^*nglcal Soc., 1537 * • 

.Tier croups, 2030 


Am.—Continued 

Psychiatric A.. 293, 418, '1239, 2033. 2160, 
2278, 2282 

Psychiatric A., Comm, on Cooperation with 
Leisure Time Agencies, 298 
Public Health A.. 794. 1239 
Recreation Soc., 298 ^ 

Rheumatism A., 1562 
Rhlnologic Soc., 703 
Rocket Soc., Holloman Section, 1910 
Roentgen Ray Soc., 422, 1239, 1561 
Soc. of Aneathesloioglsts. 793 
Soc. for Artificial Internal Organs, 1537 
Soc. of CUnk-al Patiiologlst-s. 3143, 3145, 
1538, 2157 

Soc. Of interna! 3fed., Legislative Comm, of, 
3911 

Soc. of 3faxUIofaelaI Surgs., 1245 
Soc. of lUaatlc and Reconstructive Surg., 423 
Soc. of Safety Engineers, 422 
Soc. for the Study of Arteriosclerosis, 912, 
2159 

Soc. of Tropical Med. and Hygiene, 790, 1214 
Speech and Hearing A., 1363 
S. A., 295 

Therapetitlc Soc., 200 
Trudeau Soc.. 912. 1241 
Arizona M. A., 1139 

Arkansas Conf. of Tuberculosis Workers, 2155 
M. Soc., 4X7 

St.ite Board of Healtli, 690 
Armed Forces Inst, of Pathology, 2279 
Army BaUisttes Missile Agency, Development 
Operations Dlv., 199 
Arthritis and Rheumatism Found.. 79 
and Rheumatism Found., New England 
Chapter, 421 

Associated Jewish Charities of Baltimore, 1140 
A. for the Advancement of Psychoanalysis, 2030 
of Am. M. Colleges, 201, 294, 3560, 37S9, 2029 
of Clinical Scientists. 205 
of M. Illustrators, 702 
of M. Record Consultants, 2033 
of M. Superintendents of Am. Institutions for 
the Insane, 2160 

of Military Surgs. of the United States, 1144, 

of Surgs. of Great Britain and Ireland, 296 
for Research in Ophthalmology, Southern 
Section. 1143 

Atlanta Tuberculosis A., 790 
Atomic Energy Commn., 1563, 3666 
Energy Research Establishment of Harwell, 
England. 1668 
Bahamas M. Conf., 1669 
S. Conf.. 1790 
Bailey, Mary, Found., 1789 
Barker Welfare Found., 29H 
Beatty. Chester. Research Inst., 2245 
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THQ: See Tetrahydroxyqiilnone 
TSH: See Thyrotropin 
TACHYCARDIA 

paroxysmal, hiatus hernia cause? 1423 
TANTALUM 

182 for bladder tumors, tJonssonl DCl —ab 
TAPES, nylon, self-adhering, [Gershmanj 930 
—C 

TASK FORCE 

material In emergency medical care study, 
evaluate, [Medicine at Work] 773 
TASTE 

bitter, with fairly large hiatus hernia, eanse, 
treatment, 136 

TATU3I, EDWARD LAWRIE, Nobel prize to. - 
1915; 2159 
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deduction for tuition coats of lilglier educa¬ 
tion, A. M. A. resolution on, 69 
deduction of professional entertainment ex¬ 
penses, [Sfedlcine and tlie Law] 1555 
Income, deferment on retirement furul.s; See 
Jenkln.s-Keogh Bills 
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ester 

TECHNOLOGISTS 
medical, schools for, 1544 
TEENAGERS: See Adolescence 
TEETH 

caries-producing potential of chocolate, 
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carles, statistics, Japan, 1394 
changes as signs of radium poisoning, 
[Dalltsch; Clark] 1929—C 
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TELEVISION 
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sensationalism in medicine. United Kingdom, 
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viewing, movable footrest for elevation of 
lower extremity, [Fox] *1647 
TEMARIL: See Trlmcprazlne 
TEMPERATURE, BODY 

cold babies. United Kingdom, 97 
TEMPOROMANDIBUL.\R JOINT: See Jaws 
TEMPOSIL: See Carblmlde, cUrated calcium 
TENDONS 

Inflammation, calcareous and noncalcareous, 
about trochanter major, [Leonard] *175 
sheaths, tuberculosis activated by hydrocortl* 
sate, [J 0 rgensen] 713—ab 
TERMINOLOGY 

"flat film" of abdomen, what does U mean? 

(reply) [Lamm] 1154—C 
of operating room mortality, A. M. A. reso¬ 
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Standard Nomenclature of Diseases and Op¬ 
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what Is the cause of death? [Erhardt] *161; 
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TERRAMYCIN: See Ox^'totracycHne 
TESTES 

Hormone: See Androgens 
pain during coitus, 15 years after crushing 
injury, treatment, 1956 

undescended, management of, [Brunet] 962— 
ab 

TESTIMONY: See also Wtness 
medical, impartial, 50— 


TESTOSTERONE: See Androgens 
TETANUS - 

antitoxin, administering under general*! 

thesla prevent anaphylaxis? 1958 
.antitoxin, Denmark, 1923 
chronic leg ulcers and, [Rlls] 1700—ab 
death from, reported, N, J., 75 
especially In newborn. Denmarlc, 706 
neonatorum, Brazil, 2167 
prophylaxis, penicillin. 1169 
toxoid, booster dose In relation to tlrn 
Injury, 842 
toxoid, Canada. 1678 
treatment, gallamlne triethlodlde. India, 
treatment, India, 1925 
treatment, recent evaluation, [Sillier & S\ 
Ing] *393 
TETANY 

neonatal, clinical signs; occurrence In b 
of diabetic mothers, [Craig] 1717—at 
TETRACAINE 

absorption of local anesthetic, [Campbc 
Adrlanl] *873 

as spinal anesthetic, pharmacology, [Fea 
stone] *1327 
TETRACYCLINE 

toxicity, hazards, [Herrell] *1875 
treatment (Intraperltoneal) In diffuse, 
terlal peritonitis In childhood, [S( 
965—ab 


treatment plus chloramphenicol in brueel 
[Parravlcinl] 125—ab 
TETRACYN: See Tetracycline 
TETBAETHyLTHIUBAMDlSULFIDK: See 
ulfiram 

TETRAHYDROXYQUINONE 
treatment of keloids, [Kelly] 2073—ab 
THALASSEMIA MINOR; See Leptocytosis 
THERAPEUTICS 

special problems, A. M. A. report, 1056 
THIOPENTAL SODIUM 
old surplus, use of, 1594 
"THIRD PARTY": See under Medicine 
THORAX 

nnomnlles, funnel chest, 1550—E 
chest x-rays at Naval Station in tropic.*!, 
on histoplasmosis, [Scalla] 224—ab .: 
chest x-rays for school personnel, 2080 
chest x-rays, mobile unit In caruio ' 
disease detection, [Felg] 841—ab 
deformities from sleeping on stomach? 
pain of colon origin, [Palmer] 1702—ab 
surgery, balanced analgesia for poor-risk 
tient, [Santos & Sweet] *1977 
surgery, for pulmonary tuberculosis, iv 
of, [Frew] 951—ab 

s)irgery, hypothermia in poor risk •* 
[Brewer] 1588—ab 

surgery team tours South America, Sw< 
1800 : , . 
THORAZINE: See Chlorpromazlne 
THROMBOANGIITIS, OBLITERANS 
treatment: malarial therapy, [Corelli] u 
ab 

THROMBOCYTOPENIA: See Purpura 
THROMBOE.MBOLIS.M; See Thrombosis , 
THROMBOENDARTERECTOMY 
for obliterative arterlosclorosls, Norway, 
THROMBOPATHY : See Blood platelets . 
THROMBOPHLEBITIS 
cerebral, poslpuerperal, France, 803 
complicating staphylococcic endocarditis 
cd with ristocetin, [Weber] *1346 
THROMBOPLASTIN: See under Blood . 
THROMBOSIS 

acute venous thromboembolism, manage 
[Anlyau & others] *725 
aortic, [Starer] 214—ab 
arterial, after promazine hydrochloride, ^ 
sky k others] *1224 
carotid artery. Internal, (simulating 
cranial space-occupying lesion) (C’ 
117—ab; (complications In surgery 
[Lemmon] 450—ab 

cerebral, anticoagulants to prevent after 
attack In man Go? 1593 
coronary, long-term anticoagulants in, »' 
Kingdom, 924 

Intracranial venous, In puerperlum, [• 
Ore] 956—ab 

lung thromboembolism, frequency of, 1 
mark, 1924 

mesenteric vascjilar, [Robertson] 217—at 
postoperative venous, in lung surgery, [J^f 
SSOr-ab 

prevention, movable footrest for elevatloj 
lower extremity, [Fox] *1647 
treatment: fibrlnolysln, [Sokal & ”, 

*1314 


THRUSH: See Monllla ; Moniliasis 


THYMOMA 

benign, aregencratlve anemia with, [' 
son] 1403—ab 
THYMUS 

cystic, myasthenia gravis after removal, 
trolytes during crisis, [Fongl] 456—ab 
factor In predisposes mice to radiation-; 
duced leukemia. United Kingdom, 312 
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Vr? utter IrrfttUftUon, Bnllcil KUin‘lom,' 

mctnslnUc, treatment, 1953 
. ofttiso profTres-^lvo myopia 1 1837 

■ roil. Van Meter prlr.o to Ur. Uum'aii T). 
Aitani'< for, Now Zmlantl. 1570 

hormone in hloo<l, New ZcalnnO# 
•n2C 

.ix<OUIN (TSUi Tliyrotroplc Hormone) 
hlooti, Now Zealniut, 1920 
DomiOUIlKUX; See Neuraipia, lr)j:em)nal 

-'<1, removal, 2200 

(• In hay fever tliorapy, factor In ovalu* 

' .I of (Imps, (reply) (ihiRchherl 1085—0 
Sec laonlazhl 
IKS 

of Lei.shm.’inla^ilonovniii, Cnnada, 2291 

■ free, In female mammary plaml, occur- 

ami slpnlflcance, lllntzcnhofcrl 
‘ 0—ah 

. committee, «5C5 ami abuses of, fUen- 
^ A: others) •2243 

cco 

yopla ami vUnmln lUa, United Kingdom, 

smohlnp oampalpn, (United KlnRdom) 

: (Norway) 1151 

‘ ’■ with atypical epithelial chaiurea In 
■’e exposed to rlparette smoko, [Lcuehten- 
”^orl 223—ah 
-pens in, v3R3 

and cancer, research on, United 

. ^n> 212 

‘ hiK and lunp cancer, puhlle.'a views on, 

. - • . ' Kinpdom, 1573 

and vitamins metahoUsm, 2334 
penotypes, United Ktnpdom. 212 
' In ctlolopy of hcadarhos, 1954 

• ■ • See Yliamlna K 

'^MNK UYUnOCULOniUK 

lunp lesions and cancer of csophnpiis, 
’-P 2040 

I A'**nK: See SuUonylurcna 

*, United Klnedom, 315 

100 cases, (Areonzl 947—ab 
^lajjnosls of systemic disease, Ulopp] *748 
■» treatment, 1423 

In, In multiple sclerosis, treatment, 843 
l-FANXONl SYNOnOME 

in, clinical and metabolic study of 
t cases In family, fWorthcnl 121—-ab 

.1 • I ^5 

antibiotics for. United Kingdom, 2049 

• 

' recurrent, medical treatment, 1957 
3ES 

management of mass casualties, 
yttlel 182G—ab 

liability of charitable bospUnls to patl- 
[Medicine and the Law] 788 
jLLIS 

' > of one side of head, in infant 11 
■. old, treatment, 135 

not helped by ehemopallldectoray, 

: Sc Dow] *755 

« (cryptococcosis) 

. .u of limps, central nervous system 
probably veins, [Pclaez] 321—ab 

Amphotericin B for, [liubln] 1271 

’ b 

.. [Jacobs] 1949—ab 
'\VKT 

band, for bcmostatls In preserving 
function during partial nephrectomy, 
-odwln & Thclen] *179 
' '^GY: See rolsonlng; under names of * 
• ^ substances 
JUASMOSIS 

^ diagnostic Importance of chorlore- 
* . [Fair] *250 

In mouse, spiramycin for, [Gar- 

- 835—ab 

»■, United Kingdom, 924 
, [Hogan) 2322—ab 

. xj of Toxoplasma from human eye, 
”1 2321—ab 

in Toronto area, Canada, 430 
1 of Toxoplasma gomltl In blood "In 
" [Tallce] 350—ab 

■ Kingdom, 927 

nations of* endotracheal intubation, 

■ ■ ’■ & others] *1959 

achcal Intubation, minor laryngeal 
lac of, [WoUson] 1417—ab 

. Indications and contralndlca- 
Ws, [Mayer & others] *169 

■’ tracheobronchial lymph-node in- 
. ^ In maturity, [le Melletler] 110—ab 
‘lOMY 

leute intermittent porphyria with resplra- 
paralysls, [Doll & others] *1973 

■■ live respiratory Insufficiency, 
1407—ab 
MA 

’.attempted isolation of, [Smith] 2074— 


TIIACTION 

complications and problems of, In supracondy¬ 
lar fractures of humerus In children, 
[Staples] *730 

TnAOTOU noise, effect on auditory sensitivity 
of operators, thlcrlc] 1721—ab 
TItAUK: 8ec under Industrial 
TIlAFFIC ACCIDENTS: See Automobiles 
TUANQUlhlZlNG DUUGS: See also spccinc 
drugs ns Ilauwnlfla scnientlna 
allergic reactions to, [Ilolllstcr] 9C4—ab 
Intoxication, accidental, control of, [Cnnn & 
olhcrs] *717 

TIIANSAMINASE (ttmlnopUcraae) 
activity ns Index of effectiveness of cortlsono 
In chronic hc)>alltls, [O’Urlen] 443—ab 
diagnostic value In hepatic and gastrointestin¬ 
al dlsenKcs, [rryac-Davles] 443—ab 
glutamic oxnlneellc, in acute and chronic 
nlcnbollsm, [Bang A others] *156 
glutamic oxalacetic, tc^t In myocardial In¬ 
farction, calorimetric method, [Ciocla] 213 
—ah 

In neonatal period, aid In differential diagno¬ 
sis of jaiindlce, [Kove A others) *8C0 
SGO Ic.st In myocardial Infarction. [Chapin] 
939—ah 

TUANSILUIMINATION 
of Infant head dcmonstrnlcd by hydranence- 
phalv, [Griffiths] 1713—ab 
TUAUMA . . , 

aonlc-rlglit ventricular fistula after, surgical 
repair, [King] 114—ab 
Atlilellc: See Athletics 
Automobile Accidents: See Anlomobllea 
Burns: See Burns 

carbohydrate metabolism and, India, 1799 
care of patient with multiple Iniurles, 
[AufraneJ *2091 

cone shell stings. [Kohnl 1‘02—ab 
conlrocoup brain damage witli headache, nose 
discharge and bilateral nerve deafness; 
cause, treatment, 2081 

extradural licmorrhage after, control of, NeW' 
Zealand, 95 

Fractures: Sec Fractures 
head Injury In etiology of muscular dystro¬ 
phy, 1422 

hematuria in boxers, [Klclman] *1633 
In pathogenesis of primary rheumatism, 
[Scblavcttl] 1570—ab 
Industrial: See Industrial Accidents 
loss of smell after head Inlury, 1423 
"Man Who Didn’t Walk," medicolegal film, 
[Medicine and the Law] 72 
management of severely Injured patient, geni¬ 
tourinary aspects, [SchultcJ *2094 
neurosurgical care of severely Injured patient, 
[Odom] *2087 

nonpenctrating Injury of aorta, [Parmley] 
llS—ab 

nonpenetrating Injury of heart, [Parmley] 
1823—ab , , ^ 

operative, to renal artery, nephrogenic hyper¬ 
tension after, [McDonald] 451—ab 
persistent post-traumatic fluid flstulns, [Cal- 
vet] 1705—ab 

personal Injury, expert witness and advisory 
panels, [Sadusk] *2121 
principles In surgical management of mass 
casualties. [Zlperman] 453—ab 
relation to cause or aggravation of osteosar¬ 
coma or Ewing’s sarcoma? 135 
rep.vlr Injury to common bile duct, [Hoffman] 
1268—ab . ... 

revision of manual on evaluation of Injuries, 
A. M. A. resolution op, 899 
ruptured diaphragm, problem of, [Beruatz & 
others] •877 

severe head Injuries, treatment, [Maclver] 
2062—ab 

testicular pain during coitus 15 years after 
Crushing Injury, treatment, 1956 
tetanus toxoid booster in relation to time of 
Injury, 842 

traumatic aneurysm of thoracic aorta, roent¬ 
gen diagnosis, [Steinberg] 973—ab 
traumatic shock, phj’slopathology, [Laborit] 
840—ab 

urtlcnrial response to, cause, treatment, 1837 
TRA^TIL 

international, immunization information on, 
914 

TREPONEMA 

antigens, France, 1255 

pallidum Immobilization test, biological false¬ 
positive serologic tests for syphilis In low 
socioeconomic group, [Waring & others] 

- *2004 

tihacetyloleandomycxn 
antibacterial activity of serum after, [Kunln] 
2071—ab 
N. N. D.. 1012 
TRIAMCINOLONE 

clinical trials. United Kingdom, 1258 
toxicity: peptic ulcer, [PrownJ 2072—ab 
treatment; clinical, laboratory and experi¬ 
mental findings, [Scalabrinoi 1948—ab 
treatment of systemic lupus erythematosus. 
[Dubois] 1948—a^ 


TRICUSPID VALVE 

stenosis, clinical features, rKlUIp] 321—ab 
TRIFLUPROMAZINE HYDROCHLORIDE 
N. N. O.. 1772 

TRILAFON : See Perphenazine 
TRIMEPRAZINE 

new oral antlpnirlllc, [Williams] 2318—ab 
TRIMETHYLENE: See Cyclopropane 
TROCHANTERIC SYNDROME 

calcareous and noncalcarcous tendonitis and 
bursitis about troclianter major, [Leonard] 
•175 

TROPHOBLASTIC Tumors: See Tumors 
TROPICAli DISEASE, Caribbean, study of, 
Florida, 2277 

TROPICAL EOSINOPHTLIA: See EoslnophUla 
TROPICAL MEDICINE 
survey of research In, 2279 
TROPICS 

mass chest survey at Naval station In, notes 
on histoplasmosis, [Scalla] 224—ab 

rjnv't^ t , p,»r* 


In treatment of tuberculous lymphadenitis and 
tuberculous flstulae, [R.ipoport] 1581—ab 
TUYPTAR: See Trypsin 
TUBE 

complications of endotracheal Intubation, 
[Hamelberg & others] *1959 
endotracheal intubation, minor laryngeal 
sequelae of, [Wolfson] 1417—ab 
BACILLUS 

examine menstrual blood tor In tuberculosis 
sanatorium, [Plckroth] 2070—ab 
guinea pig vs. culture tests for, Sweden, 1394 
sensitivity to streptomycin and Isonlazld of 
mycobacteria Isolated ■ from untreated pri¬ 
mary tuberculosis, [Spina] 1915—ab 
TUBERCULIN 

P. P. D. test, wheal at site of associated with 
asthmatic attack, 1424 

test in physical examinations for school 
children, (replies) [Faber; and original 
consultant] 984 

test, multiple-puncture technique: "Heaf 
test." 716 

test, new horizons for, 894—B 
TUBERCULO.MA 

criteria for roentgen differential dlagRoshtT 

[Oliva] 1725—ab -•- 

TUBERCULOSIS 

antibodies In Bocck's sarcoid, [MQller] 1288 
—ab 

BCG vaccination, community trials, [Palmer] 
355—ab 

BCG vaccination of premature Infants, 
[Eckardt] 122—ab 

BCG vaccination, oUtls In nurslings after, 
[Soboleva] 464—ab 
BCG vaccination, Sweden, 708 
BCG vaccine, suppurative lymphadenitis due 
to, [Mande] 324—ab 

BCG vaccine to prevent leprosy, Brazil. 1677 
control, 30-year appraisal of BCG vaccina¬ 
tion In. [Aronson] 132—ab 
death rates, Netherlands, 2045 
deaths from. Increase, N. Y., 1559 
effects of chlckenpox on, Brazil, 430 
experimental, Immunity In, [Acharya] 1587— 
ab , 

handling tuberculous specimen, 134 
International symposium on, 1144 
Japan, 2170 

leukocyte sedimentation rate in, [Lusvarghi] 
2200—ab 4 

miliary, influence of adrenal cortical hor-- 
mones on course of, [NItschke] 2193—ab 
peptic ulcer and, higher than average, signi¬ 
ficant occurrence, United Kingdom, 313 
; * . ‘ n Immunology of 

" 711—ab-*' 


school epidemics, [Mande] 1715—db 
statistics on, India, 1258 
survey, India, T925 

treatment: isonlazld, early results In relation 
to active level in serum, [Vivien] 325-~ab 
treatment: Isonlazld. pyridoxlne to prevent 
toxicity, [Ross] *273; (reply) [Middle- 
brook] 1685—C 

treatment: prednisone in, (India) 1681; 

(Portugal) 2170 , C 

treatment: pyrazlnamlde ' and cycloserine, 
[Zorinl] 834—ab 

treatment: streptovarlcln In guinea pig, 

[Stern] 837—ab < 

treatment: Tebamln, [Turning] 1284—rtb 
tuberculous empyema, topical pyrazlnamlde 
for, [Costa] 2324—ab 

tuberculous fistula of esophagus, surgery-suc¬ 
cessful in, [Fecorn] 44G—ab • r. 


tuberculoi*' 
In t'’ 


i 


nnd lyraphadenUIs.'tryp* 
1581—ab 

tis, treatment, [Rydi- 
D. S. var^‘— 
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TUnKUCULOSIS OF LUXG 

abscnn* of pulmonary hypertrophic osteoar¬ 
thropathy In. [Skorncck] 108—ab 
ndranced, cortisone as cover for major sur- 
cery lu, [EdKe] 21So—ab 
artificial pneumoperitoneum in, India, 134 
cavitation In. Brazil, 88 

epidemic In mixed day school, Vnlted King¬ 
dom. SIO 

jr.istrlc resection and, IKenbert] 230ri~ab 
of doubtful activity, chemotherapy in. United 
Klncdom. 212 

parenchymal, endoscopic treatment, [Cara- 
belll] lir.S—ah 

ttatholoKy and hacterloloKy of resected lesions 
after chemotlierapy, [Cotter] 713—ab 
peptic ulcer and, [Waliuiortin] 823—nb 
postprimary, frequency, according to pulmo¬ 
nary arterial pressure, [Mattson] 2208—ab 
primary, untreated, sensitivity to streptomy¬ 
cin and Isoniazld of mycobacteria Isolated 
from, [Spinal 1045—ab 
reactivation (local) of primary focus, 
[Snljjler] 2200—ab 

risk of, in pulmonarv infiltration and fibrosis, 
[Chase] 2050—ab 

sanatorium, examine menstrual blood for 
tuliercle l)acllll in, [Plckroth] 2070—ab 
serortiirlnous pleurisy In, Incidence of mor- 
lildity and disorders secondary to, before 
and after antibiotic era, [Batlnl] 2317—ab 
silica exposure after, 2330 
surclcal treatment in raentallv III, [Mouiem] 
330—ab 

MirKical treatment, pregnancy after pueu- 
nmnectomy, 74 cases, [Laros] 2312—ab 
surcifal treatment; thoracic surpery, results 
of, [Frew] 051— nb 

treatment, conservative, open healing of cavi¬ 
ties after. [Wilson] 1285—ab 
treatment: Illnconstarch. [Barry] 837—ab 
treatment, temporary collapse in, [Ito"uel 
2300—ab 

treatment: Yerazlde, [Itubbo] 128(1—ab 
TULAREMIA 
Sweden. 807 
TUMORS 

benlitn with inuUenant, slKnlficant difference 
in incidence? 1958 

bladder, tantalum 182 for. [Jonsson] 901—ab 
•hope, what cytology offers in dlafrnosls, 
[Sica>fl*3 • 127—ab 

cells in peripheral blood, failure to prove 
identity of, [Taylor] 2198—ab 
Chromnftln Cell: See riieochromocytoma 
diagnosis (early), especially carcinoma of 
uterus, [Cappa] 1411—ab 
fellowship lu medical neoplasia, X, Y„ 704 
in Cliildrcn: See Ctilldren 
intestinal, causing: Intussusception, India, 1303 
malignant, with effusion, effect of prednisone 
in, [Franco & others] *1643 
mediastinal, azygos vein dilatation simulat¬ 
ing, [Shuford] 971—at) 
metastases, needle biopsy of liver In, post- 
biopsy mortality in, [Fisher] 1811—ab 
metastases. pulmonary, operative treatment, 
[Hansen] 1815—ab 

metastases, to liver, differential dlngirosls, 
Austria, 1797 

metastatic embryonal rhabdom.vosarcoma in 
growing skeleton, [Caffey] 123—ab 
of anterior mediastinum, [O'Gara] 223—ab 
plluitari*, ACTH-produclng, [Xelson] 1138- 
ab 

Polypous: Sec rolj*ps 

removal from rlglit atrium under hypothermia. 

[Kreilkova] 2062—ab 
salivary gland, treatment, 2333 
troplioblastlc. folic acid and purine antag(»n- 
Ists for, [Li] 1416—ab 
trophoblastic, related to choriocarcinoma, in 
women, chemotherapy of, [Hertz & others] 
•845; 894—E 

va-^cular; management, [Slepheiison] 1711 -ab 
'nviNs 

Identical, kidney transplanatlon between 7 
pairs, [Murray] 2190—ab 
^ftioklng genotypes, United Kingdom, 212 
•nviTCHING 

of eje, constant, cause, treatment, 982 
^lgns and symptoms in chronic renal failure, 
lEtTersOe] 211—ab 

TYPHOID booster Immunizations, interval be- 
, tween. 2334 
TVVID: See Isoniazld 


U 

hCERf; 

ehnnilc, of legs; tetanus and. [Rlls] 1700 -ab 
Hunner's, [Kinder] 2320—ab 
neurotrophic, of feet. 47 cases, [Kelly A* 
Coventry] *388 

• premenstrual herpetic ■‘"s. (replvl 

Cl [Houk] 844 Luh, 

IT Tl?AVIOLET RAYS ^ 

' ,uer gl*yl<lon Ini\U)ltl0‘ 

‘•'“•''tdsi 
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UNDULAXT FEVER: Sec Brucellosis 
UNIONS: Sec Industrial Trade XJnlon.s 
UNITED MINE WORKERS OP AMERICA 
A, M, A. annual reports on, lOGC; 1109; 

(action on resolutions) lllO 
A. M. A. conference with, 1110 
relatlniishtp of medical profession to admin¬ 
istrators of medical care plan, (supple¬ 
mentary report) 56; (rcsoltilion.s on) 66 
UNITED NATIONS 

International conference on peaceful uses of 
atomh* enenry. WHO report, 929 
UNITED STATES 

Air Force: See Aviation. U. S. Air Force 
Bureau of the Budget, estimates of costs for 
military care by, 1662 
Citizens: See also American citizens 
citizens studying medicine abroad. 1522; 1523 
Congress: See Laws and Legislation, federal 
consolidate Federal Civil Defense Administra¬ 
tion and Ofttce of Defense Mobilization, 
1070 

Dci»artmenl of Agriculture wUU Department 
of Healtlt, Education, and Welfare, pilot 
projects in cconomicullv depressed areas. 
1051 

Dtqiartment of Defense reorganization, annuai 
report on. 1069 

Department of Health, Education, and Wel¬ 
fare, advancement of medical reaeareh and 
education through. 1483 
government agencies, A. M. A. i-ooperatlve 
relationships, 1079 

government employees, medical care for. an¬ 
nual report, 1104 

governinent mass pest control programs, health 
hazards to humans and wildlife from, 1061 
government participation In medical care for 
indigent In 1958, (Council report) 2151 
government study of optimal birth weights. 
New York City comments on. [Baumgart¬ 
ner] 1154—C 

medlcal-liealth spending for 1959, 1452 
Office of Vocational Rehabliltntlon contribu¬ 
tions to medical education an<I research. 
1530 

partlclputlou In local medical societies by 
physicians employed by, 58 
UNIVERSITY 

of Alabama, grants for new psychiatric clinic 
at. 2028 

of Arkansas, (grant for training Tcscarchers) 
74; (clinical researcli wing at medical 
centner) 117: (Virus Research Laboratory) 

of Buffalo School of Medicine, (research 
wing dedicated, photo) 792; (joint study 
wltli School of Education) 1461 
of California, (new* Cardiovascular Research 
Institute) 1380; (medical school consoli¬ 
dates In San Francisco) 2155 
of Cl«Icngo, (Home for Incurables affiliates 
wltli) 197; (postdoctoral statistics awards) 
297 

of Cliiclniiatl, studj' relationships between 
speech and personality characteristics, 1560 
of Colorado, (faculty, research grants for 
study on muscular dystrophy and heart 
surgery) 1239; (grant to for research faci¬ 
lities) 2028; (emergency civil defense hospi¬ 
tal unit) 2155 

of Florida College of Medicine, (grants to) 
197: 790: 1666 (new department of pedia¬ 
trics) 1666 

of Illinois, (expansion iirogram in Chicago) 
198; (brain chemistry research) 1139 
of Miami School of Me<Uclnc, USPIIS grunt 
for equipment for research building, 197 
of ^Ilcingau. (exchange program for interns 
and residents) 791: (hospital services; testi¬ 
monial to veteran teachers) 909; (Division 
of Gerontology) 1102: (public health re¬ 
search and training) 1240 
of Minnesota, surgical travel fellowslilps. 1382 
of Mississippi School of MwUcUie, construc¬ 
tion of student liousing begun, 1240 
of North Carotlnn i>chool of Mciliclne, grant 
for program of development. 75 
of Oregon Medical Sehool, grant for researcli 
hultdlng at, 1911 

of Pennsylvania, (Mareli of Dimes awards 
to) 1383; (Bockus International Society of 
Gastroenterology organlzecl by graduate 
alumni) 1560; (gift for radiology center) 
1912; (dedicates School of Allied Medical 
Professions, research building eonstnictlon) 
2279 

of Pittsburgh, (established health law center) 
295: (plans experimental program of medi¬ 
cal education) 1467 . ” 

of Tennessee, (study effects of exposure to 
low amounts of radiation) 1561; (new re¬ 
search installation at) 1667 
of Texas Postgraduate School of Medicine, 
Medical Cruise to Carllibean. 1142 
of Utah Medical Center planned, 1912 


. udiviuKSixi—continued 

of Washington. (Dr. Wagner appointed 
Cardiovascular Research Chair) IS 7 ‘ ts 
Ang. 0, 19.58; (correction) 168: 20*'*-Se 
13, 1958; (new Internship and reside 
program) 296; (faculty teaching ’conf 
eiicc) 1466 , : 

of Wisconsin, (cosponsors sympdr.u.-a- • 
hone, program) (council syinpoaluni) 52 
, (30 year experiment with preceptorshl 
1166 


State U. of New Y’ork (Downstatc Modi 
Center,. new department of rehabllltat 
medicine) 1667; (Upstate Medical Cent 
reconstructed Basic Science building) 1 
Unlversldnd del Vallee at Call, new niedi 
school, Colombia, 1391 
URETERS 

amyloidosis, primary, [Andreas I 46G--tth ' 
duplication and ectopia, clinical Importai 
[Thompson A- AmarJ *881 
duplication,' lillnteral complete. | Powell] 
—ab 


Idlopatlilc retroperitoneal fiivrosls Involrl 
[Hackettl 1707™ab 

role in pathogenesis of ascending pvelone 
ritis. [Talbot] *1595 

vc.slconreteral reflux in children, [Jones] 1 
—ab; (slgnlfieancc) [PolUano] 1821—. 
URETHRA 

divertieiihim, perineal; complication of In 
um remowil, [Comarr A Bors] *2000 
rupture, management of severely iiiju 
imtleut. [Sehullel *2094 
URIC ACID In Blood: See Blood 
URINARY SYSTEM 

calculi, prevent after paralvtli* polIomVeli 
[Plum] *1302 

infection in children, persistent and rcc 
rent, [Forsytlic] 2320—ab 
obstruction, acute renal failure and gener 
Izcd abdominal pain, (Diagnostic Problen 
[Kushner A Szanto] *1778 ; 

tuberculosis. latent. Belgium 307 
URINATION 

incontinence not alwa.vs present in urete 
duplication and ectopia, [Thompson 
Amar] *881 

incontinence, water treatment, 1836 
URINE 

A-aminnlevullc acid and itnrphoblHnogcn 
different types of porph.trla, [Hneger] S 
—ab 

Blood in: See Hematuria , /' 

calcium and inorganic phosphate in jiatte 
with calcium stone of renal origin. [H 
klnson] 1820--ail 

chorionic gonadotrophic hormone excret 
after clicmotherapy of cliorlocnrclnoma » 
related tumors, [Hertz A ollierR] *843; 
—E 

diastase, hyperdinstasurla and acute pane . 
titls after partial gastrectomy, [Wallcnst 
^ 1708—ab . 

• electrolyte excretion, effect of clilorothlar 
on, [Lassen] 2190—ab 
foaming, cause, 1837 
Glucose lu: See Glycosuria 
high production to prevent urinary caU 
after paralytic poliomyelitis, [Plum] *1: 
5-hydroxy-3-lndole acetic acid In fuiict! 

ing carcinoids, [Sauer A others] *139 • 
17-ketosterQlds In lelaUmanlasls, liuliut -C' 
porplioiiilinogcn in acute intermittent' 
phyrln with respiratory paralysis, [Dol‘ 
others] *1973 . 

studies, metabolic and biochemical changes 
normal pregnancy, (Council article) [Mac 


•2265 . 

Sugar In: See Glycosuria 
virus in, in Coxsackle B virus Infcctl 
[Utz A Shelokov] *204 , •. 

water and electrolyte excretion 
eclampsia, chlorotlilazlde effects on, 
Alvarez A O’Lane] *2226 * f ’ 

yeast In, slgnlflcanrc, (replies) [O’Conoi 
original consultant] 474 ' 

urolo(;y { . 

American, obligation to world, [Barnes],; 
essentials for residency training in, 
report, 1099 . 

URTICARIA • 

after trauma, cause, treatment. 18.u • - 

UTERUS 

abnormalities, livpoflbrlnogeiicmla relation 
2085 

adnexa, bacterial llpopolysuccharldcs ;for 
flammation of, [Frlcke] 1273—ah 
bleeding and vaginal cytology, India. 22*2 
bleeding, functional, 17-alplia-liy(Irox5T» 
gesterone caproate for, [Zorn] 1271—ab 
cervix, advantages of cold conization; . 

Instrument, [Fleming] *886 ^ 

cry In: vagltus uterlnus, [Ikl6) 459^b'' 
endocervlcltls and sterility, Brazil, 8f« . 
prolapse, estrogens In, [Anderson] *-178 
UTERUS CANCJnt . /' , 

cylologlcal screening through pliyslcian* 
flees, 63,163 examinations, [(alahra* ' 
others] *243 ; 






